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Preface

Given limited time and massive volumes of content, 
what vital information should be conveyed to students 
in an introductory course about social welfare and 
social work? What student learning outcomes should 
instructors strive to attain? This text focuses on the 
most significant elements of  social work. Content 
complies with the new Council on Social Work Educa-
tion’s Educational Policy and Accreditation Standards 
(EPAS) (CSWE, 2008b). The text’s style is intended to 
be clear, readable, interesting, and engaging. The goal 
is to enhance students’ ability to grasp the essence and 
spirit of generalist social work and the issues in social 
welfare that social workers address every day.

Themes integrated throughout the text include 
these:

● The pursuit of  social and economic justice for 
populations-at-risk.

● Client empowerment.
● Dimensions of  human diversity (“including age, 

class, color, culture, disability, ethnicity, gender, 
gender identity and expression, immigration sta-
tus, political ideology, race, religion, sex, and sex-
ual orientation”).1

● The signifi cance of professional values and ethics.
● A generalist approach interrelating micro, mezzo, 

and macro levels of social work practice.
● Numerous case examples dramatizing various 

aspects of social work.
● Various global and international perspectives.

A key word describing this text is integration: 
These themes are infused throughout the book 
instead of  being isolated in independent chapters. 
For example, values, ethics, aspects of  diversity, and 
client empowerment are defi ned early on and then 
addressed throughout the text in various contexts 
including fi elds of  practice. Boxed features appear 
regularly to emphasize important concepts and 
cases, to spark students’ interest, and to stimulate 
critical thinking.

The Fundamental Need for Critical Thinking
Critical thinking perspectives provide an underlying 
foundation for the text. They are stressed throughout 
by encouraging identification of  values and evalua-
tion of serious issues. Critical thinking involves three 
facets. First, it focuses on the questioning of  beliefs, 
statements, assumptions, lines of reasoning, actions, 
and experiences. Second, it involves the assessment 
of  the established facts and issues involved by seek-
ing relevant information. This complies with the 
Council on Social Work Education’s current empha-
sis on “research-informed practice” and “evidence-
based interventions” (CSWE, 2008b, p. 5). Third, it 
concerns asserting an opinion about the validity of 
the fact or process being considered.

Critical thinking is essential in social work because 
social workers address a vast range of  issues and 
problems. New accreditation standards require that 
social workers demonstrate competency in apply-
ing “critical thinking to inform and communicate 
 professional judgments” (CSWE, 2008b, p. 4). Each 
chapter stresses the use of  critical thinking by inte-
grating a basic “Triple A” formula that students can 

1These are the categories refl ecting diversity as stated by the Edu-
cational Policy and Accreditation Standards passed by the Coun-
cil on Social Work Education board of  directors in April 2008 
(CSWE, 2008b).
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readily comprehend and apply: (1) ask questions, 
(2) assess the established facts and issues involved, 
and (3) assert a concluding opinion. Issues addressed 
range from client rights to social policy to social work 
roles in a wide array of contexts. Case studies for crit-
ical thinking are presented at the end of each of  the 
book’s four main sections.

Organization
The book is organized into four major parts: (1) the 
profession, (2) social work practice, (3) social welfare 
policy, and (4) client populations and contexts. A 
fifth section, the epilogue, focuses on personal val-
ues and consideration of  a social work career. The 
intent is to give students a broad look at what social 
work is all about. Social welfare policy is stressed 
as the foundation of  social welfare programs and 
social work practice. New accreditation standards 
require that students demonstrate competency in 
“policy practice,” including being able to “analyze, 
formulate, and advocate for policies that advance 
social well-being” (CSWE, 2008b, p. 6). Students are 
encouraged to explore issues based on theoretical ori-
entations to social welfare policy development and 
the resulting program implementation.

Students are provided with thought-provoking 
information about social welfare and social work 
within a broad range of  circumstances and fi elds of 
practice. Settings range from those focusing on child 
maltreatment, to health care, to work with older 
adults, to corrections. Social issues are raised in a way 
to encourage new insights and examination of  per-
sonal values. This book stresses what social workers 
do, not how they do it. Abundant case examples give 
insights into who clients are and what issues they 
face in the macro social environment.

Concepts incorporated in the new Council on 
Social Work Education Educational Policy and 
Accreditation Standards (EPAS) including the 
concepts of  human rights, marginalization, alien-
ation, evidence-based intervention, and policy prac-
tice, in addition to the newly articulated aspects of 
diversity—gender identity and expression, immigra-
tion status, and political ideology—are discussed 
(CSWE, 2008b). Macro aspects of  generalist prac-
tice, in addition to micro and mezzo aspects, are fre-
quently highlighted.

This book gives students contemplating a social 
work major a solid orientation to the profession. 
The text should help students determine whether 

social work is really the fi eld for them. For nonma-
jors, the text is designed to provide a sound introduc-
tion to social welfare, social work, available services, 
social welfare policy development and implementa-
tion, and social workers’ involvement in the helping 
process. The emphasis is on those issues and fi elds 
of  practice in which social workers are most likely 
to be employed. For example, signifi cant attention is 
given to child and family services, mental health, and 
health care.

Part I, “The Profession of Social Work,” includes 
three chapters. Chapter 1 defi nes social welfare and 
social work, discusses political values and views 
about social welfare, reviews content areas in the 
social work curriculum, introduces the various fi elds 
of  practice, and reviews the social work career con-
tinuum. Critical thinking is defi ned, and its impor-
tance throughout the text is stressed. Chapter 2 
focuses on the importance of  social work values 
and ethics, thus providing a framework for remain-
ing chapters. This chapter introduces the concept of 
ethical dilemmas, summarizes the NASW Code of 
Ethics, gives examples of  practice applications, and 
helps students explore personal values.

Chapter 3 defines and discusses various dimen-
sions of  human diversity, empowerment, resiliency, 
and cultural competence, paving the way for integra-
tion of this content throughout the book.

Part II, “Social Work Practice,” includes two chap-
ters that focus on what social workers do. Chapter 4 
defines generalist social work practice, introduces 
the wide range of  social work roles, and describes 
the planned-change process. Emphases include the 
importance of  client empowerment, appreciation 
of  cultural differences, and intervention with macro 
systems. Chapter 5 focuses on the settings in which 
social workers practice, including rural and urban 
communities. It describes what micro, mezzo, and 
macro practice involve in terms of  social workers’ 
functions and practice settings. Finally, it explores 
social work licensure, employment, and salaries.

Part III, “Social Welfare Policy,” includes three 
chapters. Chapter 6 explains the historical develop-
ment of social welfare and social work, thereby pro-
viding a context for the next chapter, which focuses 
on social welfare policy and policy practice. Chap-
ter 7 defines policy, discusses its significance, and 
describes how it is developed and structured. The 
signifi cance of social welfare policy as the basis upon 
which social programs are developed is stressed. 
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sexual activity and pregnancy are examined. Social 
Work roles with respect to each are discussed.

Chapter 16 explores social work and correc-
tions. Questions requiring critical thinking are posed 
regarding the complexity of  the crime rate, the issue 
of punishment versus empowerment, and health care 
for prisoners. Practice settings and gang membership 
are also discussed.

The epilogue, “Your Values and Your Future: 
Applying Critical Thinking Skills,” serves as a cap-
stone for the book. Students are urged to come to 
conclusions about various issues in social welfare 
policy and programming. Finally, they are encour-
aged to evaluate their personal characteristics and 
values and their potential for a career in social 
work, responding to many questions initiated in 
Chapter 1.

New to This Edition
In addition to new and expanded content in vari-
ous chapters, three major changes characterize this 
edition. First, a new Chapter 14—“Social Work and 
Substance Use, Abuse, and Dependence”—has been 
added. After discussing the various terms and con-
cepts involved, methods of  ingestion are explained. 
Types of  mind-altering substances are described 
including central nervous system (CNS) stimulants, 
CNS depressants, and other addictive substances. 
The dynamics concerning the development of  sub-
stance abuse and dependence are explored, and com-
mon defense mechanisms are identified. Themes 
characterizing the families of  substance abusers 
are explained. Phases and principles involved in 
the treatment process are discussed. These include 
engagement, assessment, use of  a multiple-system 
approach to individualize treatment, follow-up, and 
the importance of  establishing a social network. 
Potential questions posed during assessment inter-
views are reviewed. Resources for AODA treatment 
are identified. Two contrasting treatment models 
are examined, including a traditional abstinence 
approach to recovery and a strengths-based harm 
reduction approach.

A second major change in this edition is an alpha-
betized listing of  each chapter’s objectives. Objec-
tives are then reiterated in chapter summaries and 
content related to each is identified and recapitu-
lated. The intent is to link proposed objectives to 
specifi c content addressed in each chapter and more 
clearly  establish what students learn. Exam questions 

Chapter 8 discusses the infrastructure of policies and 
programs designed to combat poverty and provide 
fi nancial assistance to those in need. It also describes 
social insurance (including the Medicare Prescrip-
tion Drug Program) and public assistance programs, 
and explores students’ values about various aspects 
of social welfare.

Part IV, “Client Populations and Contexts,” includes 
eight chapters that focus on specifi c social work set-
tings. Chapter 9 introduces service provision for chil-
dren and families. It describes supportive services for 
children and families, including those involving child 
maltreatment, intensive family preservation, and child 
day care. It stresses the importance of  addressing 
macro issues. This chapter also reviews substitute ser-
vices for children and families including kinship care, 
foster family care, residential settings, and adoption.

Chapter 10 discusses social work with older 
adults. Issues include common problems facing 
older adults, critical thinking about Social Security, 
the global context for aging, contexts of  social work 
practice with older adults, and empowerment for 
diverse populations of older adults.

Chapter 11 explores social work with people who 
have disabilities. Ethical implications for social work 
practice are discussed. Empowerment through pol-
icy practice and advocacy, legislative advocacy, and 
community support are stressed.

Chapter 12 explains social work roles in health 
care, health care problems in the macro environment, 
issues involving health care policy, managed care, 
and international perspectives on the global crisis of 
AIDS. Sensitivity to populations-at-risk and macro 
issues in practice are emphasized.

Chapter 13 addresses social work and mental 
health. Employment settings in mental health for 
social workers are identifi ed, social work functions 
explained, and clients’ conditions described. Man-
aged care in mental health is critiqued, and cultural 
competence in the fi eld is discussed.

A new Chapter 14 explores alcohol and other 
drug abuse (AODA). It describes AODA terms, 
methods of ingestion, types of substances, the devel-
opment and personal dynamics of  abuse, the family 
dynamics involved, the treatment process, treatment 
approaches, two treatment models, and available 
resources for treatment.

Chapter 15 focuses on social work with youths 
and in the schools. Positive social programming in 
macro practice, violence in the schools, and teenage 
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Chapter 4
● Evidence-based practice in generalist practice is 

emphasized, and its signifi cance is explained.
● Social workers’ roles as supervisors and managers 

are discussed.

Chapter 5
● NASW specialty certifications are updated and 

expanded.
● Salary information for social workers is updated 

and expanded, and the future employment out-
look for social workers is summarized.

Chapter 8
● The structural and individual factors causing pov-

erty are discussed, and the consequences of  pov-
erty in the areas of health care, education and jobs, 
housing, and criminal justice issues are explored.

● The concepts of privilege, power, and acclaim are 
defi ned and their relationship to personal status 
described.

● The demographics and causes of homelessness are 
explained, and suggestions for solving the home-
lessness problem discussed.

● Content on the current status of  Social Security 
and Temporary Assistance to Needy Families is 
expanded and updated.

Chapter 9
● Important trends in foster care, including per-

manency planning and family preservation, are 
described.

● The concepts of  family structure and marital sta-
tus are discussed as important aspects of  human 
diversity.

Chapter 10
● The phases of  emotion characterizing people 

facing death are identified, and suggestions for 
empowering a dying person and his or her loved 
ones are proposed.

Chapter 11
● The culture of  deaf  and hard of  hearing people 

is discussed, and appropriate terminology for 
addressing these populations is explained.

Chapter 12
● Veterans Affairs (VA) Hospitals, the programs 

they offer, and social work roles in VA settings are 
described.

● Discharge planning in health care is explained.

available in the supplementary materials are also 
linked to chapter objectives. This should assist in 
establishing how students achieve learning outcomes 
and demonstrate competency in attaining knowl-
edge, concepts strongly emphasized by new accredi-
tation standards (CSWE, 2008b, p. 3). Note that the 
concept of  critical thinking is incorporated among 
each chapter’s objectives.

The third major change in this edition concerns 
responsiveness to the new Educational Policy and 
Accreditation Standards (EPAS) passed by the 
Council on Social Work Education in April 2008 
(CSWE, 2008b). Content relates to the new compe-
tencies graduates from accredited social work pro-
grams are required to demonstrate. For example, 
as has already been noted, various EPAS concepts 
have been integrated into the text. These include 
evidence-based intervention, human rights, margin-
alization, and alienation, in addition to the newly 
articulated aspects of  diversity—gender identity 
and expression, immigration status, and political 
ideology.

In addition to updating subject matter through-
out, other new and expanded content in this edition 
includes the following:

Chapter 2
● Global human rights are described, and the issue 

of human traffi cking is explored, including social 
workers’ responsibility to empower victims.

● International social work is defi ned, and dimen-
sions of  international responsibility on the part 
of social workers is discussed.

● Content on international social work and social 
welfare organizations including the International 
Federation of  Social Workers (IFSW) and the 
International Association of  Schools of  Social 
Work (IASSW) is expanded.

● The IFSW/IASSW Ethics in Social Work, 
Statement of Principles is described.

Chapter 3
● The concepts of  marginalization and alienation 

are defi ned.
● The concepts of  immigration status, political 

ideology, gender identity, and gender expression 
as aspects of  human diversity are explained, and 
their signifi cance is explored.

● The special issues and needs of men, in addition to 
the potential disadvantages they may experience, 
are identifi ed.
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Chapter 13
● Evidence-based practice in mental health is 

discussed, and fi ve current trends are explored.
● Posttraumatic stress disorder as it affects veterans 

returning from Iraq, the Gulf  War, and other 
arenas of violent confl ict is examined.

Chapter 15
● Content for how social workers can assist adoles-

cents in the coming out process is expanded.

Chapter 16
● Family, environmental, and individual factors 

related to juvenile delinquency are explored.

Ancillaries
Additional resources are available, including a Stu-
dent Manual filled with classroom exercises and 
assignments. These are designed to coincide directly 
with text content and can be used to help students 
integrate reading material. The Student Manual also 
contains detailed outlines of each chapter. The intent 
is to help students organize the material and take 
notes if  they so choose. An Instructor’s Manual with 
Test Bank includes a copy of  the Student Manual in 
addition to numerous multiple-choice, true/false, and 
essay test questions for each chapter.

Also at the Book Companion Website, http://
www.cengage.com/social_work/kirst-ashman, rele-
vant Websites are listed and hyperlinked for further 
exploration. Tutorial quizzes for students are also 
available at the site, as are Microsoft® PowerPoint® 
slides for instructors.

My sincere hope is that students will fi nd this text 
interesting and informative, and that instructors will 
fi nd it an easy one from which to teach. The intent 
is to provide a sound foundation on which to build 
professional expertise and commitment.
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P A R T  O N E

THE PROFESSION 
OF SOCIAL WORK

CHAPTER  1  Introduction to Social Work and Social Welfare

CHAPTER  2  Social Work Values and Ethics

CHAPTER  3  Empowerment and Human Diversity

What is social work? How does it differ from sociology, psychology, or other types 
of counseling? What types of people choose it as a career? This book answers these 
and many other questions you might have about what social workers do, what rules 
and policies they must follow, and whom they serve.

This book has four parts:

 1. The Profession of Social Work
 2. Social Work Practice
 3. Social Welfare Policy
 4. Client Populations and Contexts

Part 1 contains three chapters that emphasize key aspects of  social work and 
provide a general introduction to the fi eld. Chapter 1 defi nes social work and social 
welfare and discusses various theoretical perspectives you can use to think about 
how to help people. It introduces you to the concept of  critical thinking, which 
will be emphasized throughout the book. It also describes the content areas in the 
 social work curriculum.

Chapter 2 focuses on social work values and ethics. It summarizes social work’s 
ethical principles and practitioners’ ethical responsibilities to clients. It also challenges 
you to examine your own personal values and how they relate to social work values. 
Finally, it examines a range of ethical dilemmas potentially facing social workers.

Chapter 3 explores human diversity and the ways in which people might be empow-
ered to enhance their well-being and reach their full potential. It stresses social work’s 
quest for social and economic justice, especially for populations-at-risk of deprivation 
and oppression. Populations-at-risk include groups characterized by diverse aspects of 
race, ethnicity, color, culture, class, immigration status, political ideology, gender, gen-
der identity and expression, sexual orientation, age, disability, and religion.

I hope you will enjoy this book and gain a much better understanding of  social 
work and social welfare. Let’s begin.
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C H A P T E R  1
Introduction to Social Work 
and Social Welfare

Case A: The couple is ecstatic. In their early 30s, they have been struggling with 
infertility for almost a decade and have been languishing on a waiting list to 
adopt a baby for almost five years. The moment has finally almost come: They 
will soon meet their new baby, Juliette. Alani, their social worker in the adoptions 
unit at a family services agency, is assisting them in completing the paperwork 
and helping them launch their new family life.

Case B: Cassius, a social worker at a community mental health center, is about to 
start the weekly support group session. His seven clients all are dealing with 
spouses who have Lou Gehrig’s disease, which is characterized by deterioration of 
neurons in the brainstem and spinal cord. It involves loss of muscle function, paraly-
sis, and fi nally death. The purpose of the group is to provide mutual emotional sup-
port and share information about coping with the disease. Cassius  facilitates the 
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4  The Profession of Social Work

group to keep things moving along and, when necessary, gives information about 
the disease. He notices that Erica, one of his clients, seems to be struggling to hold 
back a fl ood of tears. He knows that her husband, Tom, is deteriorating rapidly, so 
she must have had a rough week. This may be a diffi cult session.

Case C: Lolita is exhilarated. Several hundred people have shown up for and are 
eagerly participating in this “Take Back the Night” march against sexual assault. Lol-
ita, a social worker at a rape crisis center, was one of the primary organizers of the 
event. The march’s intent is to raise people’s consciousness about this serious issue, 
promote education about sexual assault, and increase funding for crisis centers.

These vignettes portray brief moments in the actual lives of social workers. Some 
moments may be tremendously difficult, and others enormously satisfying.

When you think of social work, what comes to mind? Helping people? Being 
on welfare? Facing bureaucratic red tape? Solving problems? Saving children? 
What do social workers actually do?

I once visited a quaint little crafts shop in Bar Harbor, Maine. It had little shadow 
boxes, about fi ve inches square, fi lled with tacks. On these tacks, someone had 
painted little symbols to refl ect the tools, tasks, and people involved in various pro-
fessions. For example, one shadow box refl ecting dentistry had tacks painted with 
tiny teeth, big toothy smiles, and toothbrushes (which is probably no surprise). I man-
aged to fi nd a box for social work. What do you think was painted on those tacks?

There were tiny images of the following: a Kleenex® box, a pencil, a compact 
car, a smiling face, a watch, and a heart. What do you think each of these are 
supposed to mean?

Here are some ideas. The Kleenex box refl ects how social workers help peo-
ple deal with tough, and frequently very sad, issues. Sometimes clients are hurting 
badly, and sometimes they cry. The pencil signifi es record keeping and paperwork, 
a mainstay of what social workers do. It probably should have been a computer, but 
the artist most likely couldn’t fi t one on that little tack. The compact car symbolizes 
travel because social workers often must visit clients’ homes and other agencies. The 
smiling face signifi es how social workers aim to help people solve their problems, 
to seek social justice on their behalf, and to make their lives a little bit better. (Social 
justice involves the concept that all citizens should be treated equally and have equal 
access to resources.) The watch refl ects scheduling—there’s always a lot to do and 
limited time in which to do it. Finally, the heart symbolizes caring about the welfare 
of others: That’s the core of what the social work profession is all about.

Learning Objectives
A Defi ne social work and social welfare.
B Explain critical thinking and provide a framework for examining a 

wide range of concepts and issues.
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C Discuss residual, institutional, and developmental perspectives on 
social welfare.

D Explain the conservative–liberal continuum with respect to viewing 
the social welfare system.

E Examine your personal attitudes about some social welfare issues.
F Explain social work’s fi elds of practice.
G Explore the process of choosing a career.
H Address how social work builds on other disciplines.
I Discuss the uniqueness of social work.
J Identify some basic concepts in systems theories and the ecological 

perspective that are important for understanding social work.
K Describe social work education’s goals, curriculum, and 

competencies.

social work practice is referred to as generalist prac-
tice, described more thoroughly in Chapter 4.

Five themes permeate social work practice in vir-
tually any setting (e.g., child welfare agencies, nurs-
ing homes, schools, or corrections facilities). First, 
social work concerns helping individuals, groups, 
or communities. Social workers provide counseling 
when necessary to help clients address problems. In 
addition to counseling an individual or family, much 
social work involves collaborating with organizations 
and communities to improve social and health ser-
vices. Second, social work entails a solid foundation 
of values and principles that guide what practitioners 
should and should not do. Third, a fi rm basis of tech-
niques and skills provides directions for how social 
workers should provide treatment and accomplish 
goals. Fourth, social workers help people get the ser-
vices they need by linking them to available resources. 
If  the right resources are not available, social work-
ers may advocate for service development on their 
clients’ behalf. Fifth, social workers participate in leg-
islative processes to promote positive social change. 
Such participation might include urging lawmakers to 
pass laws that improve social services and conditions. 
Social workers can also serve as expert witnesses to 
educate legislators about social issues and client needs, 
write or phone legislators to share socially responsible 
opinions, and run for elected offi ce themselves.

What Is Social Work?
The National Association of  Social Work (NASW) 
defines social work as follows:

Social work is the professional activity of  help-
ing individuals, groups, or communities enhance 
or restore their capacity for social functioning and 
creating societal conditions favorable to this goal. 
Social work practice consists of  the professional 
application of social work values, principles, and 
techniques to one or more of the following ends:

● Helping people obtain tangible services (e.g., 
those involving provision of  food, housing, or 
income).

● Providing counseling and psychotherapy with 
individuals, families, and groups.

● Helping communities or groups provide or 
improve social and health services.

● Participating in relevant legislative processes. 
(NASW, 1973, pp. 4–5)

What does this really mean? Imagine the vast 
range of human problems and issues. Because social 
workers can be in positions to help people deal with 
almost anything, it is diffi cult to defi ne the fi eld ade-
quately in a few words. Highlighted here are some 
of  the important concepts inherent in the defi nition 
just cited. Because of  its breadth, the foundation of 
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fields or settings discussed in this book, includ-
ing health, mental health, and fi nancial assistance, 
among many others. Populations served include 
older adults, children and families, people with dis-
abilities, and people involved with the legal system.

Note that social work is not the only field con-
cerned with people’s social welfare. Others include 
those providing health, educational, recreational, 
and public safety services. Physicians, nurses, other 
health care personnel, teachers, park recreational 
counselors, police, fi refi ghters, and many others work 
to enhance people’s well-being and quality of life.

Social welfare can be quite controversial on two 
counts. One involves individuals’ responsibility to 
take care of  themselves independently of  govern-
ment, which reflects the old saying “You get what 
you deserve.” The other concerns society’s responsi-
bility to take care of all its members, especially those 
belonging to oppressed groups. There is constant 
political debate about what social services should 
and should not provide, and about who should 
receive them and who should not.

The following section explores various perspec-
tives that structure how you might think about social 
welfare. Each addresses the following questions: 
What should be the most important focus and goals 
of social welfare? Who should assume responsibility 
for people’s social welfare?

Residual, Institutional, and Developmental 
Perspectives on Social Welfare
We can look at social welfare and the ways its programs 
are developed from three different perspectives—
residual, institutional, and developmental (Dobel-
stein, 2003; Gilbert & Terrell, 2005; Herrick, 2008; 
Segal, 2007; Wilensky & Lebeaux, 1965). The residual 
perspective conceives of social welfare as focusing on 
problems and gaps. Social welfare benefits and ser-
vices should be supplied only when people fail to pro-
vide adequately for themselves and problems arise. 
The implication is that it’s people’s own fault if  they 
require outside help. Society, then, must aid them until 
they can once again assume responsibility for meet-
ing their own needs. Blaming women and children 
for being “on welfare,” for example, reflects a residual 
view. The focus is on their supposed failures and faults; 
they are viewed in a demeaning and critical manner.

The institutional perspective of  social welfare, in 
contrast, views people’s needs as a normal part of life. 
Society has a responsibility to support its members 

NASW reports how Representative Bob Etheridge 
(D–N.C.) paid homage to social workers during 
Social Work Month (March 2001). He shared with 
the speaker of the U.S. House of Representatives the 
following remarks:

Social workers affect our lives in so many ways. . . . 
Their work touches all of us as individuals and as 
whole communities. They are educated, highly 
trained, and committed professionals. They work in 
family service and community mental health agen-
cies, schools, hospitals, nursing homes, and many 
other private and public agencies. They listen, they 
care. And most importantly, they help those in need. 
(Vallianatos, 2001, May, p. 1)

What Is Social Welfare?
What does the term social welfare mean? And exactly 
whose welfare are we talking about? Answers to 
these questions require critical thinking because, as 
a citizen and voter, your opinions are vital. You have 
the opportunity to help determine and shape how 
you and others are treated, how your own and their 
welfare is respected and nurtured.

A central theme of  this book is encouraging you 
to think critically about problems, issues, and poli-
cies affecting people’s lives and welfare. Highlight 1.1 
defi nes critical thinking and provides a basic frame-
work for analysis.

Social welfare is “a nation’s system of  programs, 
benefits, and services that help people meet those 
social, economic, educational, and health needs 
that are fundamental to the maintenance of  soci-
ety” (Barker, 2003, p. 408). Social welfare, then, is a 
broad concept related to the general well-being of all 
people in a society. Inherent in the defi nition are two 
basic dimensions: (1) what people get from society 
(in terms of  programs, benefits, and services) and 
(2) how well their needs (including social, economic, 
educational, and health) are being met.

Reid (1995) describes social welfare as “an idea, 
that idea being one of a decent society that provides 
opportunities for work and human meaning, pro-
vides reasonable security from want and assault, 
promotes fairness and evaluation based on individ-
ual merit, and is economically productive and stable” 
(p. 2206).

How are social welfare and social work related? 
Simply put, social work serves to improve people’s 
social and economic welfare. It does so in the many 
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HIGHLIGHT 1.1 

What Is Critical Th inking?

Critical thinking is (1) the careful scrutiny of  what is 
stated as true or what appears to be true and the result-
ing expression of  an opinion or conclusion based on 
that scrutiny, and (2) the creative formulation of  an 
opinion or conclusion when presented with a question, 
problem, or issue. Critical thinking concentrates on 
“the process of  reasoning” (Gibbs & Gambrill, 1999, 
p. 3). It stresses how individuals think about the truth 
inherent in a statement or how they analyze an issue to 
formulate their own conclusions. As Gibbs and Gam-
brill (1999) so aptly state, “Critical thinkers question 
what others take for granted” (p. 13).

Two dimensions in the definition of critical thinking 
are significant. First, critical thinking focuses on the ques-
tioning of beliefs, statements, assumptions, lines of rea-
soning, actions, and experiences. Suppose you read a 
“fact” in a book or hear about it from a friend or an in-
structor. Critical thinking focuses on not taking this “fact” 
at face value. Rather, it entails the following “Triple-A” 
approach to examining and evaluating its validity:

1. Ask questions.
2. Assess the established facts and issues involved.
3. Assert a concluding opinion.

For example, a friend and fellow student might tell 
you, “It’s impossible to get financial aid at our school.” 
To what extent is this statement really true? To find out, 
you first ask questions about what the statement is 
 really saying. What does “impossible” mean? Some 
people must be eligible for financial aid. What are the 
criteria for receiving aid? What experiences has your 
friend had to come to such a conclusion?

Second, you assess the established facts and issues 
involved by seeking relevant information. What does 
the financial aid policy state? To what extent does eligi-
bility depend on students’ and their parents’ earnings? 
To what extent is grade point average or full-time stu-
dent status involved? How many students are actually 
receiving aid at any time? What percentage of  the stu-
dent population does this number reflect?

Third, you assert a concluding opinion. To what 
extent do you agree with your friend’s statement? If  
you find out that only two people on your campus are 
receiving aid, you might agree that such aid is almost 
impossible to get. However, if  you find out that about 

a third of  the student population is receiving aid, you 
might heartily conclude that your friend’s statement is 
false.

Critical thinking can be applied to virtually any 
belief, statement, assumption, line of reasoning, action, 
or experience claimed as true. Consider the following 
statements of proposed “facts”:

● Rich people are selfish.
● Taxes are unfair.
● A crocodile cannot stick its tongue out.
● Most lipstick contains fish scales.
● It is physically impossible for a person to lick his or 

her elbow.
● Over 75% of  people who read this will try to lick 

their elbow.

These statements may seem silly (although some 
may also be true), but the point is that critical thinking 
can be applied to an infinite array of  thoughts and 
ideas. For each of  the statements, (1) what questions 
would you ask, (2) how would you assess the established 
facts and issues involved, and (3) what concluding opin-
ion would you finally assert?

The second facet of the definition of critical thinking 
is the creative formulation of an opinion or conclusion 
when presented with a question, problem, or issue. 
Instead of being told a proposed “fact” to be scrutinized 
for its validity, you are asked your opinion about an issue, 
assumption, or action. Examples include the following:

● Should prisoners who commit violent crimes be 
ineligible for parole? (In other words, should they be 
required to serve their full sentences?)

● Should all interstate highways have toll booths to 
finance them and their repairs, so that only the people 
who use them pay for them (instead of general tax rev-
enues paying for highway construction and repair)?

● What is the best way to eliminate poverty in this 
nation?

Consider answering the last question, which could 
be posed as a term paper or exam topic in one of  your 
courses. First, what questions about it would you ask? 
What are the reasons for poverty in a rich industrialized 
country? What social welfare programs are currently 
available to address poverty? What innovative ideas for 

(continued)
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is an example of a residually oriented program. Fami-
lies in need receive temporary, limited fi nancial assis-
tance until they can get back on their feet.

The newest view on social welfare is the develop-
mental perspective. This approach “seeks to identify 
social interventions that have a positive impact on 
economic development” (Midgley & Livermore, 1997, 
p. 574). It originated after World War II in Third 
World countries seeking to design social welfare 
programs that would also enhance their economic 
development. This perspective gained impetus in the 
United States in the 1970s because “it justifi es social 
programs in terms of  economic efficiency criteria” 
(Lowe, 1995; Midgley & Livermore, 1997, p. 575).

and provide needed benefi ts and services. It’s not peo-
ple’s fault that they require such services, but rather it is 
an expected part of the human condition. People have 
a right to receive benefi ts and services on an ongoing 
basis. In many ways, this is a more humane and sup-
portive approach to helping people. Public education 
available to all is an example of an institutional form 
of social welfare; similarly, fi re and police protection 
are available to all (McInnis-Dittrich, 1994).

Prior to the Great Depression in the 1930s, the resid-
ual approach to social welfare dominated. Since then, 
however, both approaches have been apparent, depend-
ing on the program at issue. Temporary Assistance to 
Needy Families (TANF), described in a later chapter, 

HIGHLIGHT 1.1 (continued)

programs might be tried? Where might funding for such 
programs be found? How much money would it take to 
eliminate poverty, and who would pay for this?

Second, what facts and issues would you seek to 
address and assess? You probably would first try to 
define poverty—what income level or lack of  income 
makes a person or family “poor”? You then might 
research statistics, costs, and studies concerning the 
effectiveness of  various programs intending to reduce 
poverty. You might also investigate innovative ideas. Per-
haps there are proposals for programs that look promis-
ing. You might explore what various programs cost and 
how they are funded. Note that these suggestions only 
scratch the surface of how you might examine the issue.

Third, what opinion or conclusion would you  assert? 
To what extent do you think it is possible to eliminate 
poverty? What kinds of resources and programs do you 
think it would take? What do you feel citizens and their 
government should do about poverty?

Gibbs and Gambrill (1999) stress that critical think-
ing enhances self-awareness and the ability to detect 
various modes of distorted thinking that can trick peo-
ple into assuming truth. Critical thinking can help you 
do the following:

1. Identify propaganda (“ideas, facts, or allegations 
spread deliberately to further one’s cause or to 
damage an opposing cause” [Mish, 1995, p. 935]). 
Propaganda may be true or untrue. It often 
sensationalizes a point of  view by blowing it out 
of  proportion. For example, a law firm with the 
slogan “Our Way Is the Only and Best Way” 
emphasizes its own prowess while demeaning the 
effectiveness of  other firms. Critical thinking 

would prompt you to assess upon what basis this 
law firm is making its claim of superiority.

2. Distinguish intentionally deceptive claims. For 
instance, an advertiser might boast, “This 
miracle drug has been scientifically proven to 
make you lose a pound a day—without exercising 
or changing your eating habits!” when, in 
actuality, little or no meticulous research has 
been done. Critical thinking would lead you to 
question how the drug has been scientifically 
proven to be effective.

3. Focus on and choose words carefully. Critical 
thinking helps you focus your attention on the 
meaning of each word used to convey an idea or 
concept. For example, consider the statement 
“Schools produce a bunch of  real losers these 
days.” What does each word really mean or 
imply? Which schools produce “losers”? What is 
a “loser”? What does “a bunch” mean? To what 
are “these days” compared?

4. Be wary of  emotional ploys and appeals. They 
play on your emotions and urge you to concur 
with their intent by using as little logical thinking 
as possible. For instance, a sales representative 
on a televised marketing program might urge you 
to “buy this genuine fake leather jacket now and 
we’ll send a pair of  matching gloves—and a pair 
of  matching boots. This is the only time you’ll 
get this additional value. Aren’t they lovely? But 
you have to act now—we have only two jackets 
left!” The intent here is to pressure you to make a 
decision quickly based on desire rather than on 
logical thinking about what the jacket costs and 
how you will make the payments.
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The developmental perspective is relatively new 
and requires a more extensive grasp of social welfare 
issues and policies than can be described in an intro-
ductory book such as this. It involves both in-depth 
analysis of current social programs and the ability to 
creatively propose new ones. Therefore, it will not be 
a primary focus in this book.

What are your views about social welfare? Focus 
on Critical Thinking 1.1 poses some questions.

The Conservative–Liberal Continuum
Political ideology is the “relatively coherent system of 
ideas (beliefs, traditions, principles, and myths) about 
human nature, institutional arrangements, and social 
processes” that indicate how a government should be 
run and what principles that government should sup-
port (Abramovitz, 2007, p. 126). A person’s politi-
cal ideology will frame the way that person views the 
world. It affects what that person feels in valuable and 
what is not; it influences how an individual believes 
things should be and how they should not be.

Another way of  thinking about how people 
should be served by social welfare programs involves 
political ideology and the conservative–liberal 
 continuum (Dolgoff  & Feldstein, 2007; Jansson, 

Midgley and Livermore (1997) cite three major 
ways that economic development can occur in a 
developmental context. First, “investments in [ser-
vices to people such as] education, nutrition, and 
health care” can be evaluated so that people get the 
most for their money (p. 577). For example, invest-
ments in education may result in a more skilled labor 
force that, in turn, generates a stronger economy. 
Second, investment in physical facilities involving 
“the creation of  economic and social infrastruc-
ture, such as roads, bridges, irrigation and drinking 
water systems, clinics, [and] schools . . . provide[s] the 
economic and social bases on which development 
efforts depend” (pp. 577–578). Workers must have a 
transportation system to get to work and a building 
in which to work to get anything done. Therefore, 
resources expended on developing such things are 
economically productive. Third, developing “pro-
grams that help needy people engage in productive 
employment and self-employment” is more economi-
cally viable than giving people public assistance pay-
ments over years and even decades (p. 578). It is an 
effi cient economic investment to educate and train 
people in need so that they can get jobs and eventu-
ally support themselves.

FOCUS ON CRITICAL THINKING 1.1

What Are Your Views About Social Welfare?

We have established that a consistent theme in social 
work is the importance of  thinking critically and for-
mulating opinions about what is right and wrong. A 
key question here concerns your own views about social 
welfare. What ensuing questions might you ask? What 
facts would you need to seek out and assess? What 
opinions and conclusions would you finally assert?

A related question concerns the extent to which your 
opinions reflect residual or institutional views about 
social welfare programs, benefits, and services. What 
are your opinions about the following concerns posed? 
(The issues are more complicated than you might 
think.) Does your thinking lean more toward a residual 
or institutional perspective?

● Should single mothers of young children be  required 
to work, or should they be entitled to public assis-
tance while they care for their children at home?

● Should public housing be routinely provided to 
homeless people at public expense?

● Should national health insurance automatically be 
provided to all Americans, or should they be expected 
to obtain health insurance through employment or 
by purchasing it themselves?

● Should homeless people who have mental illnesses 
be institutionalized, or should they be allowed to 
roam at will in the community?

● Should children in families suspected of child abuse 
be placed elsewhere, or should treatment focus on 
strengthening the family so that children remain in 
their own homes?



10  The Profession of Social Work

things done (Chapin, 2007; Gilbert & Terrell, 2005). 
They are always looking for different approaches to 
improve policies and provide services.

Second, liberals have a much more positive per-
spective on human nature (Abramovitz, 2008).  They 
view people as rational beings fully capable of  mak-
ing their own choices and decisions about what is 
right and wrong.  Each individual deserves the right 
to compete and be provided with equal opportuni-
ties to blossom and prosper.   

Third, liberals view government as the best entity 
to provide a structure and an environment where 
adequate services and opportunities can be made 
available (Abramovitz, 2008).  Therefore, it is gov-
ernment’s responsibility to make certain that citizens’ 
needs are met, public participation is maximized, and 
people’s equal rights are preserved.  Liberals believe 
that it’s the government’s job to protect people from 
such impediments as racism, sexism, various other 
forms of discrimination, and poverty.

Radicalism
A more extreme approach is radicalism, the philoso-
phy that the social and political system as it stands 
is not structurally capable of  truly providing social 

2008; McInnis-Dittrich, 1994). In some ways, this 
continuum refl ects concepts similar to those of  the 
residual and institutional perspectives of  social wel-
fare program development. However, the continuum 
focuses more on values related to social responsibil-
ity for human welfare.

Conservatism
Conservatism is the philosophy that individuals 
are responsible for themselves, government should 
provide minimal interference in people’s lives, and 
change is generally unnecessary.

At least three concepts tend to characterize conser-
vatives. First, conservatives usually oppose change and 
thrive on tradition (Chapin, 2007; Gilbert & Terrell, 
2005). They generally feel that change results in more 
trouble than it’s worth, so it’s best to leave things the way 
they are. In other words, if it ain’t broke, don’t fi x it.

Second, conservatives generally assume a negative 
view of  human nature, stressing that it is sinful and 
prone to corruption (Abramovitz, 2008). If  people 
can get “welfare,” they’ll take it, and society is fool-
ish for giving it to them. Conservatives also feel that 
society has the responsibility of  regulating people’s 
behavior so that it’s in compliance with the laws of 
God and a patriarchal society (Abramovitz, 2008). 
Areas requiring strict regulation include maintain-
ing bans on gay marriage and abortion, in addition 
to the provision of  strict consequences for deviant 
behavior such as illegal drug use and other crimes.

Third, conservatives usually conceive of people as 
perfectly capable of taking care of themselves (Abra-
movitz, 2008). This implies that if  people would work 
hard and take responsibility for their actions, they 
wouldn’t need any help. People “on welfare” don’t 
deserve such resources, but rather should make their 
own way. People have only themselves to blame if  
they don’t succeed. Government should provide min-
imal interference in people’s lives and assistance only 
when it’s absolutely necessary to help the very needy.

Liberalism
Liberalism is the philosophy that government should 
be involved in the social, political, and economic 
structure so that all people’s rights and privileges are 
protected in the name of social justice.

At least three concepts tend to characterize lib-
erals, more or less refl ecting the opposite of  a con-
servative perspective.  First, liberals like change 
and tend to think there’s always a better way to get 
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Poverty is a social welfare issue. Depending on their political 
orientation, people view the causes of poverty and the potential 
solutions very differently.
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justice. Rather, drastic, fundamental changes are 
necessary in the basic social and political structure 
to achieve truly fair and equal treatment.

According to a radical philosophy, for exam-
ple, poverty, defined as “the result of  exploitation 
by the ruling or dominant class,” exists for at least 
two reasons (Karger & Stoesz, 2002, pp. 115–116). 
First, having a multitude of  poor people as work-
ers enables higher classes to keep wages low because 
of  the numerous replacement workers. If  low-paid 
workers complain, they can simply be fired, with 
someone else eagerly waiting to take their place to 
avoid poverty. The working class thus serves to labor 
for the wealthy and keep them rich. Second, keeping 
a class of  people in poverty enhances the “prestige” 
and status of  the middle and upper classes. To rem-
edy this state of  affairs, an entirely new social struc-
ture would have to be developed.

A radical perspective requires the ability to pro-
pose a new social structure. It is far beyond the scope 
of  this book to discuss how to plan new policies 
and promote broad social change. Therefore, from 
here on, when the term radical is used, it will be in 
the context of  soliciting any very general ideas you 
might have about changing social welfare service 
provision.

How Do You Fare on the Conservative–Liberal 
Continuum?
Return to the preceding box and review the answers 
you gave to those questions. Do they lean toward a 
liberal or conservative point of view? Focus on Criti-
cal Thinking 1.2 contains a series of statements geared 
to assessing further your liberal or conservative views.

Note that this discussion of conservatism and lib-
eralism is overly simplifi ed. Many people, and perhaps 
most, have a complex mixture of views depending on 
their perceptions and personal experiences. (That last 
sentence probably refl ects a liberal perspective.)

Social Work and Social 
Welfare History
Social work has been a developing field since the late 
19th century. The profession is intimately intertwined 
with historical events and trends in social welfare. 
Social work emphasizes the importance of the social 
environment as it affects the quality of people’s lives. 
Therefore, the way people are treated by laws that 

govern them and services and resources provided 
them is an integral part of the social work perspective.

Chapter 6 reviews the history of  social welfare 
beginning in European medieval times, continu-
ing throughout U.S. history, and culminating with 
today’s programs and services. It elaborates on the 
effects of  history on the social work profession’s 
development. The chapter is placed immediately 
before Chapter 7 (which addresses policy, policy 
analysis, and policy advocacy) because today’s pro-
grams, all based on current social welfare policies, 
are products of  historical events concerning social 
welfare. Chapter 8 then discusses the policies and 
programs developed to combat poverty.

Fields of Practice in Social Work
The remainder of  the book focuses on fields of 
practice in social work. These are the various prac-
tice contexts that address certain types of  popula-
tions and needs and require a special knowledge 
and skill base for effective work. Each field of  prac-
tice involves a labyrinth of  typical human problems 
and the services attempting to address them. Cur-
rent fields of  practice include children and families, 
aging, disabilities, health, mental health, substance 
abuse, schools, and corrections. Other contexts for 
practice are occupational social work (focusing on 
work in employee assistance programs or directed 
toward organizational change), rural social work 
(addressing the unique problems of  people living in 
rural areas), police social work (emphasizing work 
within police, courthouse, and jail settings to provide 
services to crime victims), and forensic social work 
(dealing with the law, educating lawyers, and serving 
as expert witnesses) (Barker, 2003).

Social workers require information about people 
who need help in each of these areas. They also must 
be knowledgeable about the services available to 
meet needs and the major issues related to each area. 
A social worker may be called upon to work with a 
problem that clearly falls within one fi eld of practice 
or a problem that involves several of these fi elds.

For example, the Wullbinkle family comes to a 
social worker’s attention when a neighbor reports 
that Rocky, their 5-year-old son, is frequently seen 
with odd-looking bruises on his arms and legs. The 
neighbor suspects child abuse. Upon investigation, 
the social worker fi nds that the parents are indeed 
abusive. They often grab the child violently by a 
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FOCUS ON CRITICAL THINKING 1.2

Where Do You Stand on the Conservative–Liberal 
Continuum?

Rate how much you agree with statements 1–6 by assign-
ing a number for each. The scale is as follows:

Strongly
agree

Somewhat
agree

Somewhat
disagree

Strongly 
disagree 

1 2 3 4

 1. I don’t like change very much.
 2. The old tried-and-true way of  getting things 

done is usually the best way.
 3. People will do whatever they can to get things 

for themselves.
 4. If  they’re sure they can get away with it, stu-

dents will inevitably cheat on exams.
 5. People should be independent, take care of 

themselves, and not rely on the charity of 
others.

 6. People who commit crimes should be punished 
with severity to match the severity of their crimes.

Now rate how much you agree with statements 7–12 by 
assigning a number for each. The scale is as follows:

Strongly
agree

Somewhat
agree

Somewhat
disagree

Strongly 
disagree 

4 3 2 1

 7. I like to see and do new things because it makes 
life more interesting.

 8. Trying some new way to get things done often 
results in a better, more effective approach.

 9. People are generally good at heart.
 10. It’s often the bad things that happen to people 

that make them “go wrong.”

 11. With a little help and support, people who are 
less privileged than the rest can usually pull 
themselves together and do pretty well.

 12. It’s better to try to rehabilitate people who com-
mit crimes than to throw them in jail.

Now add up your total score for all 12 items and divide 
by 12. A score of 1 means that you probably are quite 
conservative, a 2 that you’re somewhat conservative, a 3 
that you’re somewhat liberal, and a 4 that you’re quite 
liberal.

This little exercise in no way defines your political 
orientation or labels you as a conservative or liberal for 
life. Its intent is to give you some food for thought 
about your own values.

Social work values tend to be more liberal than con-
servative, as is demonstrated by the NASW Code of 
Ethics and NASW’s usual support of Democratic polit-
ical candidates, who traditionally are more liberal than 
Republicans.

However, people’s values and belief  systems often 
are much more complex than that. For example, you 
may be conservative in that you don’t want to pay a 
high percentage of  taxes for social welfare programs. 
But you may also be liberal in that you believe in a 
woman’s right to choice when it comes to having an 
abortion. Or you might feel just the opposite.

Social workers must continuously examine their per-
sonal values, on the one hand, and respect the values of 
their clients, on the other. They must constantly strive 
not to impose personal values on clients. It’s a difficult 
but interesting task.

limb and throw him against the wall. This problem 
initially falls under the umbrella of  family and chil-
dren’s services.

However, the social worker also finds a num-
ber of  other problems operating within the family. 
The mother, Natasia, is seriously depressed and fre-
quently suicidal, so she needs mental health services. 
And the father, Boris, is struggling with a drink-
ing problem that is beginning to affect his perfor-
mance at work. A program is available at his place of 
employment, where an occupational social worker 

helps employees deal with such problems. Thus occu-
pational social work may also be involved.

In addition, the maternal grandmother, Emma, 
is living with the Wullbinkle family. Emma’s physi-
cal health is failing. Although her daughter dreads 
the idea of  nursing home placement, the issue must 
be addressed. Emma, who is also overweight, fi nds 
it increasingly difficult to move around by herself. 
She is demanding more and more physical help and 
support from Natasia. Natasia, who has back prob-
lems, is fi nding it increasingly burdensome to help 
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experience or strong connections to the community, 
who perform clerical and scheduling tasks. Aides 
may or may not have an associate’s degree.

Master’s Social Workers (MSWs)
Master’s social workers (MSWs) receive more spe-
cialized training built on the same foundation as the 
BSW curriculum and integrated with field intern-
ships. Most master’s programs require two years 
of  study. However, many give advanced standing to 
BSWs (as opposed to people entering the program 
with non–social work undergraduate majors) where 
up to one year of  study is waived because they’ve 
already completed the foundation curriculum.

Both BSWs and MSWs can fi nd employment in a 
wide range of settings. However, there are some dif-
ferences in the types of jobs for which each is quali-
fied. MSWs are considered more specialized than 
BSWs. The implication is that MSWs are competent 
to address more difficult problems than BSWs and 
have the potential to assume greater responsibility. In 
reality, this distinction is not always so clear-cut. Per-
formance expectations and job availability vary signifi -
cantly depending on the area of the country and state.

The realm of psychotherapy is generally limited to 
MSWs instead of  BSWs. Psychotherapy, sometimes 
referred to simply as therapy, is a skilled treatment 
process whereby a therapist works with an individual, 
couple, family, or group to address a mental disorder 
or alleviate other problems the client(s) may be having 
in the social environment. Another difference between 
MSWs and BSWs is that higher-level supervisory and 
administrative positions in any fi eld of practice often 
require an MSW or other master’s-level degree. Such 
positions usually offer higher salaries. MSWs gener-
ally earn significantly more than BSWs, although 
years of experience enhance salaries for both groups.

Licensure or certifi cation of  some level of  social 
work practice exists in all 50 states. Chapter 5 dis-
cusses this more thoroughly.

Doctorates in Social Work
A small percentage of  social workers hold doctor-
ate degrees, either a Ph.D. (Doctor of Philosophy) or 
DSW (Doctor of Social Work). Either degree quali-
fies the holder to teach at the college level or conduct 
research. (Note that some social workers without 
a doctorate but with an MSW get jobs teaching 
at community colleges, in universities as part-time 

her mother. Finally, Vernite, Boris and Natasia’s 
12-year-old daughter, is falling behind in school, and 
truancy is becoming a problem. This last issue falls 
under the school’s umbrella.

Most of  the problems that social workers face 
are complex. They may involve a variety of  practice 
fi elds all at one time. To understand clients’ needs, 
social workers must know something about a wide 
range of problems and services.

The Continuum of Social 
Work Careers
There are various ways to look at advancement 
through a social work career. Some workers progress 
through a series of  levels, while others remain at an 
earlier point of entry. Degrees in social work include 
the baccalaureate, master’s, and doctorate.

Baccalaureate Social Workers (BSWs)
Baccalaureate social workers (BSWs) complete an 
accredited course of  study, with required content 
described later in the chapter, to prepare for entry-
level social work. They are also required to complete 
at least 400 hours of field experience supervised by a 
social work practitioner. Job settings involve many 
fields of  practice and include child welfare agen-
cies (e.g., those involving protective services, foster 
care, or adoption), residential treatment centers (e.g., 
serving adolescents with behavioral or emotional 
problems), services for people with various dis-
abilities (including cognitive), settings serving older 
adults, correctional institutions, public welfare agen-
cies, schools, health centers and hospitals, substance 
abuse treatment centers, shelters for the homeless, 
shelters for domestic violence survivors, and family 
planning organizations.

At the preprofessional or paraprofessional level 
involving people who assist social workers in their 
practice are social service technicians and social ser-
vice aides (Hopps & Lowe, 2008). Social service tech-
nicians typically hold an associate’s degree (e.g., in 
human services) or a baccalaureate degree in a non–
social work discipline and serve as a paraprofessional 
(a person trained to assist the social worker under the 
social worker’s supervision in designated tasks such 
as conducting basic interviews, making referrals, and 
completing paperwork). Social service aides are peo-
ple with a high school degree, often with relevant life 
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This section has reviewed the continuum of social 
work careers according to the college and university 
degrees attained. Focus on Critical Thinking 1.3 sug-
gests how you might start thinking about the career 
that’s right for you in whatever fi eld you choose.

instructors, or, sometimes, in non-tenure-track faculty 
positions.) Some Ph.D.s or DSWs assume administra-
tive positions or enter private practice in psychotherapy. 
These degrees involve advanced and specialized study, 
a focus on research, and completion of a dissertation.

FOCUS ON CRITICAL THINKING 1.3

Th inking About Your Career

As a student, you may have some career goals clearly in 
mind. Or you may still be wondering what the best 
career path is. The following is a discussion of how you 
might think about determining a career course. You 
might be a student of  traditional age or an older stu-
dent returning to school. Note that not all career ideas 
and possibilities are mentioned because they are count-
less. Although this career consideration process is ori-
ented toward social work, the purpose here is to 
stimulate your thinking, not to tell you what to do. 
Each person must decide for herself  or himself  how to 
spend time and life.

1. General orientation toward the future 
(conducting a self-assessment)
What values are important to you? Achieving personal 
satisfaction? Becoming famous? Earning money? Being 
respected? Building a family life? Finding security? 
Having adventures? Leading others? Finding excite-
ment? Developing personal relationships? Having fun? 
Being loved? Helping others? Getting ahead? Being 
successful? Being happy? Being popular? Fitting into a 
work environment? Feeling important? Having free 
time? Traveling? Having a good reputation?

What work have you done or thought about doing 
in life?

What dimensions of work appeal to you most? Lik-
ing the people you work with? Communicating with 
others? Working alone? Working with others? Giving 
attention to detail? Solving problems creatively? Using 
specific skills? Being successful? Having flexibility? 
Having structured work expectations? Maintaining pre-
dictability? Helping others? Having opportunities to 
get ahead? Being productive? Making lots of  money? 
Being a leader? Fitting in? Being challenged?

What jobs or careers come to mind? Which, if  any, 
have you given any thought to?

Your answers may be vague or specific at this point, 
depending on where you are in your decision-making 

process. You may know more about what jobs you don’t 
want (e.g., fast-food restaurant worker, waitress/waiter, 
pizza delivery person, factory worker, or cashier) 
because of  prior experience in minimum-wage or close 
to minimum-wage jobs that you know you don’t want 
to do for the rest of your working life.

Why are you taking the course that requires this 
book? Is it to fulfill some general education requirement? 
Is it because you’re mildly interested in the topic? Or is it 
because you think this might be the major for you?

2. People-oriented versus non-people-oriented 
careers (exploring your options)
What types of things tend to interest you?

Do you enjoy being with others? Or do you prefer 
being by yourself ?

Are you interested in human relationships, issues 
such as mental health, health, and women’s concerns, 
and problems such as substance abuse, child maltreat-
ment, and crime?

Do people tend to come to you to talk about their 
problems? Do you enjoy “helping” people?

If  you say yes to these questions, then you might 
consider occupations that deal with people and con-
tinue the career consideration process addressed here. 
Non-people-oriented career courses might include 
those such as engineering, accounting, biology, chemis-
try, or computer science. Of  course, it’s not that you 
don’t have to work with people in those jobs. Relating 
to and communicating with others in the work environ-
ment is always important. However, in non-people-
oriented careers, the focus and goal are accomplishing 
specific tasks using specific skills, not interpersonal 
interaction and problem solving.

3. Ways of working with people
In what capacities do you think you’d like to work with 
people? Are you more interested in physical, business, 
legal, educational, spiritual, or psychosocial aspects?

(continued)
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FOCUS ON CRITICAL THINKING 1.3 (continued)

Examples of  hands-on work with people include 
being a medical doctor, nursing, occupational therapy 
(treatment that uses creative activity to improve psy-
chological or physical rehabilitation), and physical 
therapy (“the treatment or management of physical dis-
ability, malfunction, or pain by physical techniques 
such as exercise, massage, hydrotherapy, etc.” [Nichols, 
1999, p. 996]). These fields also have varying require-
ments in science, so you probably should have some 
interest in this area.

Many business careers also focus on developing 
relationships, but, of  course, with the ultimate goal of 
making a monetary profit instead of  helping people 
improve their life conditions. To what extent is your 
ultimate goal to earn large amounts of  money instead 
of  having impacts on the human condition? This is a 
significant issue. One family comes to mind in which 
almost all members have various types of  business 
degrees. They can’t understand why I might be inter-
ested in how to address human problems such as child 
maltreatment, sexual assault, or mental illness. They 
cringe when I talk about watching movies about such 
issues. They think of  these issues as someone else’s 
problem and focus their energies on their own families, 
finances, and lives. Social work would not be their pre-
ferred field. Each of us must follow our own calling.

Law or teaching provides other career options. Law, 
of course, requires a serious interest in the legal process 
and more years of  study beyond the bachelor’s degree. 
In my school we see many students deciding between 
social work and teaching. They must determine whether 
they’re more interested in helping children learn infor-
mation and skills, or in working with clients and their 
families to help them deal with psychological, behav-
ioral, and economic issues. Students more interested in 
pursuing a spiritual career such as rabbi, priest, or min-
ister might seek education preparing them for such reli-
gious callings. One person comes to mind who, after 
receiving his master’s degree in meteorology, decided 
that he really wanted to be a minister and attained a 
degree in divinity four years later.

If  you’re primarily interested in psychosocial aspects 
of  human functioning and improving the human con-
dition, continue reading the next section.

4. Selection of a major
To what extent do you understand the differences 
among fields addressing psychosocial issues such as 
social work, psychology, sociology, psychiatry, criminal 

justice, or counseling? How can you determine which 
field is for you?

If  you decide you want to work with people con-
cerning psychosocial issues, it’s best to talk with advis-
ers in the various majors available to you at your school. 
Think about what aspects of  a major appeal to you 
most. Find out what kind of  jobs its graduates tend to 
get. Explore what courses make up the curriculum, and 
determine the extent to which the major will give you 
the values, knowledge, and skills necessary for you to 
“hit the ground running” when you get your first job 
after graduating. Does it prepare you with skills such as 
interviewing, running groups and meetings, and work-
ing within organizations? Does the major provide a sig-
nificant field internship to help prepare you for work 
with clients? To what extent does each major you’re 
considering match your values, interests, and goals?

Understanding the primary focus of various majors 
can be confusing. Just a few alternatives will be men-
tioned here. Generally speaking, psychology emphasizes 
the study of behavior and cognitive processing (Barker, 
2003). Work is often associated with treatment of men-
tal disorders or testing people for intelligence or apti-
tude. A master’s or Ph.D. degree is required to provide 
psychotherapy. Sociology is the study of human society, 
how various groups interact with each other, and how 
social institutions structure the social environment in 
which we live. Social work uses a significant amount of 
the knowledge produced both by sociology and psy-
chology, and applies it to helping situations. Figure 1.1 
illustrates the broad range of  foundation knowledge 
contributing to social work practice. Psychiatry is the 
branch of medicine that specializes in the diagnosis and 
treatment of  mental disorders. Psychiatrists must have 
advanced training beyond a medical degree and assume 
responsibility for diagnosing mental illness and pre-
scribing psychotropic drugs. Criminal justice is the con-
figuration of  programs, policies, and agencies dealing 
with crime, incarceration, legal processes, and the reha-
bilitation of  criminal offenders. Social workers can 
assume a wide range of positions in the criminal justice 
system. Counseling is a field overlapping various other 
fields, including social work, which focuses on problem 
solving and providing help to individuals, families, or 
groups. Often it involves additional education and 
expertise such as that in marriage and family therapy. 
Many social workers in clinical practice also are licensed 
marriage and family therapists. Generally, counseling 
focuses on providing some kind of  psychotherapy, 

(continued)
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whereas social work also emphasizes the importance of 
the social environment concerning human behavior and 
advocacy to improve people’s quality of life.

An issue related to choice of  major involves the 
extent to which you’re interested in attending graduate 
school. Some career paths require graduate education. 
Graduate school raises more questions. To what extent 
do you think you’ll be tired of  school by the time you 
graduate? So many seniors tell me they can’t wait “to 
get out” and “work to make money” instead of  doing 
schoolwork and spending money on tuition. To what 
extent is graduate school financially feasible? Do you 
have access to funding or loans? To what extent are you 
already financially burdened? What, if  any, is your 
motivation to attend graduate school? Is your grade 
point average sufficient to be accepted?

If  you decide to consider social work as a major or 
have already declared this major, the next section 
addresses some choices within the realm of social work.

5. Considering or choosing a social work major
Because social workers practice in so many different 
settings and work with so many kinds of  people, it can 
be daunting trying to decide what field of  practice is 
right for you. Such a struggle makes sense when you 
still know little about all the types of  social work set-
tings available. How can you make an informed choice 

without adequate information? Many students, even as 
they complete their major, have difficulty deciding what 
they prefer even as they enter a supervised field practi-
cum within an agency setting. Usually, however, by that 
time students have narrowed their preferences consider-
ably. It takes time to think things through as you 
acquire more information about the field and gain 
broader experiences.

The following list should at least give you an idea of 
the social work career options available. At this point, 
what interests you the most? What settings are most 
attractive to you? What client populations, problems, 
and issues concern you most? What are your reactions 
to considering work in the following settings, which are 
just a sampling of those available?

● Mental health settings such as inpatient hospitals, 
where people experience and seek treatment for vari-
ous mental health problems.

● Health settings such as hospitals, where people need 
help understanding complex information and get-
ting the appropriate resources.

● Settings aimed at enhancing the welfare of children, 
including protective services, adoption, foster care, 
school social work, and treatment for behavioral 
and emotional difficulties in outpatient, group 
home, or residential facilities.

FOCUS ON CRITICAL THINKING 1.3 (continued)

Social Work Builds on 
Many Disciplines
The foundation of professional social work is a body of 
knowledge, skills, and values. Knowledge originates not 
only from social workers but also from a range of dis-
ciplines that focus on understanding people’s needs and 
behavior. These include psychology, sociology, political 
science, economics, biology, psychiatry, counseling, and 
cultural anthropology (Zastrow, 2004). Figure 1.1, on 
page 18, illustrates how social work knowledge builds 
on both other disciplines and its own firm and growing 
body of research. It summarizes the primary focus and 
core concepts involved in each discipline. Social workers 
use knowledge drawn from each field, in conjunction 
with social work skills and values, to help individuals, 
families, groups, organizations, and communities solve 
problems and improve their quality of life.

The Uniqueness of Social Work
We have established that social work builds on the 
knowledge base of  other professions in addition to 
its own. Other fields perform some of the same func-
tions as social work. For instance, mental health cli-
nicians in psychology, psychiatry, and counseling 
use interviewing skills, and some also use a planned-
change approach. Figure 1.2, on page 19, illustrates 
how social work overlaps, to some extent, with other 
helping professions. All, for example, have a com-
mon core of interviewing and counseling skills.

However, social work involves much more than 
simply sitting down with an individual, group, or fam-
ily and solving some problem. (This is not to imply 
that this is all other helping professions do. Their own 
unique thrusts and emphases are beyond the scope of 
what can be included here.) Social work has at least 
fi ve major dimensions that make it unique.

(continued)



Introduction to Social Work and Social Welfare 17

● Settings for older adults, such as health care facilities 
where older adults who require physical and medical 
support live, or supportive services aimed at keeping 
people in their own homes as long as possible.

● Agencies providing services to people with physical 
disabilities, including linking them to appropriate 
services and advocating for services when necessary.

● Correctional settings for adults or juvenile delin-
quents, such as prisons where social workers help 
inmates by providing counseling and assisting in 
inmates’ adjustment to the correctional environment 
or preparing for release, and probation or parole 
offices where they monitor the behavior of  people 
released into the community.

● Domestic violence hotlines and programs address-
ing the needs of  women who have been physically 
and emotionally abused.

● Counseling programs for alcohol and other sub-
stance abuse.

● Services for people with cognitive disabilities, such 
as those aimed at linking them to needed services, 
supervising noninstitutional living settings such as 
group homes, helping them gain employment, and 
advocating for resources that are unavailable.

● Crisis hotlines, where a wide range of crises including 
threats of  suicide or violence toward others, mental 
health and substance abuse issues, or physical abuse 

are addressed and referrals to appropriate services 
made.

● Family planning agencies that help people make 
choices about contraception.

● Homeless shelters that provide temporary shelter, 
counseling, and training for people on the street.

Another facet of thinking about your career involves 
the types of responsibilities characterizing a work setting 
and the skills needed to practice effectively in it. What 
are your thoughts about undertaking the following?

● Counseling.
● Running groups.
● Working with families.
● Linking people with needed resources.
● Coordinating service provision for people receiving 

multiple services through case management.
● Supervising staff  or administering agencies.
● Supervising volunteers.
● Undertaking community organization.
● Running meetings.
● Writing grants.
● Developing policy.
● Promoting.
● Lobbying.

There are lots of  things to consider. Choosing a career 
is not easy.

FOCUS ON CRITICAL THINKING 1.3 (continued)

First, social workers may focus on any problems 
or clusters of  problems that are complex and diffi -
cult. Social workers don’t refuse to work with clients 
or refer them elsewhere because those clients have 
unappealing characteristics. For instance, there may 
be a family in which sexual abuse is occurring, and 
that abuse must be stopped. Likewise, there may be 
a community in which the juvenile crime rate is sky-
rocketing, and something must be done.

Not every problem can be solved, but some can 
be—or at least alleviated. Social work  practitioners 
are equipped with a repertoire of  skills to help 
them identify and examine problems. They then 
make choices about where their efforts can be best 
directed.

The second dimension that makes social work 
unique is that it often targets the environment 
encompassing clients, and not the clients themselves, 

for change. Sometimes services are unavailable or 
difficult to obtain, policies are unfair, or people 
are oppressed by other people. Administrators and 
people in power don’t always have the motivation 
or insight to initiate needed change. Social workers 
must look at where change is essential outside the 
individual and work with the environment to effect 
that change. Highlight 1.2 on page 20 discusses some 
of  the theoretical concepts underlying social work 
practice.

Consider an example of targeting the environment 
for change involving a Midwestern city of about half a 
million people. Several dozen teenagers in the city had 
been expelled from various schools. They all had 
lengthy delinquency records and serious emotional 
problems. These young people had been attending a 
private day treatment program that provided them with 
special education and counseling at the individual, 
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Foundation of knowledge

Psychology: The scientific study of mind
and behavior

Sociology: The organized study of how
groups develop, interact, behave, and
function within the larger society

Political science: The study of political
and governmental structures and
functioning

Psychiatry: The branch of medicine
that deals with the diagnosis and
treatment of mental, emotional, and 
behavioral disorders

Cultural anthropology: The branch of
anthropology that deals with human
culture, especially its history, social
structures, language, and technology

Social work: The practical application of
knowledge, skills, and values to enhance
the well-being of individuals, families,
groups, organizations, and communities

Biology: The study of living organisms
and their physical functions

Economics: The study of the production,
distribution, and consumption of goods
and services

Social
work

profession

Input Intervention applications

Micro practice
(individuals)

Counseling: The use of interviewing 
and problem-solving skills with clients to
provide insights concerning psychological
issues and change future behavior

Micro/mezzo practice
(families)

Mezzo practice
(groups)

Macro practice
(organizations and

communities)

FIGURE 1.1  The social work knowledge base.
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Social work

Counseling

Psychiatry Psychology

The shaded area in the center reflects a common core of interviewing and 
counseling skills used by the helping professions.

FIGURE 1.2  Social work and other helping professions.

The media may need to be contacted as well. Second, 
the public school system may need to develop its own 
program to meet these children’s and their families’ 
needs. Third, the parents of these children may need 
to band together and lobby for attention and services.

In this case, social workers involved in the 
agency whose funding had been cut off  mobilized 
 immediately. They contacted the parents of their cli-
ents and told them about the situation. Outraged, 
the parents demanded that the community provide 
education for their children as it did for all the other 
children. Several parents became outspoken leaders 
of  the group. Assisted by social workers, they fi led a 
class action suit. The court determined that until the 
situation had been evaluated, funding for services 
must continue. Eventually, the public school system 
(also with the help of  social workers) developed its 
own programs to meet the needs of  such teenagers, 
and the private program was phased out.

The third dimension that makes social work unique 
is related to targeting the environment: namely, social 
workers often fi nd it necessary to advocate for their 
clients. Advocacy involves actively intervening to help 
clients get what they need. Most frequently, this inter-
vention focuses on “the relationship between the client 
and an unresponsive ‘system’ ” (Epstein, 1981, p. 8). 
Clients have specified needs, and social agencies, 

group, and family levels. The day treatment approach 
allowed them to remain living at home in the commu-
nity but still receive special treatment. The program 
had been paid for by public funds, with the county 
department of  social services purchasing treatment 
services from the private agency.1 The public schools 
had no special resources to help these teens. Therefore, 
purchasing such services from a private agency was 
more cost-effective for the county than developing its 
own program from scratch. Suddenly, however, money 
 became scarce, and community leaders decided they 
could no longer afford a day treatment program. Now 
these teenagers had nowhere to go.

This problem involved many children and their 
families, and the social environment was no longer 
responding to their desperate needs. A social worker 
addressing this problem might look at it from sev-
eral perspectives. First, the city’s various communities 
might need to be made acutely aware both of the exis-
tence of these teens and of the sudden cuts in funding. 

1Public agencies are those run by a designated unit of government 
and are usually regulated by laws that directly affect policy. The 
county department of  social services is a public agency. Private 
agencies, of  course, are privately owned and run by people not 
employed by government. Chapter 5 describes social service agen-
cies in greater detail.
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HIGHLIGHT 1.2 

Th eoretical Ways of Viewing Social Work: A Focus on 
Systems in the Environment

Theoretical approaches provide ways of  organizing 
information and looking at the world. For example, the 
medical model is a theoretical approach characterized by 
four major features (Barker, 2003). First, the focus of 
attention is the individual, who is seen as having some-
thing wrong such as an illness. Therefore, treatment 
focuses on curing or helping the individual. Second, little 
attention is paid to factors outside the individual in his 
or her environment. The individual, not the environ-
ment, is the target of change. Third, the problem or ill-
ness is identified or diagnosed and categorized by placing 
a label on it. Fourth, the individual is the target of treat-
ment that usually involves a series of clinical treatments.

In contrast, a common theoretical approach to 
social work focuses on the interactions between indi-
viduals and various systems in the environment. The 
focus on the individual and the environment is impor-
tant because the latter is where social workers direct 
their efforts at change.

This system- and environment-oriented approach, 
called ecosystems theory, is particularly relevant to 
social work (Beckett & Johnson, 1995; McNutt, 2008). 
It combines some of  the major concepts from two dif-
ferent theoretical perspectives: the ecological approach 
and systems theories.

Important Concepts in Systems Theories
Systems theories focus on the dynamics among and 
interactions of people in their environment. A system is 
a set of  elements that are orderly and interrelated to 
make a function whole. Social work refers primarily to 
social systems composed of people (as opposed to, say, 
an industrial manufacturing system or an ant colony 
system). An individual, a family, a social services agency, 
and a neighborhood are all examples of systems.

Social workers work with and on the behalf  of vari-
ous sized systems. A micro system is an individual, and a 
mezzo system a group. Families, because of  their inti-
mate nature, arbitrarily lie somewhere between micro 
and mezzo systems. A macro system includes organiza-
tions and communities. This terminology is important 
because it’s used throughout social work and this book.

Target Systems and Client Systems
It’s helpful to conceptualize social workers and clients in 
terms of systems. A target system or target of change is the 

system that social workers need “to change or influence in 
order to accomplish (their) goals” (Pincus & Minahan, 
1973, p. 58). Targets of change may be individual clients, 
families, formal groups, administrators, or policymakers. 
At the micro level, a 5-year-old child with behavioral 
problems might be the target of change, the goal being to 
improve behavior. At the mezzo level, a support group of 
people with eating disorders might be the target of change 
in an attempt to control their eating behavior.2 Finally, at 
the macro level, an agency director might be the target of 
change when the social worker’s aim is to improve some 
agency policy and the director is the primary decision 
maker capable of implementing that change.

Another system critical to the plannedchange process 
is the client system—any individual, family, group, orga-
nization, or community that will ultimately benefit from 
social work intervention (Pincus & Minahan, 1973; 
Resnick, 1980a; Resnick, 1980b). For example, individ-
ual clients are client systems when the social worker’s 
goal is to get them needed resources. Families are client 
systems when the practitioner is working on behalf  of 
the entire family. Similarly, a community is the client sys-
tem when a social worker is trying to help residents open 
a new community center to improve their quality of life.

Important Ecological Concepts
Two important concepts taken from the ecological 
approach are the social environment and coping. The 
social environment includes the conditions, circumstances, 
and interactions that encompass human beings. Individu-
als must have effective interactions with their environment 
to survive and thrive. The social environment involves the 
type of home a person lives in, the type of work a person 
does, the amount of money that is available, and the laws 
and social rules people live by. The social environment 
also includes the individuals, groups, organizations, and 
systems with which a person comes into contact, such as 
family, friends, work groups, and governments.

Coping is the struggle to adjust to environmental 
conditions and overcome problems. This is significant 
because social workers often help people cope with 
problems in their environments.

2Eating disorders, extremely serious disturbances in eating 
patterns, are considered mental disorders by the American 
Psychiatric Association (APA) (APA, 2000). Examples include 
anorexia and bulimia.
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that accredits social work programs throughout the 
United States. Accreditation is the official designation 
by an authorized body (in this case, CSWE) that an 
educational program meets specified standards. This 
is usually required in becoming licensed as a social 
worker (described more thoroughly in Chapter 5).

To begin with, CSWE’s Educational Policy and 
Accreditation Standards (EPAS) emphasize that 
social work programs must reflect certain values 
throughout their curricula. EPAS states that “ser-
vice, social justice, the dignity and worth of  the 
person, the importance of  human relationships, 
integrity, competence, human rights, and scientifi c 
inquiry are among the core values of  social work” 
(CSWE, 2008b, p. 2). EPAS also specifies the 10 
areas in which graduates of  social work programs 
must display competency. These are discussed in the 
following section. Subsequently, the core social work 
concepts of  generalist practice, advanced practice, 
and fi eld education will be introduced.

Social Workers Demonstrate Competencies
Competencies are “measurable practice behaviors 
that are comprised of  sufficient knowledge, skills, 
and values” and have the goal of practicing effective 
social work. Highlight 1.3 summarizes the 10 required 
competencies for accredited social work programs. 
The following sections describe each competency 
and identify content areas in the traditional social 
work curriculum. The first five competencies involve 

organizations, or communities may not be meeting 
these needs. These unresponsive systems must be pres-
sured to make changes so needs can be met.

The fourth dimension that makes social work 
unique is its emphasis on and adherence to a core 
of  professional values. The NASW Code of  Ethics 
focuses on the right of  the individual to make free 
choices and have a quality life (NASW, 1999). Social 
workers do not force people into specific ways of 
thinking or acting. Rather, they help people make 
their own decisions about how to think or act.

The fi fth dimension making social work unique 
is related to the core of  social work values and how 
important it is for clients to make their own deci-
sions. Social workers do not track people into spe-
cifi c ways of thinking or acting. Rather, they practice 
in a partnership with clients, making and implement-
ing plans together. Most other professions empha-
size the authority and expertise of  the professional, 
on the one hand, and the subordinate status of  the 
client as recipient of services, on the other.

Social Work Education’s Goals, 
Curricula, and Competencies
One way of  understanding social work is to review 
the content and expectations evident in the curricula 
of accredited social work programs. The Council on 
Social Work Education (CSWE) is the organization 

HIGHLIGHT 1.3 

Social Workers Demonstrate Competencies

CSWE (2008b) requires that social work graduates dem-
onstrate competency in the following 10 major areas.

Educational Policy Competencies
Social workers must:

2.1.1    Identify as a professional social worker and 
conduct oneself  accordingly.

2.1.2  Apply social work ethical principles to guide 
professional practice.

2.1.3  Apply critical thinking to inform and communi-
cate professional judgments.

2.1.4 Engage diversity and difference in practice.

2.1.5  Advance human rights and social and economic 
justice.

2.1.6  Engage in research-informed practice and 
practice-informed research.

2.1.7  Apply knowledge of  human behavior and the 
social environment.

2.1.8  Engage in policy practice to advance social and 
economic well-being and to deliver effective 
social work services.

2.1.9 Respond to contexts that shape practice.
2.1.10  Engage, assess, intervene, and evaluate with 

individuals, families, groups, organizations, and 
communities. (pp. 3–7)
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of  what is stated as true or what appears to be true 
and the resulting expression of  an opinion or con-
clusion based on that scrutiny, and (2) the creative 
formulation of  an opinion or conclusion when pre-
sented with a question, problem, or issue. It involves 
not taking at face value what you are told to believe. 
Rather, critical thinking entails using creative anal-
ysis of  suppositions to determine for yourself  what 
is really true or what is the best choice among alter-
natives. It also concerns the ability to communicate 
clearly and effectively, both orally and in writing.

Competency 4: Engagement of 
Diversity in Practice
Diversity refers to the wide variety of  differences 
characterizing people. People meriting special atten-
tion from the social work profession include, but are 
not limited to, groups distinguished by “age, class, 
color, culture, disability, ethnicity, gender, gender 
identity and expression, immigration status, political 
ideology, race, religion, sex, and sexual orientation” 
(CSWE, 2008b, p. 5). Any time a person can be iden-
tified as belonging to a group that differs in some 
respect from the majority of  others in society, that 
person is subject to the effects of human diversity.

Because social workers have a wide variety of  cli-
ents, demonstrating almost every type of  need and 
problem, they must be integrally familiar with the 
concept of human diversity. Four facets are especially 
significant. First, social workers must appreciate 
differences and focus on strengths. Second, they must 
be sensitive to and address any hardships and nega-
tive treatment clients may face because they belong 
to some diverse group. Third, they must introspec-
tively assess their own attitudes and strive to elimi-
nate any prejudices they might have. Fourth, social 
workers must see themselves as lifelong learners 
about the many facets of human diversity, especially 
those characterizing their clients. Chapter 3 examines 
various aspects of human diversity in more depth.

Competency 5: The Advancement 
of Human Rights and Social and 
Economic Justice
The concepts of  human rights and social and eco-
nomic justice are related to the concept of  human 
diversity. Human rights involve the premise that all 
people, regardless of  race, culture, or national ori-
gin, are entitled to basic rights and treatment. Social 
justice is the idea that in a perfect world all citizens 

knowledge, skills, and values that are evident through-
out social work curricula. The last five competencies 
relate to traditional content areas or courses in social 
work programs—social work research, human behav-
ior and the social environment, social welfare policy, 
and social work practice (competencies 9 and 10).

Competency 1: Identifi cation as a 
Professional Social Worker
Social workers should “serve as representatives of the 
profession, its mission, and its core values” (CSWE, 
2008b, p. 3). They should be knowledgeable about 
social work’s development and history (discussed 
in Chapter 6). They should conduct themselves in 
an ethical, professional manner, providing effective 
service to clients and respecting clients’ right to self-
determination.

In practice, social workers should advocate on 
their clients’ behalf  when services or improved 
 policies governing service provision are necessary. 
They should continue developing their skills and 
acquiring new knowledge throughout their careers 
to better serve clients. Finally, they should seek help 
from supervisors and consultants when needed.

Competency 2: The Application of Social Work 
Ethical Principles to Guide Practice
From the many times they’ve been mentioned 
already, you probably have noticed that social work 
values and ethics are critical to social work prac-
tice. They help practitioners assess what’s important 
or right in any situation and provide guidelines for 
making ethical decisions and good judgment calls. 
Professional social workers should demonstrate 
competency in recognizing personal values and in 
employing “principles of  ethical reasoning to arrive 
at principled decisions” (CSWE, 2008b, p. 4).

The NASW Code of  Ethics mentioned earlier 
provides some basic guidelines for social work prac-
titioners, as does the International Federation of 
Social Workers/International Association of Schools 
of  Social Work Ethics in Social Work Statement of 
Principles. Chapter 2 reviews values, ethics, and some 
of the issues involved more thoroughly.

Competency 3: The Application of 
Critical Thinking to Inform Professional 
Judgments
We have already stressed the importance of  criti-
cal thinking. It is defined as (1) the careful scrutiny 
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become more effective in their direct practice by 
choosing interventions that have been proven suc-
cessful, thereby getting better and clearer results. 
Framing social work interventions so they can be 
evaluated through research provides information 
about which specific techniques work best with 
which problems. Evaluation of  practice throughout 
the intervention process can help determine whether 
a worker is really helping a client.

Second, accumulated research helps build a foun-
dation for planning effective interventions. Knowl-
edge of  what has worked best in the past provides 
guidelines for approaches and techniques to be used 
in the present and in the future. Research establishes 
the basis for the development of programs and poli-
cies that affect many people. Such knowledge can also 
be used to generate new theories and ideas to further 
enhance the effectiveness of social work practice.

Evidence-Based Practice Another term frequently 
used in social work, which has a meaning similar to 
research-informed practice, is evidence-based practice. 
This is “the conscientious, explicit, and judicious use 
of  current best evidence in making decisions about 
the care of  clients” (Gambrill, 2000, p. 46; Race, 
2008; Rubin, 2008). Gambrill (2000) explains:

It involves integrating individual practice exper-
tise with the best available external evidence from 
systematic research as well as considering the val-
ues and expectations of clients. External research 
fi ndings related to problems are drawn on if  they 
are available and they apply to a particular client. 
Involving clients as informed participants in a col-
laborative helping relationship is a hallmark of 
evidence-based practice. Clients are fully informed 
about the risks and benefi ts of recommended ser-
vices as well as alternatives (including the alterna-
tive of doing nothing). . . . The term evidence-based 
practice is preferable to the term empirical prac-
tice. The latter term now seems to be applied to 
material that has been published, whether or not it 
is evidence-based. Such use represents an appeal to 
authority (not evidence). (pp. 46–47)

Content of Social Work Research The content of 
social work research tends to fall within four major 
categories (Reid, 1995; Tripodi & Lalayants, 2008). 
First, many studies involve the behavior of  individ-
ual clients and their interactions with others close to 

would have identical “rights, protection, opportuni-
ties, obligations, and social benefits” (Barker, 2003, 
p. 405). Similarly, economic justice involves the distri-
bution of  resources in a fair and equitable manner. 
Social work graduates must demonstrate competency 
in understanding these concepts and their theoretical 
bases; social workers must advocate on the behalf of 
these principles and incorporate the principles into 
their practice (CSWE, 2008b, p. 5).

Another important concept in social work is 
populations-at-risk, groups of people with some iden-
tifi ed characteristics that are at greater risk of social 
and economic deprivation than those in the main-
stream. Because social work practice involves getting 
people resources and helping them solve problems, 
social workers frequently work with populations-
at-risk of  such deprivations. It follows that social 
workers need information and insight concerning 
these people’s special issues and needs. Therefore, 
social workers require both theoretical and practice 
content concerning the dynamics and results of  dif-
ferential, unfair treatment.

One especially important social work value is 
empowerment—the “process of  increasing personal, 
interpersonal, or political power so that individu-
als can take action to improve their life situations” 
(Gutierrez, 2001, p. 210). Some groups of people suf-
fer from stereotypes, discrimination, and oppression. 
It is social work’s task to empower clients in general 
and members of oppressed groups in particular.

Competency 6: Engagement in 
Research-Informed Practice
Social work students must demonstrate competency 
in research-informed practice. This means social work-
ers should use the approaches and interventions in 
their practice that research has determined are effec-
tive. Social workers should employ “research find-
ings to improve practice, policy, and social service 
delivery” (CSWE, 2008b, p. 5). Social workers might 
also have opportunities to participate in practice-
based research. This research, which closely involves 
the everyday work of  practitioners, focuses on col-
lecting data and providing results directly related 
to the processes of  social work practice (Tripodi & 
Lalayants, 2008, p. 518). Social work programs have 
traditionally included a “Social Work Research” 
course or sequence of courses in their curricula.

Knowledge of  social work research is important 
for two basic reasons. First, it can help social workers 
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the effects of  social welfare policies are all aspects 
of  people’s lives that can fall under scrutiny. Focus 
on Critical Thinking 1.4 provides an example of how 
social workers might focus on the environmental 
context of a problem.

Competency 8: Engagement in Policy Practice 
to Advance Social and Economic Well-Being
Social workers must understand social welfare poli-
cies, their history, and how they affect work with cli-
ents. Policy, in its simplest form, can be thought of 
as rules. Our lives and those of  social workers’ cli-
ents are governed by rules—about how we drive our 
cars, when we go to school, how we talk or write sen-
tences, and so on. (Note that Chapter 6 explores the 
history of social welfare policy development.)

Policies, in essence, are rules that tell us which actions 
among a multitude of actions we may take and which 
we may not. Policies guide our work and our decisions. 
For the purpose of understanding social welfare and 
the provision of social welfare services, policy might be 
divided into two major categories: social welfare policy 
and agency policy. Social welfare policies are the laws 
and regulations that govern which social welfare pro-
grams exist, what categories of clients are served, and 
who qualifi es for a given program. They also set stan-
dards regarding the type of services to be provided and 
the qualifi cations of the service provider.

In addition to the broader realm of social welfare 
policies, agency policies are standards adopted by 
individual organizations and programs that provide 
services (e.g., a family service agency, a Department 
of  Human Services, or a nursing home). Such stan-
dards may specify the agency’s structure, the qual-
ifications of  supervisors and workers, the rules 
governing what workers can do, and the proper pro-
cedures for completing a family assessment.

Knowledge of  policy is vital for social workers. 
An organization’s policy can dictate how much vaca-
tion an employee can have and how raises are earned. 
An adoption agency’s policy can determine who is 
eligible to adopt a child. A social program’s policies 
determine who gets needed services and resources.

Social workers must become actively involved in 
establishing and changing social welfare policies for 
the benefi t of  their clients; policies determine how 
money is budgeted and spent, and where resources 
are made available for clients. Practitioners must be 
competent in undertaking policy practice to enhance 
people’s well-being and deliver effective social work 

them, including families and small groups. Second, 
much research focuses on how services are provided 
to clients, what such services involve, and how suc-
cessfully they accomplish their goals. Third, some 
studies address social workers’ attitudes and educa-
tional backgrounds, in addition to major trends in 
the profession. Fourth, some research involves the 
study of  “organizations, communities, and social 
policy” (Reid, 1995, p. 2044). This latter category 
emphasizes the importance of  the larger social envi-
ronment and its effects on clients’ behavior and 
conditions.

Competency 7: Application of Knowledge of 
Human Behavior and the Social Environment
Social workers must be knowledgeable about human 
behavior and the social environment. We have estab-
lished that focusing on people’s functioning within 
the environmental context is an important thrust of 
social work. Only after assessing and understanding 
that functioning can social workers proceed with an 
intervention plan. Social workers should have knowl-
edge of  “biological, social, cultural, psychological, 
and spiritual development” as this occurs over the 
lifespan (CSWE, 2008b, p. 6). “Human Behavior 
and the Social Environment” is the basis for another 
course or sequence of courses traditionally included 
in the social work curriculum.

People are constantly and dynamically involved in 
ongoing activity and communication with others in 
the environment. Assessment is the identifi cation of 
the “nature and extent of  client needs and concerns, 
as well as critical information about client resources 
and supports and other environment factors” so 
that a helping plan can be devised and implemented 
(Blythe & Reithoffer, 2000, p. 551). Social work 
assessment seeks to discover what in any particular 
situation causes a problem to continue despite the 
client’s expressed wish to change it. Focusing on the 
environment means looking not only at individuals 
themselves but also at their involvement with fam-
ily members, neighbors, work colleagues, the politi-
cal system, and agencies providing services within 
the community. This means that clients’ problems 
are not viewed solely as their own fault. The forces 
surrounding the client frequently cause or contrib-
ute to problems, so social workers must focus their 
assessment on many levels. How the client and the 
problem fi t into the larger scheme of  things is criti-
cal. Poverty, discrimination, social pressures, and 
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FOCUS ON CRITICAL THINKING 1.4

Focusing on the Environment Context 
of Problems

Trevor is a 15-year-old gang member in an inner city. 
The gang is involved in drug dealing, which, of  course, 
is illegal. However, when assessing the situation and 
potential actions, a broader perspective is necessary. 
Looking at how the environment encourages and even 
supports the illegal activity is critical in understanding 
how to solve the problem. Trevor’s father is no longer 
involved with Trevor’s family. Now it’s only Trevor, his 
mother, and three younger brothers. Trevor’s mother 
works a 6-day-per-week, 9-hour-per-day second-shift 
job at Harry’s Hole, a local all-night diner, where she 
slings burgers. Although she loves her children dearly, 
she can barely make ends meet and has little time to 
supervise them.

All of the neighborhood kids belong to one gang or 
another. It gives them a sense of identity and importance, 
and it provides social support that often is lacking in their 
families. Easy access to drugs offers an opportunity to 
escape from impoverished, depressing, and apparently 
hopeless conditions. Finally, gang membership gives these 
young people a source of  income. In fact, they can get 
relatively large amounts of money in a hurry.

The gang members’ alternatives appear grim. There 
are few, if  any, positive role models to show them 
other ways of  existence. They don’t see their peers or 
adults close to them becoming corporate lawyers, sur-
geons, or nuclear physicists. They don’t even see any-
one who is going or has gone to college. In fact, 
finishing high school is considered quite a feat. Neigh-
borhood unemployment runs at more than 50%. A 
few part-time, minimum-wage jobs are available—
cleaning washrooms at Bugger’s Burger Bungalow or 
unloading freight at Shirley’s Shop-Right. But these 
are unappealing alternatives to the immediate sources 
of  gratification and income provided by gang mem-
bership and drug dealing. Even if  another minimal 
source of  income could be found, the other rewarding 
aspects of  gang membership would be lost. Also, 
there’s the all-consuming problem of  having no posi-
tive future to look forward to, so the excitement of  the 
present remains seductive.

This is not to say that it’s right for people like Trevor 
to join vicious gangs and participate in illegal activities. 
Nor does it mean that Trevor’s plight is hopeless. Going 

beyond a focus on the individual to assess the many 
environmental impacts and interactions gives the social 
worker a better understanding of  the whole situation. 
The answer might not be to send Trevor to the state 
juvenile correctional facility for a year or two and then 
return him to the same community with the same 
friends and same problems. Such a “remedy” focuses 
on the individual in a very limited manner.

A social work perspective views Trevor as a person 
who’s acting as part of  a family and a community. 
Trevor is affected, influenced, supported, and limited 
by his immediate environment. Continuing along this 
line of  thought, other questions can be raised: How 
might Trevor’s environment be changed? What other 
alternatives could be made available to him?

Many alternatives would involve major changes in 
the larger systems around him. Neighborhood youth 
centers with staff  serving as positive role models 
could be developed as an alternative to gang member-
ship. Trevor’s school system could be evaluated. Does 
it have enough resources to give him a good educa-
tion? Is there a teacher who could serve as his mentor 
and enthusiastic supporter? Can a mentorship system 
be established within the school? Are scholarships 
and loans available to offer him a viable alternative of 
college or trade school? Can positive role models 
demonstrate to Trevor and his peers that other ways 
of  life may be open to them? Where might the 
resources for implementation of  any of  these ideas 
come from?

Concerning Trevor’s family environment, can addi-
tional resources be provided? These might include food 
and housing assistance, quality day care for his younger 
brothers, and even educational opportunities for Trev-
or’s mother so that she, too, could see a brighter future. 
Is there a Big Brother organization to provide support 
for Trevor and his siblings? Can the neighborhood be 
made a better place to live? Can crime be curbed and 
housing conditions improved?

There obviously are no easy answers. Scarcity of 
resources remains a fundamental problem. However, 
this illustration is intended to show how a social worker 
would look at a variety of  options and targets of 
change, and not just at Trevor.
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engagement, assessment, intervention, and evalua-
tion (CSWE, 2008b; Kirst-Ashman & Hull, 2009). 
Engagement is the initial period when practitioners 
orient themselves to the problem at hand and begin to 
establish communication and relationships with others 
also addressing the problem. We have established that 
assessment involves the investigation and determina-
tion of variables affecting an identifi ed problem includ-
ing the client’s needs and strengths. Intervention is the 
planning and implementation of the plan to solve the 
problem and achieve goals. Evaluation is “a process of 
determining whether a given change effort was worth-
while” (Kirst-Ashman & Hull, 2009, p. 269). Other 
skills involved in social work practice include “provid-
ing leadership for policies and services” and “promot-
ing social and economic justice” (CSWE, 2008b, p. 7).

The second important dimension inherent in Com-
petency 10 is that practice involves working with indi-
viduals, families, groups, organizations (large and 
small), and communities. The acquisition of practice 
skills for use in all of these contexts is what makes social 
work useful and practical. Skills provide the muscle to 
make social work practice effective. Traditional social 
work curricula typically incorporate a sequence of 
“Social Work Practice” courses that address the con-
tent described in Competencies 9 and 10.

The social work knowledge base includes infor-
mation about skills in addition to data concerning 
problems and services. A social worker must know 
what skills will be most effective in what situations.

Consider a family whose home suddenly burns 
to the ground. Its members need immediate shel-
ter. The social worker decides it’s necessary to 
use brokering skills—that is, skills for seeking out 
and linking people with the resources they need. 
In this situation, brokering skills take precedence 
over other skills. For instance, using less directive 
counseling techniques to explore the relationship 
between the spouses is inappropriate at this time 
because there is no current evidence of  need. Such 
intervention may be necessary in the future, but 
only after the immediate crisis of  a lack of  shelter 
has been resolved.

Social workers can choose from a multitude of 
practice techniques and theories about these tech-
niques. Knowledge of  the effectiveness of  vari-
ous techniques is critical to selecting those that can 
accomplish the most in a given situation and to imple-
menting research-informed practice (Competency 6). 
Regardless of  techniques chosen and used, empha-
sis is placed on client strengths and empowerment, 

services. Policy practice involves “efforts to change 
policies in legislative, agency, and community set-
tings, whether by establishing new policies, improv-
ing existing ones, or defeating the policy initiatives 
of other people” (Jansson, 2008, p. 14).

Sometimes, for whatever reason, social welfare 
policies are unfair or oppressive to clients. Ironically, 
although such policies are intended to enhance people’s 
welfare, sometimes they do not. A social worker may 
decide that a policy is ethically or morally intolerable 
and advocate on the behalf of clients to try to change 
it. Practitioners can work to change policy “to improve 
social justice, fairness, and equality,” potentially affect-
ing “well-being for the overwhelming majority of 
 citizens” (Iatridis, 1995, p. 1865). Traditional social 
work curricula typically include a course or sequence 
of courses on “Social Welfare Policy and Services.”

Social welfare policy sets the stage for what social 
workers can do in practice; Chapter 7 explores the 
topic more thoroughly. Other chapters discuss many 
types of social welfare policies that affect various cli-
ent populations and social work practices.

Competency 9: Responsiveness to Contexts 
that Shape Practice
Social workers must demonstrate competency in 
functioning within a wide variety of contexts and set-
tings. They must understand the dynamics involved 
in macro environments like organizations, com-
munities, and legislative bodies that establish social 
welfare policies. Practitioners must function with 
and within these systems, serving as leaders to advo-
cate on the behalf  of clients. They must keep abreast 
of new technology, demographic changes, and social 
trends in order to respond to current issues. 

Competency 9 reflects an aspect of  social work 
practice that is closely related to Competency 10, 
which is described next.

Competency 10: Engagement, Assessment, 
Intervention, and Evaluation with Individuals, 
Families, Groups, Organizations, 
and Communities
Social workers must be competent in employing 
engagement, assessment, intervention, and evalua-
tion when working with individuals, families, groups, 
organizations, and communities. All of  these terms 
are prominent in social work practice, which involves 
the doing of  social work.

There are two main dimensions inherent in Com-
petency 10. First, the process of social work includes 
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Association of Social Workers (NASW) branch office, 
policy-related placements such as legislative offices, 
or placements in community organizations, provided 
appropriate social work supervision is established. 
BSW placements require a minimum of  400 hours 
and MSW placements a minimum of  900 hours. 
Many social work students find their field education 
to be the high point of their educational experience.

Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the 
following:

A Defi ne social work and social welfare.
Social work is the professional activity of helping indi-
viduals, groups, or communities enhance or restore 
their capacity for social functioning and creating soci-
etal conditions favorable to this goal. Social welfare is 
a nation’s system of programs, benefits, and services 
that help people meet those social,  economic, educa-
tional, and health needs that are fundamental to the 
maintenance of society.

B  Explain critical thinking and provide a 
framework for examining a wide range of 
concepts and issues.

Critical thinking is (1) the careful scrutiny of  what 
is stated as true or what appears to be true and the 
resulting expression of  an opinion or conclusion 
based on that scrutiny, and (2) the creative formu-
lation of  an opinion or conclusion when presented 
with a question, problem, or issue. Examining and 
evaluating facts and issues involve three steps: (1) ask 
questions; (2) assess the established facts and issues 
involved; and (3) assert a concluding opinion.

C  Discuss residual, institutional, and 
developmental perspectives on social welfare.

The residual perspective conceives of  social welfare 
as focusing on problems and gaps. The institutional 
perspective of  social welfare views people’s needs as 
a normal part of  life. Society has a responsibility to 
support its members and provide needed benefits 
and services. The developmental perspective seeks 
to identify social interventions that have a positive 
impact on economic development.

ongoing client collaboration at all stages of  the 
change process, and appreciation of  diversity (Pin-
derhughes, 1995). The foundation of  social work 
practice is generalist practice, discussed next.

Generalist Practice
Generalist practice incorporates all 10 competencies 
and forms the heart of  work education and social 
work practice. It distinguishes social work from 
other professions. Generalist practice is the appli-
cation of  an eclectic knowledge base,3 professional 
values, and a wide range of  skills to target any size 
system for change within the context of  four pri-
mary processes (Kirst-Ashman & Hull, 2009). First, 
generalist practice emphasizes client empowerment. 
Second, it involves working effectively within an 
organizational structure and doing so under super-
vision. Third, it requires the assumption of  a wide 
range of  professional roles. Fourth, it involves the 
application of critical thinking skills to the planned-
change (intervention) process. Chapter 4 elaborates 
further on generalist practice. Note that BSW pro-
grams prepare graduates for generalist practice by 
providing curricula that integrate all 10 competen-
cies (CSWE, 2008b).

Advanced Practice
Advanced practice, which characterizes MSW curri-
cula, provides a specialized concentration that builds 
upon a generalist practice foundation. For instance, 
concentrations might include a specialization in 
mental health, school social work, work with chil-
dren and families, corrections, health, social services 
administration, or community organization.

Field Education
Field education is considered the “signature pedagogy” 
of social work education by CSWE; “signature peda-
gogy represents the central form of  instruction and 
learning in which a profession socializes its students 
to perform the role of  practitioner” (CSWE, 2008b, 
p. 8). Field education provides a real-life experience in 
a social work setting where student social workers are 
placed and can practice their skills under supervision. 
Placement settings may vary. They include social ser-
vice agencies, hospitals, schools, correctional facilities, 
organizational placements such as a state National 

3The term eclectic refers to “selecting what appears to be best in 
various doctrines, methods, or styles” (Mish, 1995, p. 365).
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ics, biology, psychiatry, counseling, and cultural 
anthropology.

I Discuss the uniqueness of social work.
Social work is unique in that it focuses on people’s 
most difficult problems, often targets the environ-
ment for change, stresses the need for advocacy on 
a client’s behalf, stems from a core of  professional 
values, and emphasizes the importance of  working 
in a partnership with clients.

J  Identify some basic concepts in systems theories 
and the ecological perspective that are important 
for understanding social work.

Important concepts in systems theories and the eco-
logical perspective relevant to social work practice 
include system (micro, mezzo, and macro), client 
system, social environment, and coping.

K  Describe social work education’s goals, 
curriculum, and competencies.

The Council on Social Work Education’s Educational 
Policy and Accreditation Standards require that 
accredited social work programs prove that students 
demonstrate 10 competencies. These competencies 
are stated and explained. Courses offered in tradi-
tional social work curricula are identified. The core 
social work concepts of  general practice, advanced 
practice, and field education are introduced.

LOOKING AHEAD

This chapter introduced the basic concept of  social 
welfare and the foundations of  the social work 
 profession. The next chapter focuses on social work 
values and ethics, a primary content area that under-
lies and guides the social work profession.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

D  Explain the conservative–liberal continuum with 
respect to viewing the social welfare system.

Conservatism is the philosophy that individuals are 
responsible for themselves, government should pro-
vide minimal interference in people’s lives, and change 
is generally unnecessary. Liberalism is the philosophy 
that government should be involved in the social, 
political, and economic structure so that all people’s 
rights and privileges are protected in the name of 
social justice. Radicalism is the philosophy that the 
social and political system as it stands is not structur-
ally capable of  truly providing social justice, so fun-
damental changes in those systems are necessary.

E  Examine your personal attitudes about some 
social welfare issues.

Responding to issues and questions regarding the 
importance of  change and the responsibility of 
government can help an individual determine his 
or her personal stance on the conservative–liberal 
continuum.

F Explain social work’s fi elds of practice.
Fields of practice in social work include children and 
families, aging, disabilities, health, mental health, 
substance abuse, schools, and corrections. Other 
contexts for practice are occupational social work, 
rural social work, police social work, and forensic 
social work.

G Explore the process of choosing a career.
The continuum of social work careers includes bac-
calaureate social workers (BSWs), master’s social 
workers (MSWs), and social workers who have doc-
torates in social work (Ph.D. or DSW). When con-
sidering a career, it’s important to think about your 
general orientation toward the future, the extent to 
which you are people-oriented versus non-people-
oriented, the ways in which you would like to work 
with people, what majors are available, and what 
type of social work you would like to practice.

H  Address how social work builds on 
other disciplines.

Social work builds on many disciplines including 
psychology, sociology, political science, econom-

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  2
Social Work Values and Ethics

How might you answer these questions?

● How do you determine what is right and what is wrong?
● Have you ever run into situations in which it’s diffi cult to decide what is the 

right thing to do? If so, what were the circumstances?
● What personal values do you have about controversial issues such as the 

death penalty? Abortion? School prayer? Gun control? Affi rmative action? 
Assisted suicide?

Social work is a values-based profession; that is, everything social workers do 
must be with professional values in mind. Values involve what you do and do 
not consider important and worthwhile. They also involve judgments and deci-
sions about relative worth—that is, about what is more valuable and what is less 
valuable.
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The Council on Social Work Education (CSWE), the organization that accredits 
social work programs throughout the United States, establishes standards guid-
ing social work education. CSWE (2008b) cites social work’s purpose, which is 
based on its professional values:

The purpose of the social work profession is to promote human and community 
well-being. Guided by a person and environment construct, a global perspec-
tive, respect for human diversity, and knowledge based on scientifi c 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. (p. 1)

Ethics involve principles that specify what is good and what is bad. They 
clarify what should and should not be done. The National Association of Social 
Workers (NASW) Code of Ethics is based on professional values (NASW, 1999). 
CSWE requires that social work programs educate students to achieve compe-
tence in applying “social work ethical principles to guide professional practice” 
(CSWE, 2008b, p. 4). 

Dolgoff, Loewenberg, and Harrington (2009) explain, “Ethics are deduced from 
values and must be in consonance with them. The difference between them is that 
values are concerned with what is good and desirable, while ethics deal with what 
is right and correct” (p. 21). Values determine what beliefs are appropriate. Ethics 
address what to do with or how to apply those beliefs to do the “right” thing.

Cournoyer (2005) clearly summarizes the importance of social work ethics:

You must consider every aspect of practice, every decision, every assessment, 
every intervention, and virtually every action you undertake as a social worker 
from the perspective of your professional ethics and obligations. This dimen-
sion supersedes all others. Ethical responsibilities take precedence over theo-
retical knowledge, research fi ndings, practice wisdom, agency policies, and, of 
course, your own personal values, preferences, and beliefs. (p. 90)

Professional judgments may seem to be a simple matter of common sense. 
However, in real-life decisions, values and ethical principles confl ict constantly. 
This can result in ethical dilemmas—problematic situations in which one must 
make a diffi cult choice among two or more alternatives. A dilemma occurs when 
no one answer can conform to all the ethical principles involved.

For example, a client might inform her social worker that she plans to murder 
her mother-in-law because she can’t take the condescending nagging anymore. 
On the one hand, is the social worker required to report to the authorities that this 
client has threatened to harm another person? On the other, how can this worker 
maintain confi dentiality and report the threats at the same time? (Confi dentiality 
is the ethical principle that workers should not share information provided by or 
about a client unless that worker has the client’s explicit permission to do so.)

Social workers have established guidelines to ethical decision making that 
can help them get through the diffi cult decision-making process when solving an 
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 ethical dilemma (Kirst-Ashman & Hull, 2009; Dolgoff, Loewenberg, & Harrington, 
2009; Reamer, 1998). The NASW Code of Ethics offers a good starting point for 
discussing professional values and ethics. It highlights some of the fi eld’s primary 
values and provides suggestions for working in an ethical manner. However, it’s 
only a beginning. The potential value confl icts and ethical dilemmas social work-
ers may face are infi nite.

It should be clear to you by now that the social work profession has a strong 
set of values. Some of you reading this are embracing these values and deciding 
whether to become a social worker. Others take this course out of some level of 
 interest in people’s welfare or simply for the credits. You may have personal opin-
ions strongly opposed to some of the value stances. Regardless, the content of this 
book will provide some provocative food for thought. It seeks to challenge some of 
your views about the world and enhance your understanding of people and their 
environments, and ways they can work together to improve the welfare of all.

Learning Objectives
A Review the general categories in the NASW Code of Ethics.
B Provide case examples of compliance and noncompliance concerning 

some of the major ethical issues involved, including self-determination, 
privacy and confi dentiality, confl ict of interest and dual relationships, 
sexual relationships, respect for colleagues, and referral for services.

C Introduce critical thinking about ethical dilemmas.
D Discuss ethical issues concerning the Internet.
E Recognize ethical obligations at the macro level.
F Introduce the importance of social work in a global context, 

including international social work and international social work 
organizations.

G Defi ne and discuss human rights and examine the human rights 
violation of human traffi cking.

H Discuss the difference between personal and professional values.

The NASW Code of Ethics
We have established the importance of ethics in guid-
ing professional behavior. Because of its significance, 
we will examine various aspects of the NASW Code 
of Ethics, which has four primary facets (1999). First, 
the preamble summarizes social work’s general goals 
or mission and identifies its core values. The mis-
sion “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” 
(NASW, 1999). The six core values include these: 

 1. Service: Providing help, resources, and benefi ts 
so people can achieve their maximum potential.

 2. Social justice: Upholding the condition that in 
a perfect world all citizens would have identi-
cal “rights, protection, opportunities, obliga-
tions, and social benefits” regardless of  their 
backgrounds and membership in diverse groups 
(Barker, 2003, pp. 404–405).
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society. Highlight 2.1 lists the concepts involved in 
each, and subsequent sections discuss the major cat-
egories, providing some specifi c examples for each.

Social Workers’ Ethical Responsibilities 
to Clients
The first category of ethical standards addresses how 
practitioners should behave with respect to clients and 
what aspects of worker–client interaction are most sig-
nificant within an ethical context. It is beyond the scope 
of this book to cover all 16 areas within this category, 
so we will focus on only a few arbitrarily selected ones. 
These are self-determination, privacy and confidenti-
ality, conflict of  interest and dual relationships, and 
sexual relationships with clients. After each, examples 
of compliance and of violation are provided.

Self-Determination
Practitioners should nurture and support client 
 self-determination—each individual’s right to make 
his or her own decisions. Applied to social work, 
this means that practitioners are responsible for 
(1) informing clients about available resources, 
(2) helping them define and articulate their alterna-
tives, and (3) assisting them in evaluating the conse-
quences of each option. The goal is to assist clients in 
making the best, most informed choices possible.

Example of Compliance Gilda is a social worker in 
a protective services unit for older adults in a large 
urban county’s Department of  Social Services. Her 
job is to visit older adults who may be at risk of some 
harm (e.g., being unable to care for themselves or suf-
fering physical abuse by others), assess the situation, 
and help them in whatever ways possible. Sometimes 
Gilda connects clients with appropriate resources 
like Meals-on-Wheels, an agency that delivers daily 
hot meals to older adults’ homes for minimal cost. 
Other times, Gilda helps place older adults in more 
structured settings, such as nursing homes, to meet 
their increasingly dependent needs.

One of  Gilda’s clients, Desiree, age 89, tripped 
on a crack in the sidewalk outside her home and 
severely sprained her ankle. Desiree is adamant that 
she will not leave her home, no matter what. She feels 
that would destroy her independence and effectively 
be the first step into the grave. However, Desiree 
is having a terrible time getting around in her own 
home. She can barely walk and usually has to crawl 
to the bathroom when no one is around to help her.

 3. Dignity and worth of the person: Holding in high 
esteem and appreciating individual value.

 4. Importance of human relationships: Valuing the 
dynamic reciprocal interactions between social 
workers and clients, including how they com-
municate, think and feel about each other, and 
 behave toward each other.

 5. Integrity: Maintaining trustworthiness and 
sound adherence to moral ideals.

 6. Competence: Having the necessary skills and 
abilities to work effectively with clients.

The second major facet in the Code, “Purpose of 
the NASW Code of  Ethics,” identifi es its six major 
aims: 

 1. Identifying primary social work values.
 2. Summarizing broad ethical principles as guide-

lines for practice.
 3. Helping determine relevant considerations when 

addressing an ethical dilemma. 
 4. Providing broad ethical standards to which 

the public in general may hold the profession 
accountable.

 5. Socializing new practitioners to the mission, 
goals, and ethics inherent in the profession.

 6. Articulating specifi c standards that the profes-
sion may use to judge its members’ conduct.

Of particular note is the Code’s emphasis on the 
complexity of  ethical dilemmas. The Code provides 
no simple formula for resolution; rather, it stresses 
that ethical dilemmas may be viewed from a range of 
perspectives. Therefore, social workers must use crit-
ical thinking to resolve ethical issues with the Code 
as a springboard. Focus on Critical Thinking 2.1 
provides examples of  ethical dilemmas social work-
ers may experience.

The Code’s third facet, “Ethical Principles,” is 
based on the six core values described previously and 
sets forth standards to which all practitioners should 
strive. For example, the ethical principle  relating to 
the value of  social justice states that “social work-
ers challenge social injustice.” Likewise, the principle 
based on integrity states that “social workers [should] 
behave in a trustworthy manner.” 

The final facet of  the Code, the “Ethical Stan-
dards,” is by far the most extensive. It encompasses 155 
specifi c principles clustered under six major categories. 
These include social workers’ ethical responsibilities to 
clients, to colleagues, in practice settings, as profession-
als, to the social work profession, and to the broader 
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FOCUS ON CRITICAL THINKING 2.1

What Should a Social Worker Do?

The following are examples of ethical dilemmas con-
fronting social workers. Answers are difficult because 
there are no perfect solutions. What would you do if you 
were a social worker in each of the following situations?

Scenario A1

Evita was a hospital social worker called in to talk with 
parents who had just brought their 6-week-old infant 
Eric, the youngest of their three children, to the emer-
gency room. Eric, whose skin had turned blue and who 
was not breathing, was placed on a respirator in inten-
sive care for 3 days. After that time, the medical staff 
determined that he was brain-dead, and the parents, 
Bill and Brenda, sorrowfully gave their permission to 
“pull the plug.” 

Evita had the opportunity to speak with Bill and 
Brenda as they waited steadfastly by Eric’s bedside 
hoping he would revive. She discovered that Bill had 
been baby-sitting Eric while Brenda ran some errands. 
Eric had been sleeping on the bed when Bill lay down 
to take a nap next to him. Apparently Bill had fallen 
asleep and rolled over on Eric, accidentally smothering 
him. Evita thought it was odd that Bill had not awak-
ened when Eric, an active baby who was large for his 
age, must have been struggling desperately for breath. 
Bill admitted that he had had a couple of beers prior to 
his nap but insisted that he was not drunk.

Tests revealed that Eric displayed no sign of injuries 
or other suspicious symptoms. The physician in charge 
of Eric was unaware of the story’s details. Therefore, she 
determined that Eric must have died of sudden infant 
death syndrome (SIDS), which she planned to cite as the 
cause of death. SIDS is “death from cessation of breath-
ing in a seemingly healthy infant, almost always during 
sleep” (Nichols, 1999, p. 1305).

Evita knew Eric’s death was not due to SIDS. Yet 
informing the overseeing physician about what really hap-
pened would probably do little good. Bill and Brenda were 
filled with sorrow and blamed themselves for the tragedy. 

Critical Thinking Questions
What good would it do to raise suspicions about the 
cause of death and parental competence? Might it 
only put the parents through an agonizing investiga-
tion and potentially cause removal of the other two 
children? If you were Evita, what would you do?

Scenario B
Harry is a county Department of Social Services worker 
whose clients consist primarily of poor,  female-headed 
families receiving public assistance. During one of his 
meetings with Dora, a single mother of three small chil-
dren, she happily reveals that she is baby-sitting for sev-
eral neighborhood children. She is thrilled to earn the 
extra income and is proud to share her news with Harry. 
Regulations state that people receiving public assis-
tance must report any additional income, with benefits 
then decreased proportionately. But reporting her extra 
income would probably undermine Dora’s trust and 
destroy Harry’s relationship with her. And Dora would 
probably stop baby-sitting because it would no longer 
get her ahead. She is barely making ends meet as it is 
with her meager public assistance payments. Dora 
already is participating in a compulsory job-training 
program, preparing her for full-time employment. 

Critical Thinking Questions
What good would it do to report this scanty income 
despite the fact that regulations require such reporting? 
Dora likely will get a full-time job soon, at which time 
public assistance payments will no longer be an issue. 
What should Harry do?

Scenario C
Ping is a social worker at a mental health center that 
provides individual and group counseling for a wide 
range of problems and issues. One of Ping’s clients is 
Cheyenne, age 14, who is depressed and potentially sui-
cidal. During one of their individual counseling ses-
sions, Cheyenne tells Ping that she is sexually active. 
She states that if she gets pregnant with her current boy-
friend she will surely kill herself. Cheyenne asks Ping to 
help her get some form of contraception, possibly from 
Planned Parenthood. Cheyenne indicates that her boy-
friend refuses to use condoms because he says he doesn’t 
like to feel restricted. Ping knows Cheyenne’s parents 
are very religious and are fervently against premarital 
sex. They would never consent to Cheyenne using con-
traception and would vehemently oppose Ping’s inter-
ference in this matter. 

Critical Thinking Questions
What about Cheyenne’s life and well-being? What 
should Ping do?

1
This case is based on one presented in Robison and Reeser 

(2000, pp. 2–3).
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Example of a Violation Jorge is a job coach for a 
county social services department. His job involves 
evaluating people’s strengths, skills, and interests; 
linking them with appropriate employment; and help-
ing them adjust to their work environments. Daisy, 
age 19, is one of  Jorge’s clients. Daisy emphasizes 
that she would like to get a job as a secretary or 
administrative assistant. Daisy says that she’s gener-
ally shy with people and would like a job in which she 
could work in a more solitary manner. She also says 
that she has always been good at typing. Jorge knows 
that Daisy never graduated from high school, and he 

Gilda thinks Desiree would probably be better off  
in a more structured setting where she could get the 
help she needs. However, Gilda respects  Desiree’s 
right to self-determination. So she works out a 
plan with Desiree that’s satisfactory to the client. 
Desiree will temporarily reside in a nearby health 
care facility for older adults until she can once again 
put pressure on her ankle and walk. Gilda makes 
 arrangements with the facility for Desiree to stay 
there. Gilda also helps Desiree arrange for some-
one to watch her home and forward her mail to her 
temporarily.

HIGHLIGHT 2.1

Ethical Standards in the NASW Code of Ethics

1. Social Workers’ Ethical Responsibilities to 
Clients 

 1.01 Commitment to Clients 
 1.02 Self-Determination 
 1.03 Informed Consent 
 1.04 Competence 
 1.05 Cultural Competence and Social 

Diversity 
 1.06 Conflicts of Interest 
 1.07 Privacy and Confidentiality 
 1.08 Access to Records 
 1.09 Sexual Relationships 
 1.10 Physical Contact 
 1.11 Sexual Harassment 
 1.12 Derogatory Language 
 1.13 Payment for Services 
 1.14  Clients Who Lack Decision-Making 

Capacity 
 1.15 Interruption of Services 
 1.16 Termination of Services 

2. Social Workers’ Ethical Responsibilities to 
Colleagues 

 2.01 Respect 
 2.02 Confidentiality 
 2.03 Interdisciplinary Collaboration 
 2.04 Disputes Involving Colleagues 
 2.05 Consultation 
 2.06 Referral for Services 
 2.07 Sexual Relationships 
 2.08 Sexual Harassment 
 2.09 Impairment of Colleagues 
 2.10 Incompetence of Colleagues 
 2.11 Unethical Conduct of Colleagues 

3. Social Workers’ Ethical Responsibilities in Prac-
tice Settings 

 3.01 Supervision and Consultation 
 3.02 Education and Training 
 3.03 Performance Evaluation 
 3.04 Client Records 
 3.05 Billing 
 3.06 Client Transfer 
 3.07 Administration 
 3.08 Continuing Education and Staff 

Develop ment 
 3.09 Commitments to Employers 
 3.10 Labor–Management Disputes 

4. Social Workers’ Ethical Responsibilities as 
Professionals 

 4.01 Competence 
 4.02 Discrimination 
 4.03 Private Conduct 
 4.04 Dishonesty, Fraud, and Deception 
 4.05 Impairment 
 4.06 Misrepresentation 
 4.07 Solicitations 
 4.08 Acknowledging Credit 

5. Social Workers’ Ethical Responsibilities to the 
Social Work Profession 
5.01 Integrity of the Profession 
5.02 Evaluation and Research 

6. Social Workers’ Ethical Responsibilities to the 
Broader Society 
6.01 Social Welfare 
6.02 Public Participation 
6.03 Public Emergencies 
6.04 Social and Political Action
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their significant others are present to hear their dis-
cussion. Sometimes, after a few cocktails, voices ele-
vate, and other diners can overhear.

Confl ict of Interest and Dual Relationships
The Code of Ethics warns practitioners to be acutely 
aware and steer clear of  any possible conflicts of 
interest that might obstruct professional judgment. 
In the social work context, a conflict of  interest is 
a clash between the responsibilities of  the profes-
sional role and the potential for personal gain. An 
example is a hospital social worker who encourages 
clients to purchase health insurance policies from 
her spouse, who is an insurance salesman. To what 
extent might this practice not be in the clients’ best 
interest? To what extent will this worker be biased to 
experience personal income gain? Another example 
involves a practitioner running for office who pres-
sures clients to vote for her. To what extent does this 
interfere with her ability to work with and help these 
clients? What if  the clients don’t agree with the work-
er’s political views? How will this alter the clients’ 
perception of the worker–client relationship? “Simi-
larly, a practitioner who invests money in a client’s 
business is embedded in a conflict of  interest; the 
professional’s financial interests may clash with her 
duty to the client (for example, if  the professional’s 
relationship with the client becomes strained because 
they disagree about some aspect of their shared busi-
ness venture)” (Reamer, 2001, p. 5). A client who is 
a used car salesman may even “offer to sell . . . [a 
worker] a car at a discount”; Dolgoff  and his col-
leagues (2005) emphasize to workers, “Don’t accept 
his offer, no matter how good it is!” (p. 142). Such a 
scenario may result in the client expecting something 
from the worker in return, such as special treatment 
or personal closeness. 

The Code emphasizes that clients’ best interests 
must be protected to the maximum extent possible. 
If  these interests are jeopardized, termination of the 
worker–client relationship and appropriate referral 
elsewhere may be necessary. 

One type of  confl ict of  interest involves dual or 
multiple relationships. Corey, Corey, and Callanan 
(2007) explain:

Dual or multiple relationships occur when profes-
sionals assume two or more roles at the same time or 
sequentially with a client. This may involve assuming 
more than one professional role (such as instruc-
tor and . . . [counselor]) or blending a professional 

doesn’t believe that her typing or writing skills are 
anywhere near adequate for such a position. There-
fore, he decides not to inform Daisy about available 
clerical positions. Rather, he steers her to think about 
becoming a sales clerk.

Privacy and Confi dentiality
Social workers must uphold client privacy and confi-
dentiality. Privacy is the condition of being free from 
unauthorized observation or intrusion. We have 
established that confidentiality is the ethical principle 
that workers should not share information provided 
by a client or about a client unless they have the cli-
ent’s explicit permission to do so.

There is more to confidentiality than may be 
immediately apparent. Confi dentiality means more 
than not revealing information about clients to oth-
ers. It also involves not asking for more information 
than is necessary, as well as informing clients about 
the limitations of  confi dentiality within the agency 
setting. For example, will supervisors, researchers, 
or students have access to private information? Must 
statistics and other data about clients’ personal lives 
be submitted to public regulatory agencies or fund-
ing sources for accountability (a profession’s respon-
sibility to clients and the community that workers 
are effectively doing what they say they are going 
to do)? Highlight 2.2 explores some issues involving 
confi dentiality and the Internet.

Example of Compliance Mackenzie is a school 
social worker who is just beginning a support group 
for sixth-grade children coping with their parents’ 
recent divorces. Early in the first session, she explains 
to the children the limits of confidentiality. For exam-
ple, if  they share anything about wanting to hurt 
someone or themselves, committing a crime, or par-
ticipating in sexual activity, it’s her responsibility to 
report it. This way, group members know where they 
stand. If  they share this kind of  information, they 
know Mackenzie has no choice but to report it.

Example of a Violation Peter and Piper are social 
work counselors at a group home for adolescent 
boys with emotional and behavioral problems. They 
and their significant others occasionally have dinner 
with a mutual friend, Jack, a county social services 
worker, along with his significant other. The three 
social workers regularly compare “battle stories” 
about their most difficult cases. This occurs despite 
the fact that they have very different caseloads and 
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HIGHLIGHT 2.2

Social Work, Confi dentiality, and the Internet

The Internet has become “one of  the major and indis-
pensable tools for knowledge acquisition, and is 
increasingly being used by social work professionals 
as a means of  both accessing and providing social 
work–related information” (Finn & Smith, 1997, 
p. 71; Ford, 2006). Internet etiquette (or “netiquette”) 
in some ways corresponds with ethics in person-to-
person or “hard-copy” situations, but in other ways it 
does not (Guffey, 2007, pp. 107–108; Marson, 2000, 
p. 20). “Cyberspace remains a new culture and has 
unique social forces and social sanctions that have no 
functional equivalent in the real world” (Marson, 
2000, p. 20). For example, client confidentiality is 
important in virtually all situations, yet the means of 
maintaining it electronically are unique (Stoesen, 
November 2007, p. 4). At least three issues are signifi-
cant (Marson, 2000).

First, social workers and their agencies must be well 
versed in any Internet functions they undertake. It must 
be clear who has access to client information and how. 
In the real world, workers lock their offices and, some-
times, their filing cabinets when they go home. They 
must know how to do the same thing in the electronic 
environment if  that’s where client communications and 
records are kept. Some simple rules apply: 

1. Keep passwords confidential.
2. Avoid calling up a password on the screen when 

others are in the room (this is akin to talking 
loudly about clients in a crowded lunchroom).

3. Avoid writing the password down or making it 
readily available on some database.

4. Alter passwords every few months.

Second, any language used should be professional 
and socially appropriate. Many people seem to feel 
more comfortable using derogatory language and may 
“blurt out thoughts without reflecting” seriously on 
what they’re saying (Guffey, 2007, p. 109). Perhaps it’s 
the anonymity or lack of physical interpersonal contact 
that makes people using the Internet feel more informal 
and, possibly, freer. It’s interesting that the Supreme 
Court ruled against the Communications Decency Act 
(CDA) in 1997. The CDA was “designed to protect 
children by prohibiting ‘indecent’ speech or images 
from being sent through cyberspace”; however, it was 
struck down “because in trying to protect children it 
would also keep adults from getting material they have 
a legal right to see” (Quittner, 1997, p. 28). The right to 
free speech on the Internet, therefore, remains carefully 
guarded (ACLU, 2008).

(continued)

and nonprofessional relationship (such as counselor 
and friend or counselor and business partner). Dual 
relationships also include providing [counseling] . . . 
to a relative or a friend’s relative, socializing with 
clients, becoming emotionally or sexually involved 
with a client or former client, combining the roles 
of supervisor and [counselor,] . . . having a business 
relationship with a client, borrowing money from a 
client, or loaning money to a client. (p. 262)

The Code of  Ethics states that “[s]ocial workers 
should not engage in dual or multiple relationships 
with clients or former clients” where such people have 
any risk of  being harmed (NASW, 1999, 1.06c). As 
in other potential conflicts of interest, social workers 
should always give top priority to clients’ best inter-
ests. Dolgoff and his colleagues (2009) reflect:

Must dual-role relationships necessarily interfere 
with professional relationships or be confl ictual? In 

modern society where everyone fi lls multiple roles, 
there are many opportunities for social workers and 
clients to participate in dual or multiple relation-
ships. Both may be members of the same political 
party, church, mosque, or synagogue, or their chil-
dren may attend the same schools or be classmates. 
There is no reason for a social worker to withdraw 
from these activities simply because the client also 
engages in them. The issue is to separate the pro-
fessional relationship from other relationships [in 
order to avoid ethical dilemmas]. (p. 144) 

However, it remains important for the worker 
to remember that “there is always the potential for 
a confl ict of  interest and of  exploitation of  the per-
son seeking help. This makes it critical that whenever 
there is a possibility of  a dual relationship the . . . 
[practitioner], who is the person who knows the dif-
fi culties that could arise in such relationships, must 
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Javon feels uncomfortable about this dual relation-
ship, knowing Laura both as a client and a former 
colleague. Javon gently thanks her for her confidence 
and then explains how he feels such a dual relation-
ship would create a serious ethical dilemma for him. 
He feels he cannot be objective and offer her the 
best help possible. He refers her to one of  his col-
leagues, whom he candidly describes as an excellent 
counselor.

Example of a Violation Huda is a Protective Ser-
vices worker whose primary job is to investigate 
alleged cases of  child maltreatment and make rec-
ommendations for treatment, sometimes involving 
children’s removal from the home. Huda attends the 
first session of  a yoga class where she is startled to 
see that the instructor, Hope, is the mother in one 
of  the families with whom Huda is currently work-
ing. Huda participates in the whole class, after which 

think about and perhaps discuss with a supervisor the 
potential confl icts of interest and exploitation before 
entering into such a relationship” (Syme, 2003, p. 8).

Example of Compliance2 Javon is a social worker 
at a substance abuse counseling center. He has just 
received a referral of  a client, Laura Hedgehog, 
whose name is not familiar to him. When she arrives 
at his office, he is surprised to find out he knows her. 
He used to work with her at another social services 
agency several years ago and had even formed a mild 
friendship with her. She apparently had since mar-
ried and changed her last name. Laura greets Javon 
enthusiastically and emphasizes how happy she is 
that he will be her counselor. She stresses how much 
she trusts his competence and knows he can help her. 

2
This example is loosely based on one presented in Ethical Decisions 

for Social Work Practice (7th ed.) by Dolgoff et al. (2005, p. 247).

HIGHLIGHT 2.2 (continued)

Professional ethics can provide guidelines for proper 
behavior. The NASW Code of  Ethics states that 
“[s]ocial workers should not use derogatory language in 
their written or verbal communications to or about cli-
ents” (NASW, 1999, 1.12).

A third issue involving confidentiality concerns the 
ease with which information can be shared with large 
numbers of people such as those on a listserv—“a com-
puterized system by which subscribers are able to 
communicate to all other subscribers by sending a 
transmission to one address” (Marson, 1998, p. 21). It is 
easy to reply to all listserv members, instead of only the 
person who initiated a contact or raised a question. 
Information conveyed in chatroom conversations (in 
which a number of  people can communicate concur-
rently at a Website) should also be carefully monitored.

Social workers use the Internet for many reasons 
including the following (Marson, 1998):

● Networking. This involves the establishment of com-
munication and interpersonal interaction among 
people to provide support, exchange information, or 
achieve some designated goal. For example, social 
workers in one state network with each other to 
share information about pending social legislation 
and advocate for positive changes.

● Sharing resource material to improve practice and 
agency service. However, note that not all resource 
material is of  equal value or even of  any value. For 

example, one brief  Internet search revealed Websites 
entitled Captain Ozone, Cheesy-wotsits, Evil Fluffy 
Bunnies of  Doom, and Puppet Terrors. It’s impor-
tant to evaluate the validity of any Website concern-
ing its currency, the reliability of  who developed or 
sponsors the site, the content’s purpose and intended 
audience, and accuracy (Guffey, 2008).

● Identifying referral services for specific client needs. 
Marson (1998) cites a case in which “an anonymous 
social worker had a client who was suffering from 
terminal lung cancer and was receiving hospice ser-
vices at her home. [A hospice is a place of  rest or a 
system of services providing care for people who are 
terminally ill. The idea is to make people as com-
fortable as possible in the little time they have before 
they die.] The client’s physical isolation made a 
dreadful situation worse. In an effort to assist with 
her last months, the social worker linked the client 
to UseNet’s cancer support group [on the Internet], 
which provided her with the support vital for her 
morale” (p. 24).

● Seeking out or conducting research. It’s easy to consult 
with colleagues and to exchange documents regarding 
effective practice techniques and research projects.

● Avoiding phone tag by communicating efficiently. 
Sometimes it’s difficult to reach people, especially 
when they’re busy and unavailable. When informa-
tion must be conveyed quickly, e-mail provides a 
good alternative.
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together until Diana gets back on her feet and leaves 
Tyrone’s program.

Example of a Violation Alyssa, age 24, is a coun-
selor at a community-based halfway house for men 
on parole who are also substance abusers. Halfway 
houses are transitional dwellings that provide struc-
ture, support, and guidance for persons unable to 
function independently in the community. They are 
transitional because they provide a middle ground 
between a full-time residential setting (e.g., an insti-
tution or prison) and the relative freedom of  living 
in the community.3 Parole is the “conditional release 
of  a prisoner serving an indeterminate or unexpired 
sentence,” usually for good behavior or the promise 
of  good behavior, under the supervision of  a desig-
nated parole officer (Mish, 1995, p. 846).

Most of  the clients residing in the halfway house 
are in their 20s and early 30s. Alyssa finds herself  
physically attracted to Butch, a good-looking, charm-
ing 26-year-old parolee who resides in the house. She 
fi ghts her feelings but fi nally gives in. When he asks 
her for a date, she assents and begins an intimate 
relationship with Butch “on the sly.” Agency policy 
clearly forbids any such relationships with current 
clients or anyone who has been a client within the 
past 6 months.

Social Workers’ Ethical Responsibilities 
to Colleagues
The NASW Code of  Ethics specifies 11 areas in 
which practitioners have ethical responsibilities to 
colleagues. The focus is on maintaining respect for 
colleagues even when differences of opinion arise and 
on working cooperatively for clients’ benefit. Social 
workers should make referrals to professionals with 
other areas of expertise when necessary. In addition, 
they should address situations in which colleagues are 
functioning ineffectively due to personal problems or 
unethical conduct. They should either approach the 
colleague directly or go through appropriate channels 
(such as in the agency or through professional associ-
ations) to help alleviate the problem. Arbitrarily, two 
areas involving social workers’ ethical responsibilities 
to colleagues are discussed here—respect and referral 
for services.

Hope approaches her. Hope enthusiastically wel-
comes her and says she’d be happy to give Huda a 
discount in registration fees. Huda thinks to herself, 
“What would it hurt? I’m pretty strapped for cash 
this month. It certainly won’t influence my decision 
about her family or anything like that.” Will it?

Sexual Relationships
Another type of  dual relationship involves sexual 
relationships, which the Code emphasizes by address-
ing it as a separate topic. Simply put, social workers 
should not have sexual relationships with current cli-
ents, clients’ relatives, or others personally involved 
with clients. The Code of  Ethics also discourages 
social workers from having sexual relationships with 
former clients. If  a social worker pursues this under 
“extraordinary circumstances, 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” (NASW, 1999, 1.09c). Additionally, 
social workers should not provide clinical services to 
clients with whom they were formerly sexual partners.

The Code uses powerful language to emphasize 
that workers should not have sex with clients under 
any circumstances. Parsons (2001) explains that the 
“inappropriateness of  sexual relationship between 
helper and client rests in the fact that the helping 
relationship is unbalanced in power. . . . Thus, the 
reciprocal nature characteristic of  a healthy inti-
mate relationship is not possible” (p. 146). Corey 
and his colleagues (2007) indicate that harmful 
effects can range “from mistrust of  opposite sex 
relationships to hospitalization and, in some cases, 
suicide. Other effects of  sexual intimacies on clients’ 
emotional, social, and sexual adjustment” include 
“negative feelings about the experience, a negative 
impact on their personality, and a deterioration of 
their sexual relationship with their primary part-
ner” (p. 299).

Example of Compliance Tyrone is a social worker 
with a caseload of  families, mostly young women, 
receiving public assistance. Diana, one of his clients, 
has worked quite hard to get through a job-training 
program and find stable employment. They had hit 
it off  since the beginning and respected each other’s 
efforts. One day, Diana casually asks Tyrone if  he’d 
be interested in dinner and a movie the following 
weekend. He politely declines. They continue working 

3
Clients using halfway houses may also include people with a his-

tory of mental illness.
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Practitioners should make such referrals as smoothly 
as possible, conveying vital information to the new 
service provider. Workers should receive no personal 
payment or gain from such referrals.

Example of Compliance Jacob is a housing worker 
for a county social services department who helps 
“disadvantaged populations who need assistance in 
obtaining quality and affordable housing in the hous-
ing market” (Gibelman, 1995, pp. 298–299). One of 
Jacob’s clients, Kendra, has significant physical dis-
abilities including advancing arthritis and declining 
eyesight. Jacob determines that only one of  Ken-
dra’s needs is housing. Her health requirements are 
also critical. Jacob acknowledges that he knows little 
about the health services that Kendra needs and so 
refers her to another agency worker with expertise 
in that area. Meanwhile, Jacob continues working to 
fulfill her housing needs.

Example of a Violation Olivia is a case manager for 
people with cognitive disabilities (formerly referred to 
as mental retardation). Tyler, age 20, has just begun 
living in a group home for people with cognitive dis-
abilities and working in sheltered employment, a pro-
gram involving work in a safe, closely supervised 
environment for people who have trouble function-
ing more independently. Clients usually receive at 
most minimum and usually significantly less than 
minimum wage. Because of  his relatively high level 
of functioning, Olivia thinks Tyler could actually do 
well in regular employment (e.g., doing maintenance 
work or stocking shelves at a grocery store). He has 
good job skills, such as readily complying with super-
visors’ instructions, being punctual, and taking his 
work seriously.

The problem is that Olivia has a large caseload 
of  clients and can barely keep up with her most 
critical work. Referring Tyler to a job specialist, 
filling out all the required paperwork, and arrang-
ing whatever transportation is necessary would take 
a huge amount of  time. On the one hand, referring 
Tyler would help him better live up to his potential, 
enhance his self-esteem because he could hold a regu-
lar job, and, frankly, earn him more money. On the 
other, it’s not really hurting him to remain where he 
is, despite the fact that it’s not the best work setting 
for him. Olivia decides that Tyler will stay working in 
sheltered employment. Her time is too valuable, and 
she simply doesn’t have enough of it.

Respect
Social workers should respect and work coopera-
tively with colleagues. They should avoid unfounded 
criticism of  colleagues, including that directed at 
personal characteristics unrelated to professional 
performance.

Example of Compliance Bo, a social worker at a 
diagnostic and treatment center for children with 
multiple disabilities, has a different professional ori-
entation than many of  her colleagues in the other 
disciplines there. For example, she feels that the fam-
ily environment is important and so often works with 
families to discuss issues and link them with needed 
services. She sees the entire family as the client sys-
tem. However, Darwin, the agency’s psychologist, 
does not see such family work as important. Rather, 
he views the child as the client and focuses on chang-
ing the child’s behavior by using structured behavior 
modification techniques. He primarily does indi-
vidual therapy with children and offers consultation 
to other therapists (including speech, occupational 
therapy,4 and physical therapy5) regarding how to 
control and improve children’s behavior.

Bo respects Darwin and strives to work together 
with him in a cooperative effort. Although she does 
not always agree with his treatment focus, she appreci-
ates how they both bring their professional strengths 
to the process.

Example of a Violation Simon, a foster care worker, 
intensely dislikes his colleague Joellen, a worker in 
the same unit. He feels that she is lazy, knows little, 
and fails to take her job seriously. Simon takes every 
opportunity to criticize Joellen behind her back to 
other workers by focusing on the fact that she has a 
high-pitched, screechy voice and a grating, cackling 
laugh.

Referral for Services
Social workers should refer clients to other profes-
sionals when these others have the knowledge and 
skills necessary for making progress with clients. 

4Occupational therapy is “therapy that utilizes useful and creative 
activities to facilitate psychological or physical rehabilitation” 
(Nichols, 1999, p. 914).
5
Physical therapy is “the treatment or management of physical dis-

ability, malfunction, or pain by physical techniques, such as exer-
cise, massage, hydrotherapy, etc.” (Nichols, 1999, p. 996).
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to speak with the nursing supervisor. If  that doesn’t 
work, she will go over the nursing supervisor’s head 
and speak with the home’s director, who is also her 
immediate supervisor.7 If  worst comes to worst, 
she’ll report this to the state agency that licenses and 
regulates nursing homes. She knows that will make 
almost everyone at the home angry because it will 
make the entire agency and all its employees look 
bad to the outside world.

Example of a Violation Lakeisha determines that 
she doesn’t want to make waves. After all, she thinks 
to herself, the practice really isn’t hurting anybody, is 
it? The papers being signed aren’t all that important 
anyway. She decides to forget that she ever saw the 
signings happen and look the other way if  she ever 
sees it again.

Social Workers’ Ethical Responsibilities 
as Professionals
Social workers’ ethical responsibilities as profes-
sionals include eight broad dimensions by which 
they should judge their behavior and responsibility. 
First and foremost, they should be competent to do 
their jobs. If  they are not, they should either seek 
education and learn the skills they need to become 
competent or get another job. Next, they should not 
“practice, condone, facilitate, or collaborate with 
any form of  discrimination on the basis of  race, 
ethnicity, national origin, color, sex, sexual orienta-
tion, age, marital status, political belief, religion, or 
mental or physical disability” (NASW, 1999, 4.02). 
“Social workers should not permit their private 
conduct to interfere with their ability to fulfill their 
professional responsibilities” (NASW, 1999, 4.03). 
Some types of  conduct interfere with a practitioner’s 
ability to function. For instance, one agency admin-
istrator actively supported a racist candidate run-
ning for public office (Reamer, 2006). As a result, 
several agency staff  resigned in protest and the 
administrator’s supervisor and other personnel were 

Social Workers’ Ethical Responsibilities 
in Practice Settings
This section of the Code of Ethics focuses on appro-
priate behavior in practice settings. Social workers 
who supervise others should be competent and evalu-
ate supervisees fairly. Any information or data social 
workers record should be accurate. They should 
advocate for increased funding both inside and out-
side their agencies when resources are needed for 
clients. They also should “act to prevent and elimi-
nate discrimination in the employing organization’s 
work assignments and in its employment policies 
and practices” (NASW, 1999, 3.9e). Finally, practi-
tioners should make sure their employers are aware 
of  unethical practices. The following is an example 
of  a dilemma faced by a social worker in an agency 
setting.

Case Example Lakeisha got a job as a social worker 
at a nursing home 3 weeks ago. She is just beginning 
to feel comfortable there and is gradually learning the 
agency’s policies and practices. Unfortunately, twice 
she’s observed a disturbing scenario. Papers such 
as wills or insurance statements must be signed by 
 witnesses. On two occasions, Lakeisha saw the nurs-
ing supervisor, who is really quite powerful within the 
agency, ask a resident with Alzheimer’s disease6 to 
sign the paper for another patient with the same dis-
ease. Witnesses who sign legal papers are supposed to 
be of sound mind, and these residents obviously were 
not. No one was safeguarding either of  the patients’ 
best interests. Lakeisha was new at the agency and 
did not want to come across as a troublemaker, yet 
this signing practice was clearly wrong. The Code of 
Ethics instructs social workers to “act on behalf  of 
clients who lack the capacity to make informed deci-
sions” and to “take reasonable steps to safeguard the 
interests and rights of  those clients” (NASW, 1999, 
1.14). Lakiesha was also responsible for making sure 
the agency was aware of unethical practices (NASW, 
1999, 3.09c). What should Lakeisha do?

Example of Compliance Lakeisha decides that she 
cannot overlook this unethical practice despite the 
fact that speaking up might endanger her job. She 
has over 5 months of  probation to go. She resolves 

7
Note that when a worker has a complaint it’s often most useful 

to go directly to the people the complaint involves and give them 
feedback. Subsequently, if  that doesn’t work, it’s usually best to go 
to a supervisor and, as needed, gradually go up the chain of com-
mand. Going over supervisors’ and administrators’ heads with-
out fi rst approaching them with complaints generally makes them 
mad. It implies that they can’t handle the problem at their level 
and may make them look incompetent to those above them in the 
agency’s power structure.

6
Alzheimer’s disease is a common disease of  unknown origin 

that is characterized by mental decline and numerous cognitive 
problems.
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manner. Social workers should be honest with all 
involved regarding what they plan to do while con-
ducting the research, who will have access to any 
information and fi ndings gained, and who deserves 
credit for any fi ndings obtained.

Social Workers’ Ethical Responsibilities to 
the Broader Society
Ethical responsibilities to the broader society  include 
four areas that reflect the core of  social work—
namely, to advocate and work for people’s general 
welfare. This responsibility surpasses those listed in 
most job descriptions. Social workers should promote 
people’s general welfare on all levels, from the local 
to the global. They should become actively involved 
in the formulation of public policy and flock to pro-
vide help during emergencies (e.g., floods, tornadoes, 
or earthquakes).

As part of  their professional responsibilities, 
social workers should pursue social and political 
action to ensure fair and equal access to resources 
and opportunities. They should actively support 
policies to improve the human condition and pro-
mote social justice for all. They should especially 
work to enhance opportunities for “vulnerable, dis-
advantaged, oppressed, and exploited people and 
groups” (NASW, 1999, 6.04b). They should support 
 conditions and policies that respect cultural diversity. 
Similarly, they should work to prevent and eliminate 
conditions and policies discriminating against or 
exploiting people, especially vulnerable populations. 

 “concerned that the social worker’s private conduct 
was harming the hospital’s reputation and interfer-
ing with her ability to perform her duties” (Reamer, 
2006, p. 199).

Social workers should also be honest, avoid fraud, 
and seek help when personal problems begin to inter-
fere with their professional effectiveness. They should 
represent themselves and their qualifications accu-
rately. They should never take credit for someone 
else’s work. 

Finally, social workers should not solicit clients 
for purposes of  personal gain. Reamer (2006) pro-
vides an example:

A social worker at a public child welfare agency pro-
vided [social] . . . services to families whose chil-
dren had been placed in foster care after allegations 
of abuse and neglect. She also maintained a small 
private practice [where she billed clients for coun-
seling on a private basis]. The social worker told a 
couple she worked with at the child welfare agency 
that they would need to obtain long-term counseling 
if they hoped to regain custody of their child. She 
mentioned that she had a private practice outside the 
agency, gave the couple her business card, and said, 
“It might be in your best interest to see me regularly 
for counseling.” The couple felt coerced but none-
theless agreed to see the social worker privately to 
increase their chances of regaining custody of their 
child. (pp. 208–209)

Social Workers’ Ethical Responsibilities to 
the Social Work Profession
Ethical responsibilities to the social work profession 
focus on two dimensions—integrity, and evaluation 
and research. Integrity refers to social workers’ pro-
motion of  high practice standards. Social workers 
should strive to maintain and enhance professional 
knowledge, values, and ethics. They should partici-
pate in activities aimed at professional contributions 
such as “teaching, research, consultation, service, 
legislative testimony, presentations in the commu-
nity, and participation in their professional orga-
nizations” (NASW, 1999, 5.01c). And they should 
contribute to the social work knowledge base.

Similarly, social workers should encourage research 
and evaluation of  practice effectiveness, monitor 
practice policies and interventions to ensure effective-
ness, and maintain current knowledge of evaluation 
approaches. Research should be done in an ethical 

Social workers have the ethical responsibility to promote people’s 
general welfare. One issue is health care for older adults. Here, 
older adults rally on the behalf of Medicare benefi ts.
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Highlight 2.3 presents two situations in which social 
workers are ethically responsible for helping people 
and go beyond their job of  providing direct services 
to clients.

International Social Welfare in a 
Global Context
Even beyond a macro focus at the national level, 
international issues are of concern to social workers. 
Globalization is the “process of global integration in 
which diverse peoples, economies, cultures, and polit-
ical processes are increasingly subjected to interna-
tional influences” (Khinduka, 2008; Midgley, 1997, 
p. xi). The world is indeed getting smaller. I recently 
traveled to Southeast Asia, including Ho Chi Minh 

HIGHLIGHT 2.3

Social Workers’ Ethical Obligations to Help People 
at the Macro Level

The following two scenarios reflect situations in which 
social workers might confront an ethical dilemma that 
goes beyond their own practice with individuals, fami-
lies, and groups.

Scenario A
The private social service agency Jack works for does 
not have a formalized affirmative action policy for hir-
ing personnel. He has overheard the agency director 
make several crude racial remarks and jokes about 
people of  color. He cannot believe that a person with 
such authority has gotten away with that. The agency 
has no people of  color on staff  despite having numer-
ous clients who are. Jack feels that recruiting staff  
members who are people of  color is essential to the 
agency’s ability to perform the way it’s supposed to. 
He also believes that current staff  members, including 
the agency director, need feedback to work on chang-
ing their prejudicial and discriminatory behavior.

Jack determines that he must confront this ethical 
issue despite possible negative consequences, including 
being fired. He decides to talk with his colleagues to see 
if  he can muster more support. He knows that often a 
cohesive group can have a greater impact on making 
changes in organizations and communities than can 
one person alone. He finds out that several other agency 
workers feel the same way he does. Together, they 

develop a plan to talk to the agency director and pro-
vide some suggestions.

Scenario B
L’Toya is a worker at a rural county social services agency. 
She, her colleagues, and agency administrators have iden-
tified a significant lesbian and gay population within the 
area. She and the other professionals would like to imple-
ment a new program providing support groups for les-
bian and gay people dealing with several issues, including 
single parenthood and legal difficulties such as housing 
discrimination. Two relatively powerful members of the 
County Board get wind of the idea and react in an angry, 
negative fashion. They consider people with a sexual ori-
entation other than heterosexuality sinful. They also con-
tend that there are no gay or lesbian people in the 
area—they surely would know about it if there were.

L’Toya works with the other interested professionals 
to devise a plan. First, these two board members need 
to be educated regarding the issues and needs of  les-
bian and gay people. Perhaps other board members are 
more knowledgeable and enlightened, and would be 
more supportive. Maybe some advocates of a gay rights 
organization in another part of the state can help. And 
perhaps they can assess gay and lesbian people’s needs 
by conducting some research in the area. L’Toya and 
the others are on their way to developing a plan.

City in Vietnam. As we motored along a main roadway 
after dusk, it was amazing to see family members 
huddled around 12-inch television sets in tiny home 
after tiny home. I thought of  the millions of  Ameri-
can homes in which essentially the same thing was 
happening, although the television sets and homes 
were much bigger.

We also stayed in a huge new hotel in the cosmo-
politan, modern city–state of  Singapore. My room-
mate was going to a grocery store in a shopping 
center next door to pick up some deli items for an 
informal supper in our room. I jokingly told her to 
pick up some Merkt’s cheese spread, a brand found 
all over the Midwest including Wisconsin, where we 
live. When she returned and showed me her bounty, 
she held up a plastic container of  Kaukauna cheese 
spread, amazingly made in Wisconsin only a few 
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referred to as “positive freedoms” as they require 
a government to take action for them to be realized 
for individuals. They include such rights as medi-
cal care, the right to an education, and the right 
to a fair wage. The last group, collective rights, are 
rights for groups of people and include the rights to 
religion, peace, and development. (pp. 17–18)

A Global Human Rights Violation: 
Human Traffi cking
An atrocious violation of  human rights is human 
trafficking. Human trafficking is the transfer of peo-
ple across international boundaries to enslave them 
in some way, usually involving forced labor or sex-
ual exploitation; human trafficking may also include 
infants and children who are purchased for adop-
tion on the black market (Potocky, 2008). Another 
aspect of  human trafficking concerns the harvesting 
of human organs (Childress, 2006; Hodge, 2008). 

Three conditions commonly characterize traffi ck-
ing (Mapp, 2008). The first involves movement of 
the victim from one place to another. Internation-
ally, victims are usually targeted in countries experi-
encing economic hardship or serious political unrest 
and sent to “wealthy, industrialized nations” (Hodge, 
2008, p. 145; Mapp, 2008). Second, 

deception or coercion is involved. Although the migra-
tion might be voluntary, the person is not truly aware 
of what lies ahead. Many people migrate willingly 
for better-paying work, but it may become traffi ck-
ing when they arrive at their destination and realize 
the work is not what they were promised. They may 
have been promised a good wage for domestic labor 
but fi nd that they are imprisoned in a house and paid 
nothing. They may have signed a contract for fac-
tory labor only to arrive and fi nd they have been sold 
into prostitution. (Mapp, 2008, p. 32) 

The third element of  trafficking involves being 
forced into some form of  physical labor or sexual 
activity against the victim’s will.

A Case Example of Human Traffi cking
People targeted as victims are often exceptionally 
vulnerable, poor, or socially isolated. Consider, for 
example, Safah, a 14-year-old Iraqi girl who was 
placed in an orphanage after her father’s death (Ben-
nett, 2006). There she was befriended by a seemingly 
kind nurse who said she wanted to adopt Safah. 
Because the nurse indicated the formal adoption 

miles from my home. I was astonished. We were on 
the other side of the world.

The world is also getting more interdependent. In 
a global economy, what social and economic forces 
impact one nation may well result in repercussions in 
many other nations. Hokenstad and Midgley (1997) 
explain:

Social work is one of many players in the response 
to these realities of  global interdependence. The 
scope of  global poverty and the intensity of  eth-
nic conflict require first political and economic 
responses by nations and international organiza-
tions. Global challenges require action on many 
levels by many actors. Nevertheless, these are prob-
lems that are directly related to social work com-
mitment and expertise. Social workers at the local 
level are directly involved with the implications of 
international realities by working with refugees or 
helping displaced workers. At the national level in 
many countries, the profession is active in promot-
ing economic and social justice policy. Internation-
ally, social work organizations are increasingly 
active in combating human rights violations. Thus, 
it is essential for social workers to have an interna-
tional perspective and understanding to be effective 
practitioners in today’s world. (pp. 3–4)

Note that the distinction will be made between 
the terms “international” and “global.” Interna-
tional concerns relationships and issues between two 
or more nations. Global involves relationships and 
issues concerning all nations around the globe.

Global Human Rights 
In response to the atrocities of  World War II, the 
General Assembly of  the United Nations adopted a 
Universal Declaration of  Human Rights (UNDR) 
in December 1948 (UN, 1948). Human rights involve 
the premise that all people regardless of  race, cul-
ture, or national origin are entitled to basic rights 
and treatment. Mapp (2008) elaborates:

Within the UNDR, there are three areas of rights: 
[1] political and civil rights, [2] social, economic, 
and cultural rights, and [3] collective rights. Politi-
cal and civil rights are often referred to as “negative 
freedoms” as they require a government to refrain 
from an overuse of its power against individuals. 
Included in this are rights such as freedom of speech 
and the right to a fair trial. The second groups of 
rights—social, economic, and cultural rights—are 
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or raped by their traffickers. Those who’ve been 
used as prostitutes may have sexually transmit-
ted [infections] . . . , while those who’ve slaved as 
laborers may have back problems, hearing loss and 
respiratory or cardiovascular diseases. A number of 
victims, especially children, also show signs of mal-
nourishment. (Fred, 2004, p. 4) 

The NASW Policy Statement on Human Rights
The National Association of Social Workers (NASW) 
Policy Statement on human rights indicates that social 
workers must:

● “Advocate for the rights of vulnerable people”;
● “Be especially vigilant about human rights viola-

tions related to children’s rights and exploitation 
such as child labor, child prostitution, and other 
crimes of abuse and take leadership in developing 
public and professional awareness regarding these 
issues”;

● “When entitlements are nonexistent or inade-
quately implemented, . . . work in collaboration 
with governmental and nongovernmental organi-
zations and other groups of  people in the com-
munity and become a leading force for the health 
and welfare of  all people, including the world’s 
most vulnerable”;

● “In all fi elds of practice . . . be grounded in human 
rights” (NASW, 2006, pp. 233–234).

Social Workers’ Responsibility to 
Empower Victims
What can social workers do about this critical 
global human rights issue? There are a number of 
suggestions: 

 1. Social workers should “look below the surface” 
when working with clients and seek to identify 
victims of  human traffi cking so that they can be 
helped (Fred, 2004, p. 4). 

 2. Social workers should advocate for the devel-
opment of  programs and provision of  services 
to help victims of  human trafficking to escape 
bondage and get what they need. Such services 
may include “legal assistance, financial assis-
tance, and help with food and housing” (Mapp, 
2008, p. 46). Social workers can also link victims 
to existing resources.

 3. Social workers can strive to formulate and imple-
ment “policies that punish those who exploit others 

process would take too long, she developed a plan to 
get Safah out of the orphanage. The nurse instructed 
Safah to pretend she had appendicitis and scream 
out in pain so that Safah would be taken to the hos-
pital. Once there “the nurse whisked Safah into a 
waiting car. The next three weeks were the worst in 
Safah’s life. ‘I was tortured and beaten and insulted 
a lot in that house,’ Safah says. She wouldn’t provide 
many details about what happened in the whiskey-
soaked den” of  a house in a middle-class district of 
Baghdad; she became “desperate” when she under-
stood she was to be sold to Sa’ad, a man in Dubai, 
for $10,000 (Bennett, 2006). Safah confided her situ-
ation to a neighborhood boy who reported the situ-
ation to the police. Both Safah and the nurse were 
placed in the same prison for the next 6 months until 
bureaucratic red tape could be untangled and Safah 
sent back to the orphanage.

The Extent of Human Traffi cking
Although it is difficult to obtain accurate numbers 
because of the secrecy and shame involved, it is esti-
mated that 600,000 to 800,000 people are trafficked 
annually across international borders (Hodge, 2008). 
These numbers include people transported to the 
United States, which is, after Italy, and followed by 
Germany and the Netherlands, the most common 
destination for victims (Monzini, 2004). The prob-
lem continues to escalate (de Silva, 2007). 

Controlling Victims
A number of  factors are used to keep victims under 
control once they have been seized (Fred, 2004). 
First, they may be coerced into labor to pay back the 
“debt” they accrued by being transported into the 
new country. Second, captors may threaten to physi-
cally injure the victims or report them to immigra-
tion authorities for deportation if  they don’t obey. 
Third, captors may threaten to harm the victims’ 
families at home or inform their families about the 
victims’ status to shame them. Fourth, captors may 
disorient victims by moving them frequently from 
one location (e.g., brothel) to another.

Consequences for Victims
Consequences of  trafficking for victims are very 
serious. 

[M]any trafficking victims will have perma-
nent physical damage from being brutally beaten 
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(Healy, 2008b; Mapp, 2008, p. 46).  (Community 
development is “a planned approach to improv-
ing the standard of living and general well-being 
of people” [Butterfi eld & Chisanga, 2008, p. 381]. 
It emphasizes identification, enhancement, and 
linkage of communities’ strengths to generate “self-
reliant, self-sustaining communities that mobi-
lize resources for the benefit of  their members” 
[Homan, 2008, p. 52]). Mapp (2008) explains:

An example of  empowering oppressed people, 
thus reducing their vulnerability to forced labor, 
can be found in the case of  the Self-Employed 
Women’s Association (SEWA) of India. . . . Its 
goal is to assist self-employed women in South 
and Southeast Asia who face personal barriers 
such as high rates of illiteracy, having to care for 
multiple children, and living in slum conditions, 
as well as macro barriers such as exploitation by 
moneylenders and harassment by employers and 
offi cials. Today, SEWA is the largest single union 
in India and has founded a bank with 70,000 
accounts in order to provide micro-fi nance loans 
to its members. The bank also provides insurance 
for its members, while the union assists with child 
care and legal aid. Through methods such as these, 
the women are able to provide for themselves and 
their families without resorting to forced labor. 
(pp. 47–48)

International Social Work 
International social work is “international profes-
sional action and the capacity for international 
action by the social work profession and its mem-
bers. International action has four dimensions: inter-
nationally related domestic practice and advocacy, 
professional exchange, international practice, and 
international policy development and advocacy” 
(Healy, 2008b, p. 10).

An important concept inherent in this defi nition 
is action, namely, planning and getting things done. 
Social workers work together on an international 
basis to establish goals to enhance human well-being.

The fi rst dimension in international action con-
cerns internationally related domestic practice and 
advocacy. Healy (2008b) explains:

Social workers are increasingly called on to deal 
with problems that have an international dimension, 
meaning that two or more countries are involved 

into forced labor. In addition, these efforts can be 
focused on those who commit their crimes within 
our borders, as well as extraditing citizens who 
commit crimes in other countries” (Mapp, 2008, 
p. 46). For example, social workers can encourage 
state and national legislators “to pass [strong] anti-
traffi cking legislation” (Mapp, 2008, p. 48). 

   They can also support the passage and imple-
mentation of  legislation helping victims such as 
the federal 

Victims Traffi cking and Violence Protection Act of 
2000 (P.L. 106-386), which was amended in 2003 
by the Traffi cking Victims Protection Reauthori-
zation Act (P.L. 108-193). This statute explicitly 
recognizes that existing laws often fail to protect 
victims of traffi cking and, paradoxically, often pun-
ish victims more severely than they do traffi ckers. 
Accordingly, the law stipulates that victims of severe 
traffi cking should not be inappropriately penalized 
for unlawful acts committed as a result of being 
trafficked, such as using false documents, enter-
ing the country without documentation, or working 
without documentation (P.L. 106-386). This provi-
sion, at least in principle, removes one of the key 
threats that traffi ckers use to coerce young women 
and children into the sex industry [i.e., deportation 
or incarceration]. (Hodge, 2008, p. 148)

   Additionally, this legislation created a unique 
type of  visa for people who experience extreme 
forms of  traffi cking including forced sexual acts 
and for victims less than age 18 (Hodge, 2008). 
The visa allows victims to remain in the United 
States while they help in the prosecution of  per-
petrators. It also allows victims to receive a range 
of  services including those provided by the Wit-
ness Protection Program. “After three years, per-
manent residency may be granted (Aronowitz, 
2004)” (Hodge, 2008, p. 148).

 4. Social workers can educate others about the issue 
and what might be done to address it (Mapp, 
2008).

 5. On a global level, social workers can work 
together with other practitioners, groups, and 
international organizations in this and other 
countries to address the core variables that allow 
for and encourage human traffi cking. Goals may 
include community development to tackle such 
issues as “poverty and gender discrimination” 
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with professionals in other countries or host-
ing visitors, participating in professional inter-
change at international meetings, and identifying 
and adapting social welfare innovations in other 
countries to one’s own setting. Increasingly, pro-
fessional exchange is facilitated by technological 
advances in computer-assisted communications 
and teleconferencing. . . .

The third dimension of international action is 
the preparation of some professional social workers 
to contribute directly to international development 
work [international practice] through employment 
or volunteer work in international [community] 
development agencies. (pp. 12–15)

The fourth dimension of  international action 
is “the capacity of  the social work profession as a 
worldwide movement” to publicly support values 
and legislation concerning “important social issues” 
(Healy, 2008b, p. 15). International social work orga-
nizations such as those described in the next section 
provide mechanisms to accomplish this.

International Social Work Organizations
International social work organizations that actively 
engage social workers around the globe include the 
International Federation of  Social Workers (IFSW) 
and the International Association of  Schools of 
Social Work (IASSW). Established in 1956, IFSW 
“is a global organisation striving for social justice, 
human rights and social development” through the 
support of  effective social work practice and “inter-
national cooperation between social workers and 
their professional organisations” (IFSW, 2006). It 
focuses on improving “the quality of  life,” “achieve-
ment of social justice,” and development “of human 
potential” for people around the globe (IFSW, 
2006). It is especially involved in “protesting human 
rights violations” (Hokenstad & Midgley, 1997, 
pp. 4–5). It has also developed an International 
Policy on Human Rights to provide guidance con-
cerning human rights issues to social workers and 
organizations around the world. (IFSW’s home 
 Website is http://www.ifsw.org.)

IASSW is a “worldwide association of schools of 
social work,” “related educational programmes, and 
social work educators”; it “promotes the develop-
ment of social work education throughout the world, 
develops standards to enhance [the] quality of social 

in some way in the case or policy issue. There are 
many examples of internationally related domestic 
practice problems, including refugee resettlement, 
work with other international populations, inter-
national adoption work, and social work in border 
areas. (p. 10)

“Domestic” responsibilities for social workers 
include, on the one hand, knowledge about people 
of other national origins in order to conduct cultur-
ally competent, effective practice with these people. 
Link, Ramanathan, and Asamoah (1999) assert that 
an international perspective allows social workers to 
have expanded “insights about the human condition 
and more adequately understand, analyze, and predict 
human behavior” (p. 31). They provide an example 
of  “the 18th Street Gang members in Los Angeles,” 
whose families originated in El Salvador and who 
maintain an ongoing cultural connection with that 
country. An international perspective helps social 
workers “recognize how artifi cial it is to see national 
borders as separations between micro or macro sys-
tems. . . . These disenfranchised young people are 
frequently rounded up and deported to El Salvador, 
where they pick up with another branch of their gang 
so that their interactions are seamless despite the 
structural efforts of immigration and law enforcement 
to disband or break them” (Link, Ramanathan, & 
Asamoah, 1999, p. 31; DeCesare, 1993).

Another aspect of internationally related “domes-
tic” responsibility involves the support of legislation 
both nationally and internationally that provides 
fair and humane treatment to people. An example is 
immigration legislation. “It is logical that as part of 
accepted advocacy responsibilities of the profession, 
social workers have an obligation to monitor such 
legislation as it is being proposed, to follow impend-
ing votes at the UN and foreign policy directives and 
to ensure that social work’s voice is heard on relevant 
issues” (Healy, 2008b, pp. 11–12).

Healy (2008b) continues:

The second dimension in the definition of  inter-
national action is the capacity to exchange social 
work information and experiences [professional 
exchange] internationally and to use the knowl-
edge and experience to improve social work 
practice and social welfare policy at home. This 
includes a range of actions, such as reading foreign 
periodicals and books in one’s fi eld,  corresponding 

http://www.ifsw.org
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(i.e., social workers as a group have the responsibility 
to confront social injustice).

Personal and Professional Values
We have established that values involve what is consid-
ered important and what is not. They concern making 
judgments about right and wrong. We all have the 
right to our personal values; we all have our own 
ideas about how things should be. It’s a wonderful 
thing to be able to enjoy our own opinions and have 
the freedom to express them. An ongoing task for 
social workers is to identify their own values and dis-
tinguish between those and their professional values. 
As you now know, clients’ right to self-determination 
is a key principle in social work. Therefore, social 
workers must be careful not to impose their personal 
values on clients. How difficult do you think this 
might be?

For example, consider a social worker who 
strongly supports women’s rights. She may work with 
a Hispanic family that rigidly adheres to patriarchal 
values. In this family, the wife and daughters are 
expected to be obedient and follow the rules 
imposed by the father. Female family members are 
given much less respect, are allowed less input, and 
generally have significantly less power than male 
members. In this case the social worker must work 
hard to respect the family’s values, but she must 
also focus on the right of  self-determination for the 
family’s females. It is the worker’s responsibility to 
help such women articulate their feelings and iden-
tify their alternatives as they see them within their 
own cultural frame of  reference. Clients must evalu-
ate the potential positive and negative consequences 
for each alternative within their own cultural envi-
ronment. The worker must do all this and still keep 
her own values in check throughout the intervention 
process.

Another example concerns a social worker whose 
adult client has a life-threatening disease and desper-
ately needs surgery to ensure survival. However, the 
client refuses such medical help because it confl icts 
with his strong religious beliefs. The social worker 
personally feels that this perspective is ridiculous, yet 
he still must respect the client’s right to make his own 
decisions. Focus on Critical Thinking 2.2 identifi es a 
number of  potentially controversial issues involving 
personal values.

work education, encourages international exchange, 
provides forums for sharing social work research and 
scholarship, and promotes human rights and social 
development through policy and advocacy activities” 
(IASSW, 2008). IASSW is based on humanitarian 
values and the quest for social justice on the behalf  
of  oppressed populations. It also serves as a consul-
tant to the United Nations. (IASSW’s home Website 
is http://www.apss.polyu.edu.hk/iassw.)

International Social Work: Codes of Ethics
Although the NASW Code of  Ethics is the primary 
code followed by social workers in the United States, 
note that other ethical codes also are available in other 
nations and on an international basis (CSWE, 2008b). 
Consider, for example, the Association of Canadian 
Social Workers (CASW) Code of Ethics, accessible at 
its home Website, http://www.casw-acts.ca. 

IFSW and IASSW have developed an Ethics in 
Social Work, Statement of  Principles that may be 
applied when addressing international (involving 
two or more nations) or global (involving the entire 
world) ethical issues (CSWE, 2008b). Often, these 
issues concern human rights. The document, concur-
rently supported by both organizations, consists of 
the following fi ve parts: 

 1. Preface 
 2. Defi nition of social work 
 3. International conventions (that refer to various 

organizations’ specifi c statements of human rights) 
 4. Principles
 5. Professional conduct (IASSW, 2008; IFSW, 

2005). 

The “principles” in the Ethics in Social Work, 
Statement of Principles include “human rights and 
human dignity” and “social justice.” The former 
indicates how “social work is based on respect for 
the inherent worth and dignity of all people, and the 
rights that follow from this. Social Workers should 
uphold and defend each person’s physical, psycho-
logical, emotional and spiritual integrity and well-
being.”  It continues that “social workers have a 
responsibility to promote social justice, in relation to 
society generally, and in relation to the people with 
whom they work”; this involves “challenging nega-
tive discrimination,” “recognizing diversity,” “dis-
tributing resources equitably,” “challenging unjust 
policies and practices,” and “working in solidarity” 

http://www.apss.polyu.edu.hk/iassw
http://www.casw-acts.ca
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dual relationships, sexual relationships, respect for 
colleagues, and referral for services.

C Introduce critical thinking about ethical dilemmas.
Case examples were provided and critical think-
ing questions posed concerning issues in a hospital 
 setting, a county Department of Social Services, and 
a mental health center. 

D Discuss ethical issues concerning the Internet.
Suggestions for maintaining electronic confidenti-
ality should be followed. Language used should be 
professional. Various reasons exist for social workers 
to use the Internet.

E Recognize ethical obligations at the macro level.
Macro examples were provided concerning estab-
lishing a formalized affirmative action policy in an 
agency and initiating a program serving lesbian and 
gay people.

F  Introduce the importance of social work 
in a global context including international 
social work and international social work 
organizations.

International social work is “international profes-
sional action and the capacity for international 

Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the 
following:

A  Review the general categories in the NASW 
Code of Ethics.

The six core values of  the NASW Code of  Ethics 
include service, social justice, dignity and worth of 
the person, the importance of  human relationships, 
integrity, and competence. Social workers have ethi-
cal responsibilities to clients, to colleagues, in prac-
tice settings, as professionals, to the social work 
profession, and to the broader society.

B  Provide case examples of compliance and 
noncompliance concerning some of the 
major ethical issues involved, including self-
determination, privacy and confi dentiality, 
confl ict of interest and dual relationships, sexual 
relationships, respect for colleagues, and referral 
for services.

Examples of  both compliance and a violation were 
provided for cases concerning self-determination, 
privacy and confidentiality, conflict of  interest and 

FOCUS ON CRITICAL THINKING 2.2

Identifying Personal Values

Social workers must identify their own personal values 
so that they are careful not to impose them on clients. 
What are your personal values and opinions concern-
ing the following issues? How easy or difficult would it 
be for you to work with people having the opposite 
opinions?

● Should there be a death penalty for extreme crimes? 
If  so, for what types of  crimes (e.g., terrorism, mur-
der, or armed robbery)?

● Should women be allowed the freedom of  choice 
regarding abortion? If  not, are there any circum-
stances under which an abortion could be performed 
(e.g., rape, incest, or a threat to the life of  the 
mother)?

● Should women change their names to those of their 
spouses when they marry? Why or why not?

● Should people who are critically ill and in intense 
pain be able to “pull their own plug”—that is, put 
themselves to death?

● Should teachers in elementary and secondary school 
be able to use corporal punishment (i.e., inflicting pun-
ishment by causing physical pain)?

● Should prayers be allowed in public schools? What 
if  there are children of  various faiths involved (e.g., 
Buddhist, Muslim, Roman Catholic, Methodist, Uni-
tarian, Hindu, or atheists)?

● Should schools provide sex education to children? If  
so, what should be taught?

● Should oil companies be allowed to develop untouched 
lands in the Arctic to keep domestic gas prices down? 
Or should lumber companies be allowed to cut down 
old-growth trees such as the giant redwoods in 
California?
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LOOKING AHEAD

This chapter established the significance of  social 
work values in all aspects of  practice. Primary val-
ues include an appreciation of  human diversity and 
respect for people’s rights to self-determination, 
optimal health, and enhanced well-being. The next 
chapter will focus on these and related values issues 
in the context of human diversity.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

action by the social work profession and its mem-
bers” (Healy, 2008b, p. 10). International social work 
organizations include the International Federation 
of  Social Workers (IFSW) and the International 
Association of Schools of Social Work (IASSW).

G  Defi ne and discuss human rights and examine 
the human rights violation of human traffi cking.

Human rights involve the premise that all people 
regardless of  race, culture, or national origin are 
entitled to basic rights and treatment. Human traf-
ficking is the transfer of  people across international 
boundaries to enslave them in some way, usually 
involving forced labor or sexual exploitation. Social 
workers have the responsibility to help human traf-
ficking victims and advocate on their behalf.

H  Discuss the difference between personal and 
professional values.

Social workers should distinguish between their 
personal and professional values. They should not 
impose personal values on clients.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  3
Empowerment and Human 
Diversity

How many of the following sound familiar to you?

Stereotype: White males are second-rate basketball players.

Stereotype: Women are too emotional to make good supervisors.

Stereotype: All Hispanic people have Spanish as their primary language.

Stereotype: Elderly people can’t think well.

Stereotype: Gay and lesbian people really want to be the opposite gender.

Stereotype: People with physical disabilities are unemployable.
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Do you have stereotypes about people from other ethnic groups, races, religions, 
or age groups? How about people of the other gender or those with disabilities? 
If so, what are these stereotypes? To what extent do you think that they really 
characterize every person belonging to that group?

Some people are short, and others are tall. Some are pinkish white, oth-
ers  ebony black, and still others various shades of golden brown. Some have 
 astonishing IQs, and others struggle to make it through early elementary grades. 
Some are very young, and others are very old. Some are agile athletes; others 
can barely hit a volleyball over a net let alone get a basketball through a hoop; 
and still others can’t walk at all. Our society is a vast, surging concoction of 
many types of diversity.

This chapter explores various aspects of human diversity, with a focus on the 
importance of equality, justice, and empowerment, especially for people at risk 
of discrimination and oppression.

Learning Objectives
A Defi ne discrimination, oppression, marginalization, alienation, 

stereotypes, and prejudice, and examine their relevance to social 
work practice.

B Explore the concepts of populations-at-risk and social and economic 
justice.

C Defi ne empowerment and introduce a strengths perspective to social 
work practice.

D Examine empowerment for women in groups.
E Describe the concept of resiliency.
F Recognize various aspects of human diversity including age, class, 

color, culture, disability, ethnicity, gender, gender identity and 
expression, immigration status, political ideology, race, religion, 
sex, and sexual orientation.

G Examine the social construction of gender.
H Employ critical thinking skills to appraise racial self-awareness, 

cultural self-awareness, the treatment of intersex people and people 
with various forms of gender expression, and the feminist 
perspective.

I Discuss some of the major values characterizing Hispanic, 
Native American, African American, and Asian American 
families.

J Defi ne cultural competence and explain its application to social 
work.

K Identify some of the basic tenets of Islam and discuss Muslims as a 
population-at-risk of prejudice and discrimination.
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Discrimination, Oppression, 
Marginalization, Alienation, 
Stereotypes, and Prejudice
A major social work value involves the importance 
of  people being treated fairly and equally. Unjust 
treatment impairs people’s ability to determine their 
own life paths and achieve their optimal well-being. 
Membership in groups that differ from the main-
stream can place people at increased risk of  ineq-
uitable treatment in the forms of  discrimination, 
oppression, marginalization, alienation, economic 
deprivation, and poverty. Discrimination is the act 
of  treating people differently based on the fact that 
they belong to some group rather than on merit. 
 Oppression involves putting extreme limitations and 
constraints on some person, group, or larger system. 
Marginalization is the condition of having less power 
and being viewed as less important than others in the 
society because of  belonging to some group or hav-
ing some characteristic (e.g., racial, economic, eth-
nic, or political) (Barker, 2003). Alienation, related to 
marginalization, is the feeling that you don’t fit in or 
aren’t treated as well as others in the mainstream of 
society (Barker, 2003).

Economic deprivation is the condition of  having 
inadequate or unjust access to financial resources. 
The latter can result from a number of circumstances 
including unemployment, job discrimination, insuf-
fi cient work benefi ts, and unsatisfactory public fi scal 
policies (e.g., unfair tax rates or eligibility standards 
for financial benefits and services that make them 
 inaccessible to those in need). Related to economic 
deprivation is poverty, a concept that has been  defi ned 
in many ways. One defi nition of poverty is the condi-
tion “of not having enough money to buy things that 
are considered necessary and desirable” (Kornblum 
& Julian, 2007, p. 195). One way of  looking at this 
involves not having enough resources to exist. Another 
view concerns having enough to live, but signifi cantly 
less than what others around you possess.

Stereotypes often contribute to discrimination, 
 oppression, marginalization, alienation, economic 
 deprivation, and poverty. A stereotype is a fi xed men-
tal picture of member of some specifi ed group based 

on some attribute or attributes that refl ect an overly 
simplifi ed view of that group, without consideration or 
appreciation of individual differences. Stereotypes are 
related to prejudice—an opinion or prejudgment about 
an individual, group, or issue that is not based on fact; 
although it may be positive, it is usually negative.

Stereotypes and prejudice can involve precon-
ceived ideas based on a person’s skin color, gender, 
age, ethnic heritage, or external appearance. What 
mental images and assumed expectations come to 
mind when you picture a 67-year-old woman, a per-
son using a wheelchair, or a gay man? To what extent 
do these images refl ect stereotypes instead of unique 
characteristics and strengths?

It’s easy to envision a number of  scenarios con-
cerning potential discrimination and oppression 
based on stereotypes. For instance, think of  an 
 African American family moving into a small, virtu-
ally all-white Midwestern town. Picture a 58-year-old 
woman applying for a job in a software production 
center where all the employees are under age 30. Or 
consider a gay couple expressing affection in a pri-
marily heterosexual bar.

Membership in any diverse group provides a 
different set of  environmental circumstances. A 
wealthy, middle-aged Asian American man who just 
immigrated to Los Angeles from Tokyo experiences 
a very different world from an older adult woman of 
Scandinavian heritage living in Michigan’s economi-
cally depressed Upper Peninsula.

What stereotypes do you harbor about various 
groups? Focus on Critical Thinking 3.1 provides a self-
awareness exercise that might give you some insights.

Populations-at-Risk and Social 
and Economic Justice
“Diversity emphasizes the similarity and dissimilarity 
between numerous groups in society that have distin-
guishing characteristics” (Lum, 2007, p. 117). It is 
social workers’ responsibility to appreciate diversity 
and recognize that differences may expose people to 
“oppression, poverty, marginalization, and alienation 
as well as privilege, power, and acclaim” (CSWE, 
2008b, p. 5). Populations-at-risk are people at greater 
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risk of  deprivation and unfair treatment because 
they share some identifiable characteristic that places 
them in a diverse group. Multiple factors characterize 
diversity including “age, class, color, culture, disabil-
ity, ethnicity, gender, gender identity and expression, 
immigration status, political ideology, race, religion, 
sex, and sexual orientation” (CSWE, 2008b, p. 5).

To reemphasize, a major responsibility of  social 
work practitioners is to pursue social and economic 
justice for populations-at-risk and people in need. 
 Recall from Chapter 1 that social justice involves the 
idea that in a perfect world all citizens would have iden-
tical “rights, protection, opportunities, obligations, and 
social benefi ts” regardless of  their backgrounds and 
membership in diverse groups (Barker, 2003, p. 405). 
Similarly, economic justice concerns the distribution of 
resources in a fair and equitable manner.

In real life, social and economic justice are hard 
goals to attain. Rarely are rights and resources fairly 
and equitably distributed. Even the definitions of 
fair and equitable are widely debated. Do they mean 
that all people should receive the same income 
regardless of  what work they do, or even whether 
they have jobs? As you now know, social workers 
must constantly be on the lookout for injustice 
because it is their ethical responsibility to combat it 
whenever necessary and possible to do so.

Empowerment and a Strengths 
Perspective
Simply put, social workers help people solve prob-
lems. However, to do this, practitioners must focus 
on clients’ strengths. Concentrating on the problem 
at hand tells workers what is wrong, but not what to 
do about it. Focusing on clients’ strengths provides 
social workers with clues about how to proceed by 
building on these strengths.

Saleebey (2006b, p. 85) provides an example 
of  emphasizing client strengths with Michael, a 
 middle-aged man who has moderate cognitive 
disabilities. A social work student working with 
 Michael visited him in his apartment one day. 
 Michael was capable of  living alone if  he had some 
supportive supervision, including help with getting 
groceries, paying bills, and organizing other neces-
sary activities. The student noticed that Michael’s 
walls were covered with intricately drawn maps of 
his town, state, and country, and was awestruck 
at the careful detail and attractive colors. Taking 
the initiative, the student worked with Michael to 
make the local newspaper and museum aware of  his 
 talent and his output. The paper published articles 
about Michael, and a local museum exhibited his 
work. Subsequently, a greeting card company with 

FOCUS ON CRITICAL THINKING 3.1

Racial Self-Awareness

Self-awareness is a key quality for people entering social 
work and other helping professions. To assess your own 
level of self-awareness, ask yourself  these questions:

● What adjectives and concepts automatically come to 
mind when you think of Hispanics? Native Americans/ 
American Indians? African Americans? Asian 
Americans? Caucasians?

● Do all of  the adjectives for each group apply to 
 every single person in that group?

● In what group or groups do you include yourself ? 
Do all the adjectives and concepts you identified for 
that group characterize you accurately?

● When did you first become aware of your race? Did 
you think of yourself  as being different from people 
of other races? If  so, in what ways?

● In what ways, if  any, have you noticed people of dif-
ferent races being treated differently? What do you 
think are the reasons for such treatment?

● What experiences have you had with people of races 
different from your own? To what extent were they 
positive or negative, and why?

● While you were growing up, was your school inte-
grated with people from other racial backgrounds? 
How about your neighborhood?

● Did you or your parents have friends of  different 
races? Why or why not?

● Did you ever question why all our presidents have 
been males (Schram & Mandell, 2000)?
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Resiliency: Seeking Strength amid Adversity
A concept related to the strengths perspective and 
empowerment is resiliency: the ability of  an indi-
vidual, family, group, community, or organization to 
recover from adversity and resume functioning even 
when suffering serious trouble, confusion, or hard-
ship (Greene, 2007). For example, Norman (2000) 
provides an illustration of this notion:

When a pitched baseball hits a window, the glass 
usually shatters. When that same ball meets a base-
ball bat, the bat is rarely damaged. When a hammer 
strikes a ceramic vase, it too usually shatters. But 
when that same hammer hits a rubber automobile 
tire, the tire quickly returns to its original shape. 
The baseball bat and the automobile tire both dem-
onstrate resiliency. (p. 3)

Resiliency involves two dimensions—“risk fac-
tors” and “protective factors” (Norman, 2000, p. 3). 
In this context, risk factors involve “stressful life 
events or adverse environmental conditions that 
increase the vulnerability [defenselessness or help-
lessness] of individuals” or other systems (p. 3). Pro-
tective factors, on the other hand, “buffer, moderate, 
and protect against those vulnerabilities” (p. 3).

For example, Watkins (2002) studied six urban girls 
between ages 11 and 14 who were at risk of negative 
infl uences including poverty, “poor parental education, 
tenuous family structure, . . . history of abuse or neglect, 
and the influence of  negative home environments” 
(p. 117). The study investigated how these girls were 
able to survive and even thrive in the midst of  adversity, 
demonstrating their capacity for resiliency. Two of the 
girls are described as follows (Watkins, 2002):

Shatika: This 12-year-old African American girl 
was tall and thin. She described herself as “I’m what 
you call light-skinned.” Adolescent acne (which she 
called “skin bumps”) was noticeable on her fore-
head, nose, and cheeks. Shatika’s brown hair with 
red highlights was pulled behind her ears with a 
rubber band. She explained that her hair “needed 
to be done,” but her mother was unable to afford the 
cost of a permanent. Shatika was very soft-spoken 
and hesitatingly made eye contact as the interview 
process was explained. . . .

Daisy: This 13-year-old Caucasian girl was petite 
with symmetrical fullness of hips and breasts. Her 
heavily permed dark blond hair was shoulder length 
and she wore a ribbon to keep her hair out of her 

 national distribution approached Michael and other 
amateur artists with cognitive or physical disabili-
ties about initiating a whole new card line.

We have established that empowerment is the “pro-
cess of increasing personal, interpersonal, or political 
power so that individuals can take action to improve 
their life situations” (Gutierrez, 2001, p. 210). 
Empowerment means increasing, emphasizing, 
developing, and nurturing strengths and positive 
attributes. It aims at enhancing individuals’, groups’, 
families’, and communities’ power and control over 
their destinies.

Cowger (1994) maintains that social work his-
torically has focused on dysfunction, pathology, and 
 “individual inadequacies” (p. 262). He states that “if  
assessment focuses on defi cits, it is likely that defi -
cits will remain the focus of  both the worker and 
the client during remaining contacts. Concentrat-
ing on defi cits or strengths can lead to self-fulfi lling 
prophecies” (p. 264). He continues that a strengths 
perspective can provide “structure and content for 
an examination of  realizable alternatives, for the 
 mobilization of  competencies that can make things 
different, and for the building of self-confi dence that 
stimulates hope” (p. 265).

Saleebey (2006a) articulates a strengths perspec-
tive that is essentially based on empowerment. He 
cites at least five primary underlying principles 
(pp. 16–19):

 1. “Every individual, group, family and community 
has strengths.”

 2. “Trauma and abuse, illness and struggle may be 
injurious but they may also be sources of  chal-
lenge and opportunity.”

 3. Social workers should assume that they “do not 
know the upper limits of  the capacity to grow 
and change and take individual, group, and com-
munity aspirations seriously.”

 4. Social workers “best serve clients by collaborat-
ing with them.”

 5. “Every environment is full of resources.”

As noted previously, empowerment implies that 
people lack power and thereby need it increased. 
Several designated groups of  people suffer from ste-
reotypes, discrimination, and oppression. It is social 
work’s task to empower clients in general and mem-
bers of oppressed groups in particular. Highlight 3.1 
discusses some research about effective empower-
ment approaches with women.
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HIGHLIGHT 3.1

Empowerment for Women in Groups

Parsons (2001) conducted a qualitative study of  effec-
tive empowerment strategies for women. There is sub-
stantial support for the use of  consciousness-raising 
as a strategy to empower women (GlenMaye, 1998). 
 Consciousness-raising is the process of  facilitating peo-
ple’s understanding of  a social issue, with personal 
 implications when there was little grasp of  that issue 
before. Women often don’t realize the relationship 
 between their troubles and the world around them, 
thereby unjustly assuming all the blame themselves. For 
example, a woman in a relationship in which she is 
 regularly battered will frequently blame herself, and not 
the batterer, for her problems. She might think that she 
shouldn’t have yelled back at him because that was only 
asking to be punched. Or she might think that she 
should have ironed his collar the correct way and then 
he wouldn’t have had to hit her in retribution.

Parsons (2001) studied two women’s groups and 
evaluated the conditions conducive to women’s empow-
erment. The Domestic Violence Survivors (DVS) was 
made up of  women coping with battery who were try-
ing to regain control of  their lives. The All Families 
Deserve a Chance group was made up of  women 
 receiving public assistance who wished to advocate for 
improved policies and conditions for themselves and 
other women receiving aid. The two groups were cho-
sen because they reflected two very different objectives. 
One involved improving the lives of  individuals by 
gaining personal control, a micro goal. The other con-
centrated on advocating for change in social policy, a 
macro goal.

The following themes emerged as providing success-
ful conditions for women’s empowerment within a 
group setting:

● Safety: Knowing nothing horrible will happen 
makes group members feel more comfortable about 
participating and having control.

● Mutual interaction: Having the ability to interact 
and communicate with other group members with-
out feeling threatened is reassuring.

● Commonality: Finding out that they are not the only 
ones having these problems is empowering.

● Acceptance: Feeling that they belong, regardless of 
their problems, self-criticism, or mistakes, gives 
group members increased self-confidence and a 
sense of power.

● Validation: Having what they say about their experi-
ences be “confirmed” and “heard” by others helps 
them learn “that they . . . [are] not crazy” (Parsons, 
2001, p. 168).

● Interdependence: Feeling that they can rely on each 
other for help and support bolsters their confidence 
and ability to take action.

Strategies used by the social workers running the 
groups were also found to enhance feelings of  empow-
erment. First, social workers provided support by encour-
aging group members to speak, listening to what they 
had to say, and believing them. Group members thus felt 
they had the right to be listened to and to think through 
their issues. One group member explained:

“[The group leader] is like a mentor. She challenges 
you. She won’t let me get away with being afraid. She 
isn’t going to let me get in the way of me. Her instincts 
for people have made me aware of my own feelings. 
She taught me that even though I am not always 
strong, I am not a weak person. I have high expecta-
tions, push myself. She says you are doing a good job 
even though you are not doing everything you want to 
be doing. She has more faith in me than I do in myself  
sometimes. I say, if  she has this kind of faith in me, 
why can’t I have it myself?” (Parsons, 2001, p. 170)

Breton and Nosko (1997) cite an interaction demon-
strating worker support that occurred in another group 
for women who had suffered domestic violence:

Woman: I have no self-esteem.
Worker: What does self-esteem mean to you?
Woman: I don’t know, really.
Worker: Well, then, maybe you have some. (p. 137)

A second effective social work strategy for empow-
erment involved educating group members about rele-
vant issues. For the DVS, such education entailed 
talking about the cycle of  violence (i.e., building up of 
tension, explosive battering incident, making up)—how 
difficult it is to break it and how perpetrators do all 
they can to maintain their control through violence. 
For All Families Deserve a Chance, the social worker 
taught women the steps for advocacy. Group members 
learned how to clarify their position, formulate recom-
mendations for changing public assistance policy, and 
effectively communicate with decision makers.

(continued)
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makes plans to adapt to the shortfall of resources, and 
continues providing students with a quality education. 
Resiliency involves focusing on its strengths to main-
tain basic functioning.

Resiliency in a community is illustrated by a 
group of  urban neighborhoods that addresses an 
increasing crime and drug use problem. These trou-
bles put the community at risk of  disorganization 
and  destruction. Community strengths include avail-
ability of  organizations that provide resources; resi-
dents’ expectations for appropriate, positive behavior; 
and opportunities for “neighborhood youths to con-
structively participate in the community” (Greene & 
Livingston, 2002, p. 78). A resilient community might 
use its concerned citizens to form neighborhood orga-
nizations that oversee community conditions and 
upkeep, work with public services to improve condi-
tions, and advocate for increased resources  (Homan, 
2008). Neighborhood Watch programs may be formed, 
where neighborhood residents volunteer to carefully 
watch each other’s premises to prevent and combat 
crime. Community residents might work with local 
police and schools to establish drug education and pre-
vention programs for young people. They might also 
advocate for more police to increase surveillance and 
apprehension of drug dealers. Many communities have 
successfully driven out drug vendors, reclaiming and 
securing their neighborhoods and parks so children 
can feel safe in these places. A resilient community uses 
its strengths to address the risks threatening it and pro-
tect its residents.

Human Diversity
We have established that human diversity is the 
vast range of  differences among groups including 
those related to “age, class, color, culture, disability, 

small and closely set gray eyes. Daisy was dressed in 
“daisy dukes”—short shorts with matching gingham 
shirt. As she spoke in soft, hushed tones, Daisy made 
it clear that she was willing to help with the project 
only if she could be assured that no one would “fi nd 
out my secrets.” She said, “I ain’t never got to talk 
about me before and it could help me. It’s good to talk 
with someone sometimes to hear yourself.” (p. 119)

The study found that these girls exhibited resiliency 
when they actively sought means to enhance their own 
well-being and protect them from harm in at least two 
ways (Watkins, 2002). First, the girls used their own 
positive relationship-building skills to seek positive, 
close connections with people who were or  became 
central in their lives. Such people might include a 
parent or parents, members of their extended family 
(several girls mentioned their close relationships with 
their aunts), other adults such as “youth workers, 
coaches, clergy, neighbors, [or] teachers,” and peers 
with whom they were “sharing activities, hanging 
out together, keeping secrets, and ‘keeping . . . out of 
trouble’ ” (Watkins, 2002, pp. 121–122).

A second way these girls used resiliency was in 
developing strategies to protect themselves in an 
 unsafe urban environment. “The girls would delib-
erately prearrange travel companions when walking 
to the corner store. To avoid danger, they would map 
out the route they would take through the streets. 
They developed other physical resistance strategies, 
such as personal safety plans or not ‘hanging on the 
streets’” (Watkins, 2002, p. 125).

Resiliency can also characterize larger systems. An 
example at the organizational level is a public univer-
sity experiencing budget cuts of several million dollars. 
That university is resilient to the extent that it responds 
to the risk of loss, protects its most important functions, 

HIGHLIGHT 3.1 (continued)

Third, the social workers actively advocated on the 
group members’ behalf. Workers demonstrated that 
they were ardently on their clients’ side by encouraging 
them, spurring them on, and readily bestowing positive 
feedback for their achievements.

Fourth, the social workers helped group members 
learn how to express, deal with, and resolve conflict 
without anger or violence. Fifth, the social workers 
 encouraged the women to take risks by trusting others 

and allowing themselves to hope that things could 
 actually get better. Sixth, the social workers provided a 
role model for group members, thereby affording guid-
ance for more effective communication and appropri-
ate assertiveness in addition to conflict management. 
Finally, group members learned that taking small steps 
could enhance empowerment. Small successes slowly 
led to increased confidence and achievement of  bigger 
goals.
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group of people who have “common racial, national, 
tribal, religious, linguistic, or cultural origin or back-
ground” (Mish, 1995, p. 398). Race implies a greater 
genetic determinant, whereas ethnicity often relates 
to cultural or national heritage. Other terms such as  
minorities and people of  color are also commonly 
used to refer to people of different racial and ethnic 
heritage.

People of  color “is a collective term that refers 
to the major groups of  African, Latino, and Asian 
Americans, and First Nations Peoples [Native Amer-
icans] who have been distinguished from the domi-
nant  society by color” (Lum, 2007, p. 117).1 Minorities 
are members of “a group of people who, because of 
physical or cultural characteristics, are singled out 
from the others in the society in which they live for 
differential and unequal treatment, and who therefore 
regard themselves as objects of collective discrimina-
tion” (Lum, 2007; Sue et al., 1998, p. 11; Wirth, 1945, 
p. 347). It is  interesting that in the past many minori-
ties did  indeed make up a smaller  proportion of the 
total population than did Anglos (i.e., U.S. citizens 

ethnicity, gender, gender identity and expression, 
immigration status, political ideology, race, religion, 
sex, and sexual orientation” (CSWE, 2008b, p. 5). 
Social workers must understand human diversity for 
two reasons. First, many members of diverse groups 
are  populations-at-risk of discrimination, oppression, 
marginalization, and alienation. Second, it’s necessary 
to recognize the values and issues of  diverse groups 
to appreciate differences and build on strengths.

Social work by nature addresses virtually any type 
of problem posed by any type of person from any type 
of  background. To help people, practitioners must 
be open-minded, nonjudgmental, knowledgeable, and 
skilled. Because the range of human diversity is end-
less, learning about it is a continuous process.

Race and Ethnicity
Race and ethnicity are related concepts that reflect 
 primary dimensions of  human diversity. Race refers 
to a category of people who share a common descent 
and genetic origin, previously based on “an arbitrary 
selection of physical characteristics, such as skin color, 
 facial form, or eye shape, and now frequently based on 
such genetic markers as blood groups” (Nichols, 1999, 
p. 1085). Ethnicity refers to the affiliation with a large 

HIGHLIGHT 3.2

Terms Used to Describe Latino/Latina/Hispanic People

The U.S. government’s Office of  Management and 
Budget originally coined the term Hispanic in 1978 for 
use in the census (Green, 1999). According to the origi-
nal definition, a Hispanic was “a person of  Mexican, 
Puerto Rican, Cuban, Central or South American or 
other Spanish culture or origin, regardless of  race” 
(Green, 1999, p. 256). However, the concept is much 
more complex than this. For example, does this 
 umbrella term include Brazilians who speak  Portuguese, 
South American Indians whose original language is not 
Spanish, Filipinos who speak Spanish, or immigrants 
from Spain (Green, 1999)?

An alternative term is Latino/Latina, which makes 
reference both to the Latin American languages, includ-
ing Spanish, and to Latin America itself. However, this 
term omits South Americans who speak English, such 
as those from Belize or the Guyanas, and “people whose 
family roots extend to Italy, Germany, and some areas 
of the Mediterranean” (Green, 1999, p. 256).

Still another term often used is Chicano/Chicana, 
which refers to U.S. citizens with a Mexican heritage. 
The obvious disadvantage of this term is that it focuses 
only on Mexico and excludes people with origins in 
other countries, including those that are primarily 
Spanish speaking.

Longres and Aisenberg (2008, p. 31) summarize 
several points. Some people prefer not to refer to 
themselves as Hispanic because it’s not rooted in 
Spanish but “imposed by American society.” The 
word Latino/Latina is probably the most widely 
 accepted. Additionally, this term allows one to distin-
guish between men and women, giving women greater 
“visibility.” In general, it’s best to use whatever terms 
people and communities prefer. This book will use 
the terms Hispanic and Latino/Latina interchangeably 
unless a specific group (e.g., Puerto Rican Americans 
or  Chicano/Chicana [Mexican American])  is 
discussed.

1Note that not all Hispanic people are people of color. Consider, for 
example, a white woman born in Argentina who speaks Spanish, 
the national language, and whose ancestors originated in Spain.
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Three points are helpful when we think about 
multicultural diversity. The fi rst is that certain val-
ues tend to characterize each major racial and eth-
nic group. However, the second point concerns how 
critical it is not to overly generalize. Various individ-
uals may embrace such cultural values to different 
degrees. The third point involves the importance of 
respect for and appreciation of the differences within 
large groups. For example, American Indians have 
been referred to as “Indians” only for the past 500 
years. In reality, they make up more than 500 nations 
including Tsististas, Lakota, Dine, Muscogee, and 
Ojibway that “maintain 300 separate languages and 
dialects” (Harjo, 1993, p. 199; Weaver, 2003).

The following section discusses some of  the val-
ues, beliefs, and perspectives assumed by several 
cultural groups in our society: Hispanics, Native 
Americans, African Americans, and Asian Ameri-
cans. Figure 3.1 summarizes the primary concepts.

Hispanics
We have established that the terms Hispanic and 
 Latino/Latina have generally been used to refer to 
people originating in countries in which Spanish is 
spoken. However, we have also established that the 
terms refer to people originating in a wide range 
of  places. Essentially, no one term is acceptable to 
all groups of  people. The three primary Hispanic 
groups in the United States in terms of size are Mex-
ican Americans (over 58% of  all Hispanics), Puerto 
Ricans (almost 10%), and Cuban Americans (over 
3.5%) (U.S. Census Bureau, 2007). Other groups 
include those from the Dominican Republic and 
from other countries in Central and South America 
(Santiago-Rivera, Arredondo, & Gallardo-Cooper, 
2002). However, for any particular family, Golden-
berg and Goldenberg (2002) caution, “Socioeco-
nomic, regional, and demographic characteristics 
vary among Hispanic American groups, making cul-
tural generalizations risky” (p. 326). Santiago-Rivera, 
Arredondo, and Gallardo-Cooper (2002) reflect:

Perhaps no other ethnic group in the United States 
is as heterogeneous in its ethnicity, physical appear-
ance, cultural practices and traditions, and Spanish 
language dialects as the Latino population. Latinos 
in the United States are a diverse group of multi-
generational . . . [people] from  different Spanish-
speaking countries as well as long-term residents 
in the southwest United States. All have unique 
social, economic, and political histories. Latino 
groups vary in their ancestry, blending indigenous 

of European heritage, also referred to as Caucasians 
or whites). However, some minority populations such 
as Latinos/Latinas/Hispanics are making substantial 
gains and within several decades may surpass Anglos 
in actual numbers. Highlight 3.2 discusses the terms 
used to describe the Latino/ Latina/Hispanic popula-
tion in the United States.

Culture and Cultural Competence
Culture, another dimension of diversity, is “the sum 
total of life patterns passed on from generation to gener-
ation within a group of people and includes  institutions, 
language, religious ideals, habits of thinking, artistic 
expressions, and patterns of social and interpersonal re-
lationships” (Hodge, Struckmann, & Trost, 1975; Lum, 
2007, p. 4). Aspects of culture are often related to peo-
ple’s ethnic, racial, and spiritual heritage.

Social workers need to attain cultural competence—
“mastery of a particular set of knowledge, skills, poli-
cies, and programs used by the social worker that 
address the cultural needs of  individuals, families, 
groups, and communities” (Lum, 2005, p. 4). Cultural 
competence, strongly supported by the NASW Code 
of  Ethics, involves the following six tasks for social 
workers (Arredondo et al., 1996; Lum, 2007; NASW, 
1999, 1.05):

 1. Develop an awareness of  personal values, 
 assumptions, and biases.

 2. Establish an appreciation of  other cultures and 
nurture attitudes that respect differences.

 3. Understand how one’s own cultural heritage 
and belief  system differ from and may infl uence 
 interaction with clients who have a different cul-
tural background.

 4. Recognize the existence of  stereotypes about, 
discrimination against, and oppression of  vari-
ous diverse groups.

 5. Commit to learning about clients’ cultures.
 6. Acquire effective skills for working with people 

from other cultures.

Focus on Critical Thinking 3.2 stresses how 
 important it is for social workers to be aware of their 
clients’ values, traditions, and customs.

Ethnic and Cultural Differences
We’ve established that understanding and appreciat-
ing diversity are essential for social workers to prac-
tice effectively with clients. Because families provide 
a  primary arena for conveying values, much of  the 
 following discussion will focus on them.
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FOCUS ON CRITICAL THINKING 3.2

Cultural Issues to Address

The U.S. Census Bureau (U.S. Census Bureau, 2007) 
 indicates that over 66% of the total U.S. population of 
299,398 million is non-Hispanic white; over 12.3% is 
 African American; almost 0.8% is American Indian and 
Alaskan Native; 4.3% is Asian; and more than 0.1% is 
Native Hawaiian and other  Pacific Islander. Over 1.4% 
reported being a member of more than one race. Almost 
15% are Hispanic, who may be of any race.

Two facts stand out from these figures: (1) There is 
significant diversity in the population, and (2) a per-
son’s race is not always clear-cut. A person’s family line 
and genetic heritage may be quite complex.

The racial mix of  the United States is rapidly 
changing. Currently, about 30% of  U.S. residents are 
people of  color, and it’s predicted that almost half  will 
be by the middle of  the century (Neukrug, 2008). 
Given such a diverse world, social workers and other 
helping professionals must be prepared to work with 
people having cultural backgrounds quite different 
from their own.

Social workers and other helping professionals must 
address at least four issues to work effectively with multi-
cultural clients. First, they should rebuff the melting pot 
myth, which implies that we’re all blended together into 
one big pot of creamed soup, that we all become essen-
tially the same (Neukrug, 2008, p. 202). In reality, we’re 
more like a salad bowl filled with various types of vege-
tables and croutons. Although we’re all in there together, 
we maintain our individual and cultural distinctiveness.

The second issue that social workers must address is 
how people from various cultures have different ideas 
and expectations about what should happen during the 
intervention process (Neukrug, 2008, p. 202). For 
 example, an Anglo approach “assumes that the coun-
seling process should emphasize the individual; stress 
the expression of  feelings; [and] encourage self-
disclosure, open-mindedness, and insight” (Neukrug, 
2008, p. 202). However, people from other cultures may 
assume very different perspectives. For example, a His-
panic man might emphasize the importance of  family 
over what’s best for himself  as an individual. Similarly, 
he may find the blatant expression of  emotions inap-
propriate and distasteful.

The third issue concerns worldviews—one’s percep-
tion of  how the world functions (in terms of  relation-
ships with other people, social and economic activity, 
spirituality, values, and nature) in addition to how one 

fits into that context. With an ethnocentric worldview, 
people perceive their own race, ethnic background, or 
cultural values as being better than that of others (Neu-
krug, 2008, p. 204). Essentially, it’s similar to the view 
“My way is not only the best way, it’s the only way.”

Sue (1992) provides an interesting example:

A white female elementary school teacher in the 
United States posed a math problem to her class 
one day. “Suppose there are four blackbirds sitting 
in a tree. You take a slingshot and shoot one of 
them. How many are left?” A white student 
 answered quickly, “That’s easy. One subtracted from 
four is three.” An African immigrant youth then 
 answered with equal confidence, “Zero.” The 
teacher chuckled at the latter response and stated 
that the first student was right and that, perhaps, 
the second student should study more math. From 
that day forth, the African student seemed to with-
draw from class activities and seldom spoke to other 
students or the teacher. (pp. 7–8)

What the teacher didn’t know was that the African boy 
viewed the problem from an entirely different perspective. 
He looked at the whole picture of what shooting a bird 
with a slingshot meant. If the teacher had sought clarifi-
cation of his answer instead of making fun of him, she 
might have better understood. The student’s answer made 
perfect sense to him: If you shoot a slingshot at four birds 
sitting in a tree and hit one, the other three will fly away 
immediately, of  course, and none will be left. Nigerian 
educators frequently use this anecdote to portray how 
differently people in the United States and Africa view 
the world. The African perspective takes into account 
how all the parts involved in a problem work together. In 
contrast, an Anglo perspective tends to focus on individ-
uals searching for isolated, specific, technical aspects of a 
problem to determine the one correct answer.

The fourth issue concerns the importance of family. 
Anglos tend to focus on the nuclear family—the 
 immediate family group composed of  parent[s] and 
children—and give less credence to the extended 
family—relatives beyond the nuclear family including 
at least grandparents, aunts, uncles, and cousins (Stew-
art & Goldfarb, 2007). A related concept is kinship, 
which refers to the state of  being related through a 
common ancestry.

For example, I once worked as a social worker at a 
day treatment center for children and adolescents with 
emotional and behavioral problems. They attended the 

(continued)
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FIGURE 3.1  Common cultural values for four diverse groups.

center during the day to receive special education and 
therapy, and then returned to their homes in the com-
munity at night and on weekends. A number of African 
American clients seemed to be staying at a different 
relative’s home each week. This was a problem because 
clients were bused in from all over the city, so schedul-
ing the bus route was a nightmare. The treatment cen-
ter’s administration, all of whom were Anglos, identified 
multiple residences as a problem. However, it really was 
a strength and should have been viewed as such. These 
adolescents had a strong kinship system with their 
 extended family. Many relatives were ready and willing 
to take care of these children when their nuclear family 
(in this case, their mothers) did not always have the 
 resources and capabilities to do so.

Another example of  the strengths demonstrated by 
extended families involves Navajo who live on a reser-
vation stretching from the south central Colorado pla-
teau to parts of  Arizona, New Mexico, and Utah. The 

tribe opened and ran its own nursing home for tribal 
members (Mercer, 1996). The home’s staff  had to be 
very sensitive to the fact that residents had numerous 
visitors from their extended family, many of  whom 
were quite distant from the nuclear family and some of 
whom would travel great distances at significant cost. 
This was in stark contrast to many Anglo nursing 
homes, in which staff  are accustomed to receiving few 
visitors for residents, and often only immediate family. 
Staff  there frequently view visits as cumbersome and 
unmanageable. Chapter 10 elaborates further on the 
Navajo’s empowering treatment of  older adult family 
members.

Critical Thinking Questions
How would you describe your racial and cultural back-
ground? How would you describe your worldview? 
How would you describe the dynamics, closeness, and 
strengths of your own nuclear and extended families?

FOCUS ON CRITICAL THINKING 3.2 (continued)

[people originating in an area] (e.g., Aztec and 
Mayan) and Spanish cultural traditions and, for 
some Latino groups, African traditions.

It’s important not to make stereotyped assump-
tions about such a diverse group. Santiago-Rivera 
and her colleagues (2002) continue:

Although it is not often reported, Latinos may 
also be of Asian heritage. The Philippine islands, 
 conquered by Spain, were populated by people of 
Asian heritage. Whereas the native language of the 

island is Tagalog, Spanish surnames are common-
place, and in the United States, Filipinos may claim 
either Asian or Latino heritage. In South America 
and Mexico, there are settlements of Chinese fami-
lies as well. Peru is one such example. (p. 23)

Keeping in mind that more specific variations 
exist within the many subgroups, we will discuss 
some cultural themes important to Hispanic fami-
lies in general. Hispanic heritage is rich and diverse, 
but the groups tend to share similarities in terms of 
values, beliefs, attitudes, culture, and self-perception. 
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Another important related concept refl ecting a cul-
tural strength is compadrazco (godparentage). Compa-
dres (godparents) often serve as “substitute parents” 
who “may be prominent leaders or older people who 
hold some position of authority and respect within the 
Latino community. Such individuals play an impor-
tant role in the Latino family’s life and are included 
in all traditional celebrations. The practice of  god-
parentage formalizes relationships between the child’s 
parents and the compadres and promotes a sense of 
community” (Santiago-Rivera et al., 2002, p. 44).

Other vital sources of  strength involve the com-
munity support systems often available to Hispanic 
families. These include the following:

Botanicas: “[S]hops that sell herbs as well as records 
and novels in Spanish.”

Bodegas: “[G]rocery stores” that “also serve as 
 information centers for the Hispanic community, 
providing such information as where folk heal-
ers can be found . . . ” (Mexican, Puerto Rican, 
and Cuban Hispanic cultures espouse folk healers 
who help people deal with physical, emotional, 
and spiritual diffi culties).

Club socials: Settings that “provide recreation as 
well as links to community resources, including 
 employment and housing” (Chilman, 1993, p. 160).

A third theme characterizing many Hispanic 
 families is the importance of spirituality and  religion 
(Longres & Aisenberg, 2008). “Spirituality has a 
fundamental shaping infl uence on the lives of  many 
Latinos. Catholicism is a defining force of  fam-
ily and gender roles for Latino people. . . . Latino  
Catholicism revolves around the concepts of life and 
death. This fatalistic belief  system emphasizes that 
God will provide. There is a pervading sense that 
much of what happens is beyond an individual’s per-
sonal control. Most Latinos are Roman Catholic, 
but many espouse beliefs and practices infl uenced by 
indigenous and African belief  systems” (Santiago-
Rivera et al., 2002; Weaver, 2005, p. 147). Examples 
of such folk beliefs are the following:

Espiritismo (among Puerto Ricans): “The belief  in 
spirits. Everyone is believed to have spirits of pro-
tection, and these can be increased by perform-
ing good deeds and decreasing evil. Latinos who 
 ascribe to espiritismo believe that loved ones can be 
around in spirit after death and can lead one’s life 
in times of diffi culties. Espiritistas (spiritist healers) 

These include the signifi cance of a common language, 
the importance of  family relationships including 
 extended family and other support systems, spiritual-
ity, and the traditional strictness of gender roles.

The fi rst theme important in understanding the 
environment for children growing up in Hispanic 
families is the signifi cance of  a common language. 
Almost 60% of  Latinos/Latinas indicate they speak 
English only or speak it fluently; however, almost 
80% of  Latinos/Latinas indicate they speak Span-
ish fl uently (Longres & Aisenberg, 2008). Therefore, 
social workers should “know that there is a grow-
ing population of  bilingual Latinos who have vary-
ing degrees of  language profi ciencies in English and 
Spanish” (Santiago-Rivera et al., 2002, p. 121). For 
instance, recent immigrants may use little if  any Eng-
lish, whereas people whose families have been here 
for centuries may be bilingual or lack any knowledge 
of Spanish. One strong implication of such diversity 
is the need for social workers to assess Latino clients’ 
language history and use on an individual basis.

Another important note is the fact that so many 
cultural activities and aspects of  cultural pride are 
 associated with Spanish. Consider the events and 
holidays (e.g., Cinco de Mayo for Mexican Ameri-
cans, which refers to the glorious day a small Mex-
ican army defeated a French army battalion), 
culture, history, and foods, all associated with Span-
ish origins, that are so meaningful in daily cultural 
life (Longres, 1995b).

A second theme reflecting a major strength in 
many Hispanic families is the significance placed 
on relationships with nuclear and extended  family 
 including “aunts, uncles, cousins, and grandparents, 
as well as close friends,” referred to as familismo 
(Santiago- Rivera et al., 2002, pp. 42–43; Weaver, 
2005). 

Latino families are typically large, intergenerational, 
and interdependent, and offer an important source of 
support to their members. . . . Extended family ties are 
highly valued and serve as a source of pride and secu-
rity. . . . This emphasis on respect and responsibility to 
family members often leads to [older] . . . adults both 
being cared for and taking on caregiving responsibil-
ities within the family. . . . [Older adults] are often 
cared for within the family rather than through formal 
social services. When nursing homes are used, family 
members often continue to fulfi ll supportive caregiving 
responsibilities. (Kolb, 1999; Weaver, 2005, p. 148)
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Do not be unhappy with your man, no matter what 
he does to you;
Do not ask for help;
Do not discuss personal problems outside the 
home; and
Do not change.

Although Latinas of varying generations may rec-
ognize the commandments, many report that as a 
result of  . . . [becoming more absorbed into the 
majority culture], education, and involvement in 
relationships that do not reinforce the command-
ments, they experience less confl ict about not living 
 according to the commandments. It can be argued 
that many women, not just Latinas, have been social-
ized according to this  belief system; however, marian-
ismo is still considered a Latino cultural value (p. 50).2

Weaver (2005) indicates that “[a]lthough distinct 
gender roles exist, it is important to recognize that 
not all Latinas fi t these roles to the same extent. For 
example, Latinas are often stereotyped as passive 
and submissive, but many changes have taken place 
in marriages and families in the last decade. Many 
Latinas now work outside the home and may wield 
decision-making power about family finances. It is 
important to understand evolving gender roles within 
Latino families” (p. 146). Today over 56% of Hispanic 
women are in the workforce compared to almost 62% 
of African American women and over 59% of white 
women (U.S. Census Bureau, 2007). From a strengths 
perspective, Hispanic women function as socializ-
ers, educators, and  promoters of  values and beliefs 
within family systems. Hispanic couples vary widely 
in terms of who assumes decision-making power and 
responsibility for family support, as do couples in any 
other ethnic or racial group. Other factors to consider 
that infl uence gender roles include educational level, 
 income, location, history in this country, verbal com-
munication, and family structure (Santiago-Rivera 
et al., 2002).

American Indians/Native Americans/
First Nations Peoples
We have stressed that there are more than 500 separate 
American Indian nations with hundreds of  dialects 

communicate with spirits and can be incarnated by 
them. Healing can take place with prescribed folk 
healing treatment.”

Curanderismo (among Mexican Americans and other 
Central and South Americans): The practice of 
curing “physical, emotional, and folk illnesses. 
Curanderos/as are healers who use a range of 
treatments, such as herbal remedies, inhalation, 
sweating, massage, incantations, and limpieza (a 
ritual cleansing).”

Santeria (among Cuban Americans): Practices 
that combine “African deities with Catholic 
saints. The santeros/as are priests who function 
as healers, diviners, and directors of  rituals” 
(Negroni- Rodriguez & Morales, 2001, p. 135; 
Santiago-Rivera et al., 2002; Weaver, 2005).

A fourth theme often characterizing Hispanic 
families involves a strict division of  gender roles 
(Longres & Aisenberg, 2008). This refl ected in two 
major concepts (Weaver, 2005). Machismo is the idea 
of  male “superiority” that “defi nes the man as pro-
vider, protector, and head of  the household”; mari-
anismo, on the other hand, is the idea that, “after the 
Virgin Mary,” females are valued for their “female 
spiritual sensitivity and self-sacrifi ce for the good of 
husband and children. . . . The mother and wife roles 
offer power to exercise authority in the home. How-
ever, women are also expected to be dependent on 
men” (Negroni-Rodriguez & Morales, 2001, p. 135). 
Additionally, females are supposed to stay virgins 
until marriage (Santiago-Rivera et al., 2002).

Santiago-Rivera and her colleagues (2002) note that 
these beliefs may give mothers an important yet chal-
lenging role in the family. If  a woman is self- effacing 
and giving at all times, she may appear to  outsiders 
to be more like a submissive doormat. However, those 
who know Latinas, especially mothers, often note that 
women are the silent power in the family.

In The Maria Paradox (Gil & Vasquez, 1996), the 
10 commandments for women who subscribe to the 
paradigm of  marianismo are listed. These include 
the following:

Do not forget a woman’s place;
Do not forsake tradition;
Do not be single, self-supporting, or independent-
minded;
Do not forget that sex is for making babies, not for 
pleasure;

2Note that in academic circles and in Latin American women’s 
studies, the meaning of  marianismo has been expanded over the 
last few decades; “[i]t has now evolved into a term used to describe 
the feminine spiritual superiority, moral superiority, and spiritual 
strength of the modern Mexican woman” (Bocchi, 2005).
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ability to pass on cultural traditions to their children, 
and left many Native people with limited knowledge 
of their indigenous heritage. (p. 257)

Sensitivity to differences among American Indian 
nations and to individuals within nations, along with 
appreciation of  these differences, is vital to effective 
social work practice. However, as with Hispanic peo-
ple, several themes characterize many First Nations 
Peoples. These include the importance of  extended 
family, noninterference, harmony with nature, the 
concept of time, and spirituality.

As with Hispanic people, family ties includ-
ing those with extended family are very important 
(Bearse, 2008; Brammer, 2004; Ho, 1987; Paniagua, 
2005). The sense of  self  is secondary compared to 
that of  the family and of the tribe (Paniagua, 2005). 
Baruth and Manning (1999) explain:

Family extends well beyond one’s immediate rela-
tives to extended family relatives through the sec-
ond cousin, members of one’s clan, members of the 
community, all other living creatures in this world, 
nature as a whole, and the universe itself. The entire 
universe is thought of as a family, with every one 
of its members serving a useful and necessary func-
tion. Native American children develop a height-
ened level of sensitivity for everything of which they 
are a part, for the cyclical motion of life, and for the 
customs and traditions of their people. (p. 325)

Edwards and Edwards (2002) comment:

It is not unusual for large numbers of extended fam-
ily members to participate in healing ceremonies for 
cousins, aunts, uncles, parents, and grandparents. It 
is sometimes confusing to accurately identify family 
members, as cousins may be affectionately referred 
to as brothers and sisters, and respected aunts and 
uncles (sometimes several times removed) may be 
addressed as mothers, fathers, and grandparents 
are. Elders are often referred to as “Grandmother” 
or “Grandfather” when there are no kinship ties to 
these people. (p. 247)

Elders typically are turned to for advice and con-
sultation on important matters. Paniagua (2005) 
explains:

American Indians emphasize the “administration” 
of the family by the father and older relatives. Thus, 
 mutual respect between wife and husband, between 
parents and children, between immediate family 

(Weaver, 2008). Weaver (2008) comments on the terms 
used to refer to these indigenous peoples (that is, peo-
ple who originally populated these geographic areas):

There are many terms for the indigenous people of 
North America including American Indian,  Native 
American, and First Nations Peoples. There is 
no consensus about which term is best, yet some 
 Native people have strong preferences for one term 
over the others. These terms all include many differ-
ent groups of distinct people. (p. 254)

Some people feel that the term First Nations Peo-
ples emphasizes the true status of  these population 
groups as the fi rst inhabitants of North America who 
populated intact nations before Europeans arrived 
(Kirst-Ashman & Hull, 2009). There is also some 
evidence that many people in these groups prefer the 
term American Indian over Native American (Barker, 
2003). Additionally, the term Native American is “a 
broader designation [than that referring to North 
American peoples] because the U.S. government 
includes  Hawaiians and Samoans in this category” 
(American Psychological Association, 2001, p. 68). 
This book will arbitrarily use the terms  American 
 Indian and First Nations Peoples interchangeably 
when referring to these population groups. When 
quoting other sources, sometimes the term Native 
 American is used.

Whenever possible, it’s best to “name the par-
ticipants’ specific group” (American Psychologi-
cal  Association, 2001, p. 68; Brave Heart & Chase, 
2005). Although some nations consist of  fewer than 
100 people (Weaver, 2007), others including the 
Cherokee, Chippewa, Choctaw, Navajo, and Sioux 
have more than 100,000 members according to the 
U.S. Census Bureau (2007). Weaver (2007) further 
describes the picture:

Extensive diversity also exists among people within 
nations. Some people are very knowledgeable about 
and grounded in their indigenous culture, while 
 others are not. Sometimes this is based on choices 
an individual has made; however, it is more often 
the  result of decades of damaging U.S. policies that 
tried to assimilate Native people. These policies were 
deliberate in their attempts to eradicate indigenous 
 cultures. Many people lost their ability to speak their 
language and lost touch with their cultural traditions 
when they were forcibly taken away from their com-
munity and sent to government or church-run board-
ing schools. This sort of cultural loss impaired their 
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nature (Baruth & Manning, 1999; Dhooper & 
Moore, 2001; Ho, 1987). Ho (1987) explains:

American Indians hold nature as extremely impor-
tant for they realize that they are but one part of a 
greater whole. There are many rituals and ceremo-
nies among the tribes that express both their rever-
ence for nature’s forces and their observance of the 
balance that must be maintained between them and 
all other living and nonliving things. (p. 71)

A fourth concept basic to First Nations life and 
related to harmony with nature is the concept of time 
(Bearse, 2008; Sue, 2006; Sue & Sue, 2008; Weaver, 
2005). Time is considered an aspect of  nature. Time 
fl ows along with life. It is not something that should 
take precedence over how you relate to others in 
your life. Therefore, time should not control or dic-
tate how you live and spend your time. Hence other 
aspects of  life, including interaction with other peo-
ple, become more important than punctuality.

One other theme reflecting the perspective of 
many First Nations Peoples is that of  spirituality 
(Bearse, 2008; Weaver, 2005). Dhooper and Moore 
(2001) explain:

It was not until the passage of  the American 
 Indians Religious Freedom Act of 1978 that Native 
 Americans were permitted religious freedom in the 
United States. Prior to that time, they were consid-
ered heathens and were often arrested and imprisoned 
for practicing their religion. Religion is a universal 
concept among Native Americans. When they refer to 
the universe they include the world, god, the self, and 
others. Their religion embraces many gods or spirits, 
but there is usually one great god or Great Spirit to 
whom reference is made. Faith, an outgrowth of their 
religiosity, is a  harmonizing force that gives purpose 
and signifi cance to their culture, life, and land (Kasee, 
1995). They believe in the reincarnation and infi nite 
existences of their spirits and consider the elements 
and forces of nature such as the rain, sun, lightning, 
water, and fi re as objects of worship. They believe that 
the natural world is controlled by the supernatural 
through spirits. From their perspective, every sphere 
of life is governed by religion. God and nature are 
inseparable, and being in disharmony with God will 
cause disharmony with nature, which will have a neg-
ative impact upon the self. (pp. 178–179)

Note that the extent to which these five themes 
characterize any individual Native American person 

members and other relatives, and between family mem-
bers and the tribe is highly valued. . . . An  important 
part of the American Indian cultural value of familism 
[the well-being of the family is most  important and the 
interests of the individual secondary] is the tradition 
of consulting tribal leaders, elders, and medicine men 
or women when marital confl icts emerge. (p. 100)

Children receive supervision and instruction 
not only from their parents but also from relatives 
of  several generations; thus biological parents have 
“greater opportunity to engage in more fun-oriented 
activities with their children” and often are able to 
establish relationships with their children that are 
“less pressured and more egalitarian than that of the 
dominant culture” (Ho, 1992, p. 76).

A second signifi cant concept in American Indian 
culture involves the emphasis on noninterference, 
“the deep respect for the rights and dignity of  indi-
viduals [to make their own decisions]. . . . The high-
est form of  respect for another person is respecting 
his or her natural right to self-determination. This 
means not interfering with another person’s ability 
to choose, even when it means keeping a person from 
doing something foolish or dangerous” (Baruth & 
Manning, 1999, p. 328; Kirst-Ashman & Hull, 2009; 
Sue, 2006; Sue & Sue, 2008). Although First Nations 
life emphasizes collective work and common goals, 
it also stresses the individual’s right to have opinions 
(Paniagua, 1998). Therefore, “American Indian chil-
dren are rarely told directly what to do and are often 
encouraged to make their own decisions” (Paniagua, 
1998, p. 81). Locke (1998) explains:

Many Native American Indians use noncoercive 
parenting styles that encourage the child’s self-
determination. . . . Child-rearing practices are 
characterized by early training in self-suffi ciency, 
and psychological  development is in harmony with 
knowledge gained from the natural world. . . . 
[American] Indian parents are generally quite per-
missive in their training, and children have no fi xed 
schedules for eating or sleeping. (pp. 68–69)

Another facet of  noninterference involves how 
 fathers or older male adults in a family do not con-
trol families. Rather, they administer or organize the 
family so that it may arrive at a decision regarding 
how to proceed (Paniagua, 1998).

A third conceptual theme that characterizes 
American Indian culture is that of  harmony with 
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Americans with incomes of $50,000 and above, their 
median income levels continue to represent only 87% 
of what their white counterparts earn. (p. 81)

African Americans, like other racial, cultural, and 
ethnic groups, refl ect great diversity. “The term  African 
American subsumes a diverse array of peoples includ-
ing African Americans born in this country, Africans, 
and individuals from the West Indies and Central and 
South America” (Diller, 2004, p. 197).

Despite this diversity, however, four dynamics have 
“shaped African American experience and culture” 
(Black, 1996; cited in Diller, 2004, pp. 197–198):

1. The African legacy, rich in culture, custom, and 
achievement.

2. The history of slavery, a deliberate attempt to 
destroy the core and soul of  the people, while 
keeping their bodies in enforced servitude.

3. Racism and discrimination, ongoing efforts to 
continue the psychological and economic subju-
gation started during slavery.

4. The victim system, a process by which individu-
als and communities are denied access to the 
 instruments of development and advancement, and 
then blamed for low levels of accomplishment and 
achievement, while their successes are considered 
deviations from the norm. (Black, 1996, p. 59)

Devore (2001) cautions that, on the one hand, 
we should “begin with the understanding that 
African American families are not homogeneous. 
One cannot point to the African American family. 
No composite exists. Therefore, social workers must 
understand that African American [families] will dif-
fer in style and composition, but will experience per-
sistent racism” (p. 34).

On the other hand, Solomon (2002) maintains 
that although many groups have been effectively 
integrated into the dominant culture (e.g., “Dutch, 
German, Scandinavian, and Irish”), this has not 
been the case with African Americans (p. 299). She 
continues that “the result has been the maintenance 
of  a distinctive culture that possesses elements of 
the dominant culture, elements of  other subcultural 
groups who have been oppressed, and elements that 
are a consequence of  the unique African American 
experience. This cultural distinctiveness may be 
 observed” in a variety of  ways (Solomon, 2002, 
p. 299). These include four general commonalities 
that tend to characterize African American families.

or family varies tremendously (Bearse, 2008). Sue 
and Sue (2008) refl ect:

Although some of  the value differences between 
[American] Indians and non-[American] Indians 
have been presented, many Indians are acculturated 
and hold the values of the larger society. [Accul-
turation is “the adaptation of language, identity, 
behavior patterns, and preferences to those of the 
host/majority society” (Lum, 2004, p. 229).] . . . 
Five cultural orientation types were formulated by 
M. T. Garrett and Pichette (2000):

1. Traditional. The individual may speak little 
English, thinks in the native language, and prac-
tices traditional tribal customs and methods of 
worship.

2. Marginal. The individual may speak both lan-
guages but has lost touch with his or her cultural 
heritage and is not fully accepted in mainstream 
society.

3. Bicultural. The person is conversant with both 
sets of values and can communicate in a variety 
of contexts.

4. Assimilated. The individual embraces only 
the mainstream culture’s values, behavior, and 
expectations.

5. Pantraditional. Although the individual has only 
been exposed to or adopted mainstream values, 
he or she has made a conscious effort to return 
to the “old ways.” (p. 353)

African Americans
There are almost 38.3 million African Americans 
in the United States (U.S. Census Bureau, 2007). 
 Almost 55% live in the South, almost 19% in the 
Midwest, over 17% in the Northeast, and almost 9% 
in the West (U.S. Census Bureau, 2003). Parham and 
Brown (2003) continue:

Nearly 80% of  African Americans earn a high 
school diploma, and 17% attain a bachelor’s or 
graduate degree. Despite these advances in educa-
tional achievement when compared to previous cen-
sus data, African Americans continue to suffer as a 
people under a veil of poverty, with 22% of families 
being at or below the poverty line of approximately 
[$18,400 per year for a family of four]. . . . Pov-
erty rates vary across the lifespan but impact chil-
dren and older adults more signifi cantly. And despite 
a growing number (25%) of middle-class African 
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similar nurturance and support (Paniagua, 1998). 
Dhooper and Moore (2001) explain:

The African American church continues to address 
not only the religious and spiritual needs of the indi-
vidual, family, and community, but also their social 
needs. It serves as a coping and survival mechanism 
against the effects of  racial discrimination and 
 oppression and as a place where African Ameri-
cans are able to experience unconditional positive 
regard. (p. 101)

Frame (2003) reflects that for many African 
Americans,

Spirituality and identity are inseparable. Religion 
is not compartmentalized into a set of beliefs, doc-
trine, or dogma. Instead, it is in the life and breath 
of  most African Americans, whether or not they 
are involved in organized religion. . . . Some Afri-
can Americans believe that spirit may be found in 
everything. Religion and spirituality are considered 
major strengths for African Americans, which con-
tributed to their resilience, their survival of slav-
ery, and their ability to overcome present struggles. 
For many African Americans, spirituality domi-
nates their thinking and is integrally related to 
their sense of security, adjustment, identity devel-
opment,  behavior, and problem-solving ability. . . . 
When they fi nd themselves in a crisis or particularly 
stressed, many African Americans seek solace and 
strength in their religious and spiritual practices. . . .

The focus of worship in most African American 
churches is on God, who through Jesus Christ, enters 
into a personal relationship with believers, reconciles, 
liberates, heals, and guides. . . . There is an empha-
sis on God’s “healing presence in life despite suffer-
ing and pain” (Wimberly, 1991, p. 16). Worship in 
African American churches is spirited, emotional, 
expressive. It often includes “involuntary acts of 
praise” (Mitchell & Mitchell, 1989, p. 105). In addi-
tion, clapping, dancing, and shouting are common in 
African American worship, which results in spiritual 
uplifting and an indwelling sense of hope in the wor-
shiper. . . . There is the expectation that upon leav-
ing a worship service, participants are empowered to 
manage the demands of daily life. (pp. 132–133)

Asian Americans
Asian Americans are composed of three basic groups 
that, in turn, consist of  numerous subgroups. These 

First, extended family ties are very important for 
African American families (Diller, 2004; Moore, 2008; 
Sue & Sue, 2008). Often children are raised not only 
by the nuclear family consisting of parents and chil-
dren but also by extended family members including 
grandparents, aunts and uncles, cousins, and  others 
even further removed. This reflects a  significant 
strength in that children often receive nurturance 
and support from multiple caring family members, 
who also provide each other with mutual aid.

A second, related dimension characterizing Afri-
can American families is role fl exibility (Diller, 2004; 
Moore, 2008; Weaver, 2005). Winkelman (1999) 
 explains that traditional gender roles

tend to be less rigid, with few uniquely male or 
 female characteristics. . . . Both male and female 
African American children are taught to be asser-
tive and nurturing. The emphasis on interdepen-
dence, cooperation, flexibility, adaptation, and 
mutual respect has required an abandonment of 
traditional defi nitions of sex roles. (p. 297)

Paniagua (1998) continues:

The mother sometimes plays the role of  the 
father and thus functions as the head of the fam-
ily. In  addition, older children sometimes function 
as parents or caretakers for younger children. In 
fact, older African American children may drop 
out from school to work and help younger children 
secure a good education. (p. 22)

A third characteristic of  African American fami-
lies is respect for older adults (Usita, 2007). Dhooper 
and Moore (2001) report:

[Older adults] . . . are held in high regard in the 
 African American family and community. This 
results from (a) the acknowledgment of their hav-
ing a collective history of lifelong discrimination; 
(b) the belief  that offspring should provide in-
home care when the need for assistance arises; and 
(c) the habit of allowing relatives and nonrelatives 
to live with them in times of family crises. (p. 103)

A fourth theme in African American life involves 
strong religious beliefs and a close relationship with 
the church, especially an African American church 
(Diller, 2004; Dhooper & Moore, 2001; Moore, 
2008). Many African American families consider the 
church to be a part of the extended family, providing 
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goals to further the welfare of family and maintain its 
reputation. The individual is obligated to save face, so 
as to not bring shame onto the family. Therefore, there 
is incentive to keep problems within the family so that 
the family will not “lose face.” (p. 1)

A second theme, related to the significance of 
the family, that is common among Asian American 
families involves interdependence (Green, 1999; Sue 
& Sue, 2008). For example, Chinese culture empha-
sizes “kinship from birth to death, and it is expected 
that the family will serve as a major resource in pro-
viding stability, a sense of  self-esteem, and satisfac-
tion” (Goldenberg & Goldenberg, 2002, p. 341). 
Such  respect and maintenance of  responsibility is 
expected even when family members move to some 
other country and never or rarely see the rest of  the 
family again (Goldenberg & Goldenberg, 2002).

A third theme concerns fi lial piety—“a devotion 
to and compliance with parental and familial author-
ity, to the point of  sacrifi cing individual desires and 
ambitions” (Kirst-Ashman & Hull, 2009, p. 432). It 
is expected, for instance, that children will care for 
aging parents (Balgopal, 2008; Green, 1999). Gold-
enberg and Goldenberg (2002) comment:

Elders are afforded unquestioned respect. In Fili-
pino families, for example, elders are greeted in cul-
turally defined ceremonial ways and with kinship 
terms that denote their special rank; failure either 
to carry out the ritualized greeting or to use these 
terms would be considered disrespectful. (p. 345)

A fourth theme characterizing many Asian Amer-
ican families involves the high priority of  and tre-
mendous investment in children (Balgopal, 2008; 
Goldenberg & Goldenberg, 2002; Green, 1999). 
Goldenberg and Goldenberg (2002) explain:

Young children are indulged long beyond what is 
considered standard among traditional American 
families. Toilet training is often delayed, according 
to Berg and Jaya (1993), until the child insists on 
it, and older children, even up to the age of 10 or 
11, frequently sleep with their parents. Adolescents 
are not encouraged to learn self-care skills (clean-
ing their rooms, doing their own laundry, cooking 
their own meals) and are permitted to maintain a 
dependent position as long as they wish. What they 
are expected to do, however, is to be well behaved 
and obedient and, above all, to bring honor to the 

include, but are not limited to, “Asian Americans 
(Japanese, Chinese, Filipinos, Asian Indians, and 
Koreans); Pacific Islanders (Hawaiians, Samoans, 
and Guamanians); and Southeast Asians (Vietnam-
ese, Cambodians, and Laotians)” (Fong, 2008; Pani-
agua, 1998, p. 57). Obviously, there is huge variation 
among these groups despite the fact that they are 
clustered under the umbrella term Asian Americans.

Diller (2004) explains that “unlike African Amer-
icans, Latinos/as, and Native Americans, Asian 
Americans have been quite successful economi-
cally and educationally, even in comparison with 
the White population”; this includes median income 
 levels, rate of  small business ownership, and attain-
ment of  educational degrees (p. 217). However, he 
maintains that this provides an overly simplistic view 
and urges us to consider the following facts:

High median income doesn’t take into consideration 
the number of wage earners, the level of  poverty 
among certain Asian subgroups, or the discrepancy 
between education and income for Asian workers. 
Education in the Asian community is bimodal; that 
is, there are both highly educated and uneducated 
subpopulations. Asian towns in large urban areas rep-
resent ghettos with high unemployment, poverty, and 
widespread social problems. Underutilization of ser-
vices does not necessarily mean a lack of problems, 
but may in fact have alternative explanations such as 
face saving, shame, or the family’s cultural tendency 
to keep personal information hidden from the outside 
world. In short, the belief in Asian success does not 
mean that there is any less racism or discrimination 
directed toward Asian Americans or that there are 
not serious problems within crowded urban enclaves 
(Diller, 2004, p. 218; Sue & Sue, 2008).

Discussed here are fi ve themes that tend to char-
acterize many Asian American families. These 
 include the signifi cance of  family, interdependence, 
fi lial piety, investment made in children, and patriar-
chal hierarchy.

First, like Hispanics, Asian Americans tend to 
consider the family as the primary unit and indi-
vidual family members as secondary in importance 
(Balgopal, 2008; Diller, 2004; Slattery, 2004). Phillips 
(1996) describes a key concept:

The welfare and the integrity of the family are of great 
importance. The individual is expected to submerge or 
to repress emotions, desires, behaviors, and individual 
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their countries because of human rights violations 
against them. Therefore, immigrants are also some-
times referred to as voluntary migrants or eco-
nomic migrants, and refugees may be referred to 
as involuntary migrants or forced migrants. Ref-
ugees are also sometimes referred to, or refer to 
themselves, as exiles or émigrés. . . .

Legally, anyone who is not a citizen of  the 
United States is termed an alien. Aliens are further 
classified as immigrants and nonimmigrants, and 
as documented or undocumented (Loue, 1998). In 
this classification, an immigrant is a person who 
has been legally admitted into the United States 
and granted the privilege to be a permanent resi-
dent (a “green card” holder). A nonimmigrant is 
a foreign-born person who is in the United States 
temporarily, such as a tourist, a student or a jour-
nalist. Nonimmigrants also include temporary, or 
seasonal, workers, who come to the United States to 
work during certain periods of the year and  return 
to their countries during the rest of the year. This 
typically refers to agricultural laborers.

A documented alien is one who has been granted 
a legal right to be in the United States. This legal 
right is determined by admissions policy. The 
admissions policy details many categories of people 
who are eligible to be legally admitted. It also spec-
ifies how many people from each country may be 
legally admitted into the U.S. each year. . . .

An undocumented alien is one who does not 
have a legal right to be in the United States. These 
people are also sometimes referred to as illegal 
 immigrants. They are also referred to as deport-
able aliens, because if  discovered by immigration 
authorities, they are subject to deportation, or forc-
ible return to their countries of origin. There are 
two ways in which people become undocumented 
aliens. One is by entering the U.S. illegally. This 
means that the person has not received authori-
zation to enter the United States. For example, 
people who cross the border from Mexico with-
out going through the immigration authorities are 
undocumented aliens. The second way that people 
become undocumented aliens is by entering the U.S. 
legally, but then violating the terms of the visa (the 
authorization to stay in the U.S.). For example, a 
tourist may be granted a visa to stay in the United 
States for a limited period of time. If  the person 
stays  after that time period has expired, then that 
person becomes an undocumented alien. (pp. 4–5)

family. School achievement is a particularly visible 
way to do so, but so is earning praise from others in 
the community for being respectful, knowing good 
manners, and eventually marrying into a good fam-
ily. (pp. 341–342)

A fi fth related theme distinguishing many Asian 
American families involves their patriarchal hierar-
chy (Diller, 2004; Goldenberg & Goldenberg, 2002; 
Green, 1999). Balgopal (2008) explains:

Asian families are generally patriarchal, and in tradi-
tional Asian families, age, sex, and generational sta-
tus determine the roles that members play. The father 
is the head of the family, and his authority is unques-
tioned; he is the main disciplinarian and is usually 
less approachable and more distant than the mother; 
the mother is the nurturer and caretaker. (p. 156)

A Note on Difference
Of course, any discussion of  these general cultural 
themes of values and behaviors is just that—general. 
Actual practices vary dramatically from one ethnic 
group to another and from one family to another. 
It’s important not to make mistaken assumptions 
about an individual’s values and expectations simply 
because that person is a member of some group.

National Origin and Immigration Status
National origin, another dimension of  diversity, 
 involves individuals’, their parents’, or their ancestors’ 
country of  birth. National origin often is an impor-
tant factor in people’s cultural values and  expectations. 
How individuals are raised, what they’re taught, and 
how they learn to perceive the world around them 
vary dramatically from one corner of  the world to 
another. Understanding values and customs derived 
from national origin helps social workers better un-
derstand their clients’ perspectives and needs.

An important related concept to national origin is 
immigration status. Immigration involves the perma-
nent movement from one country to another. Social 
workers are often called upon to work with immi-
grants so it’s important to understand the terms and 
issues involved. Potocky-Tripodi (2002) defi nes many 
of the important concepts.

The fundamental distinction between immigrants 
and refugees is that immigrants leave their countries 
voluntarily (usually in search of better economic 
opportunities) whereas refugees are forced out of 
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culture, especially when language barriers exist 
(Gushue & Sciarra, 1995). Finding employment and 
adequate housing and “fi tting into” the social fab-
ric of  neighborhoods and communities can be dif-
fi cult. Kamya (1999) cites “social isolation, cultural 
shock, cultural change, and goal-striving stress as 
four signifi cant experiences” newcomers often face 
(p. 607). They may have difficulties understanding 
new behavioral expectations imposed on them, inter-
acting effectively with others in the new culture, and 
achieving the goals they had hoped for. Highlight 3.3 
identifi es some of  the differences between cultural 
expectations in the United States and those adopted 
by the Turkana tribe in northern Kenya.

Increasing cultural competence is helpful in work-
ing with a population having a different national 
origin. Consider the following example. Thanh, a 
counselor at a homeless shelter, is seeing an increas-
ing number of  Haitian immigrants enter the shelter. 
He determines that he must enhance his knowledge 

Many people from other countries may receive 
or need social services. Immigrants represent an 
 important portion of  the U.S. population. In 2006 
over 35.7 million people, 12.1% of the total popula-
tion, were foreign-born (U.S. Census Bureau, 2007). 
Padilla (1999) reports:

Immigration to the United States is characterized 
by steady growth, dramatic changes in ethnic com-
position, and declining socioeconomic levels. Over 
7 million people immigrated during the past 
decade, refl ecting consistent increases over previ-
ous decades . . . , and these increases are expected 
to continue. By 2040 one in four Americans will 
be an immigrant (fi rst generation) or the child of 
immigrants (second generation), and by 2010 chil-
dren of immigrants will account for 22 percent of 
the school-age population. (p. 590)

People with different national origins often fi nd it 
diffi cult to integrate themselves into the mainstream 

HIGHLIGHT 3.3

Appreciating Cultural Diff erences in National Origin

Imagine a family of the Turkana tribe in northern  Kenya 
immigrating to the United States.3 What difficulties 
would members face in terms of cultural differences and 
expectations? Primarily nomadic goatherds, these people 
are not accustomed to handling currency, as their subsis-
tence is based on bartering (exchanging goods for other 
goods). Even if  they enter a store, have currency, and 
want to make a purchase, it is unthinkable to pay the 
asking price without trying to negotiate a lower cost.

Another difference is the common practice of 
 polygamy. The number of  a man’s wives reflects his 
wealth, with each wife being purchased with some 
negotiated number of goats. A wealthy man is one with 
many wives and many goats.

The Turkana tribe’s conception of  time reflects yet 
another difference. Many tribal members have never seen 
watches. Their time is not split into precise units such as 
minutes and hours. Rather, they depend on the position 
of the sun in the sky to determine what should be done 
at that time of day. They value relationships and mutual 
respect more than rigorous scheduling and strict punctu-
ality. For example, the person providing this information 
was two days late for a meeting due to international and 
internal transportation difficulties. Instead of  being 

angry, tribal members were unconcerned about the late-
ness and cheerfully welcomed their visitors when they 
 finally arrived. A two-day delay most likely would not be 
accepted so tranquilly in the United States.

One aspect of  U.S. culture Turkana tribe members 
would probably appreciate is the ready access to public 
education, as education is highly valued there. Four 
years of  primary school and another four years of  sec-
ondary are available to children, but it still costs each 
family an additional $100 for elementary and $300 for 
secondary school per year. In the United States, this 
may not seem like much, but in northern Kenya, a pro-
fessional person holding an exceptionally good job 
might earn $1,000 in an entire year.

The point of  this is not to make judgments about 
which cultural values are better or worse, but rather to 
emphasize that significant differences do exist based on 
ethnicity and national origin. Social workers, then, must 
listen carefully to such clients regarding their needs, 
work with them as they adjust to new conditions, and 
provide the best services possible to meet their needs.

3This information was gathered from a personal communication 
with Gary S. Kirst, who had visited the Turkana tribe.
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Class
Class or social class, another aspect of  diversity, 
refers to people’s status or ranking in society with 
respect to such standards as “relative wealth, power, 
prestige, educational level, or family background” 
(Barker, 2003, p. 402). What comes to mind when 
you think of  social class? Whom do you picture 
when you think of people in higher classes? In lower 
classes? How would you characterize yourself  in 
terms of  class membership? How do you relate to 
people of other classes?

Social workers must carefully scrutinize their own 
answers to these questions. They must strive to avoid 
imposing stereotypes and prejudgments. Rather, they 
must continue to expand their knowledge base about 
the environmental circumstances characterizing peo-
ple’s lives in other social classes.

Political Ideology
Political ideology is another aspect of  diversity. 
Political ideology is the “relatively coherent system of 
ideas (beliefs, traditions, principles, and myths) about 
human nature, institutional arrangements, and social 
processes” that indicate how a government should 
be run and what principles that government should 
support (Abramovitz, 2007, p. 126). Chapter 1 intro-
duced the “standard” political ideologies concerning 
social welfare and government policies to address 
it—conservatism, liberalism, and radicalism (Abra-
movitz, 2008, p. 368). Your political ideology forms 
your views on how the government should be run, 
what responsibilities the government should assume, 
and what laws and policies should be established and 
implemented. Abramovitz (2007) explains:

The debate on the proper role of government often cen-
ters on which of three sites for resource distribution—
the family, the market, or the government—should 
bear the heaviest burden in ensuring the well-being 
of people. We don’t usually think of it this way, but 
all three systems play this role. The family distributes 
resources to its members by supporting those who do 
not work or otherwise cannot care for themselves. 
The breadwinners supply the wages needed to buy 
the food, clothing, shelter, medical care, and a host 
of other goods and services needed by family mem-
bers. In exchange, adult women and other unpaid 
family members shop, cook, clean, care for children, 
and maintain the household. Conservatives believe 
the families can and should be self-sustaining. Liber-
als argue that from the start many families,  especially 

of  their cultural values to work with them more 
 effectively. As he does this, he begins to understand 
that “the plight of Haitian immigrants is noteworthy 
because of its complexity and because of their fl ight 
from political and economic oppression” (Allen, 
1995, p. 125). Thanh discovers that a local organiza-
tion exists primarily to assist immigrants of  Carib-
bean origin socially, economically, and politically. 
The organization’s goals include “contributing to 
the economic welfare of  the community through 
the stimulation of  businesses, promoting the hous-
ing needs of  their constituents, and assisting their 
members in securing employment” (Allen, 1995, 
p. 125). Obtaining this information about Haitian 
immigrants enhances both Thanh’s understanding 
of  their culture and his ability to communicate with 
his clients. It also makes him aware of  a whole new 
set of resources potentially available to clients.

Note that when we speak about any racial, ethnic, 
or cultural group, it is important not to overgeneral-
ize. Persons with other national origins may embrace 
traditional cultural norms to various degrees. They 
may also experience acculturation, already defi ned as 
“the adaptation of  language, identity, behavior pat-
terns, and preferences to those of  the host/ majority 
society” (Lum, 2004, p. 229). In other words, people 
from another country may gradually blend into the 
larger society and adopt its values and customs. 
Therefore, for a given racial, ethnic, or cultural 
group, it is important that social workers not assume 
that all members comply with all cultural values or 
conform to the same extent. Being of German ethnic 
heritage does not automatically mean a person loves 
sauerkraut, liver sausage, and raw ground beef  with 
onions on rye bread simply because these are tradi-
tional ethnic foods.

Gushue and Sciarra (1995) address the difference 
in acculturation between fi rst-generation and later-
generation immigrants:

As family members differentiate according to abil-
ity levels of the language of the dominant culture, 
distinct forms and levels of acculturation begin to 
emerge. Children, having gained a knowledge of the 
language and wanting to be accepted by their peers, 
take on the ways of the dominant culture. Parents, 
more isolated because of language and perhaps suspi-
cious of the ways of the dominant culture, enter into 
confl ict with their children. Issues of racial/cultural 
identity also emerge because children and parents feel 
differently about their cultural heritage. (p. 597)
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those with limited income, have needed some kind of 
outside help to sustain themselves. Radicals hold that 
because low wages and high unemployment can raise 
profits, the operation of the system of production 
deprives families of resources needed for successful 
family maintenance. (p. 143)

Gender, Gender Identity, and 
Gender Expression
Gender is another aspect of  diversity that is  really 
much more complex than it may initially seem. 
“Gender refers to the social and psychological 
characteristics associated with being female or 
male. Characteristics typically associated with the 
 female gender include being gentle, emotional, 
and  cooperative; characteristics typically associ-
ated with the male gender include being aggressive, 
 rational, and competitive. In popular usage, gender 
is dichotomized as an either/or concept (feminine or 
masculine), but gender may also be viewed as exist-
ing along a continuum of  femininity and masculin-
ity” (as Focus on Critical Thinking 3.3 will explore) 
 (McCammon & Knox, 2007, p. 112).

Other important concepts related to gender are 
gender identity, gender expression, gender roles, and 
gender role socialization. Gender identity is a person’s 
internal psychological self-concept of  being either 
a male or a female, or, possibly, some combination 
of  both (Gilbert, 2008). Gender expression concerns 
how we express ourselves to others in ways related to 
gender that include both behavior and personality. 
Gender roles are the “attitudes, behaviors, rights, and 
responsibilities that society associates with”  being 
male or being female (Strong et al., 2008, p. 130). 
Gender role socialization is the process of  conveying 
what is considered appropriate behavior and perspec-
tives for males and females in a particular culture.

We will differentiate the concepts of  gender and 
sex. Sex “refers to the biological distinction between 
being female and being male, usually categorized 
on the basis of  the reproductive organs and  genetic 
makeup” (McCammon & Knox, 2007, p. 606). 
Gender, then, emphasizes social and psychological 
 aspects of  femaleness or maleness; sex, on the other 
hand, focuses on the biological qualities of  being 
male or female.

Women as Victims of Oppression
Despite the fact that a wide range of  gender 
 expression exists, the mainstream culture is primarily 

segregated by gender in terms of  women and men. 
As racial, ethnic, and cultural backgrounds affect 
you, so does your gender affect how you are treated 
and what worldview you assume. Women experience 
many  issues, expectations, and life situations that 
men do not, and they perceive the world in a differ-
ent way. The following reviews women’s plight in the 
United States:

Domestic violence is rapidly increasing: Reports of 
wife abuse, child abuse, and incest have never been 
higher. We see an aging society with limited  resources 
for employment opportunity and health care, espe-
cially for frail [older adults] . . . Women of color 
and other vulnerable groups are more represented 
in the changing face of acquired immune defi ciency 
syndrome (AIDS). Increased immigration from 
Third World countries results in populations at risk 
for poverty, poor health care, and lack of educational 
opportunity. . . . Women are overworked, underpaid, 
and undersupported by our social programs. . . . 
[Rapidly growing] pressures on family life, . . . [for 
women] include fewer resources for children; greater 
caregiving responsibilities for aging, ill, and disabled 
family members; and consequent role overload and 
stress. (Brandwein, 2008; Land, 1995, p. 3)

Some disturbing facts refl ect the different life con-
texts of  women and men in this country. Consider 
the following:

● Women are significantly more likely to be poor 
than men (Brandwein, 2008; Kirk & Okazawa-
Rey, 2007).

● “The two poorest groups in the United States are 
women raising children alone and women over 65 
living alone” (Kirk & Okazawa-Rey, 2007, p. 353).

● For all races, women earn signifi cantly less than 
men do at every educational level (U.S. Census 
Bureau, 2007).

● Non-Asian women of color are signifi cantly more 
likely to be poor than white women (Brandwein, 
2008; Kirk & Okazawa-Rey, 2007).

● Women earn about 77% of  what men earn 
(Brandwien, 2008). “For women of color, this drops 
to 64%” (Shaw & Lee, 2004, p. 337). Women in 
management, business, and financial occupations 
earn a median full-time salary of just over 71% of 
what men earn; similarly, women in professional 
and related occupations earn less than 69% of 
what men earn (U.S. Census Bureau, 2007).
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FOCUS ON CRITICAL THINKING 3.3

What Does Gender Really Mean?

In an overly simplistic, naïve view of  the world, one 
might think, “You’re either a male or you’re a female. 
Period.” However, in reality neither gender nor sexual 
orientation are such simple concepts. Money (1987) 
proposes eight factors of  gender that more fully por-
tray some of the complexity of gender. The first six are 
physical variables that include chromosomal predispo-
sition to gender; the presence of either ovaries or testes; 
exposure to male or female hormones prior to birth 
and brain differentiation resulting from hormones prior 
to birth; the presence of female or male internal repro-
ductive organs; exterior genital appearance; and the 
production of  either male or female hormones during 
puberty. The two psychological variables are the gender 
assigned at birth (“It’s a boy” or “It’s a girl”) and the 
person’s gender identity (the perception of  oneself  as 
being either “female” or “male”).

It is estimated that 1 out of  every 1,500 to 2,000 
 babies born has some combination of physical charac-
teristics demonstrated by both sexes (Crooks & Baur, 
2008; Intersex Society of North America [ISNA], 2006a). 
Reasons include “having an atypical combination of sex 
chromosomes or as a result of prenatal hormonal irregu-
larities” (Crooks & Baur, 2008, p. 53). For example, a 
newborn who is a genetic female might  develop an inter-
nal uterus and ovaries, but also a clitoris enlarged enough 
to resemble a penis, possibly even containing a urethra 
(the tube in a male’s penis through which urine and 
 semen are discharged); the labia (folds of  tissue in the 
 female around the vaginal entrance) may converge and 
resemble a scrotum (the pouch that holds the male tes-
tes) (Carroll, 2007). When this condition is diagnosed at 
birth, cosmetic surgery can often be performed to “femi-
nize” the person’s genitalia. Often, if  her uterus and 
 ovaries are intact, she can become pregnant.

Another example of  contradiction in physical gen-
der is a genetic male who has a syndrome where the 
body produces but fails to respond to male hormones 
(Carroll, 2007). Neither male nor normal female geni-
talia develop, although testes develop and are contained 
in the abdomen. Such people can develop breasts 
because genetic males do produce some female hor-
mones. This condition is usually not diagnosed at birth 
and goes unnoticed until puberty when the person, who 
has been treated as a female her whole life, doesn’t men-
struate. These people can neither become pregnant nor 
impregnate because they don’t have the necessary 

 reproductive equipment. Most people with this condi-
tion continue to live as females.

There are many other examples of  people who have 
some mixture of  male and female predisposition and 
configuration of reproductive structures. Such a person 
is referred to as pseudohermaphrodite or intersex. A true 
hermaphrodite is a person “born with fully formed ova-
ries and fully formed testes, which is very, very rare” 
(Carroll, 2007, p. 73).

Many times parents and/or medical staff  make the 
arbitrary decision to surgically alter infants with 
 ambiguous sexual characteristics soon after birth to 
make them conform more closely to one gender or 
another. The Intersex Society of  North America 
(ISNA) (2006c) raises serious questions regarding the 
right of  parents and physicians to physically alter a 
child without that child’s knowledge and consent. Such 
procedures apparently are undertaken theoretically in 
the best interests of the child, possibly without parental 
consent (ISNA, 2006b). The ISNA (2006c) makes sev-
eral recommendations regarding how intersexed chil-
dren and their families should be treated. First, these 
children and their parents should be treated with 
 respect; physicians and medical staff  should address 
the condition and issues openly and honestly without 
shame. Second, families with intersexed children should 
be referred to social workers or other mental health 
professionals to address issues and potential decisions. 
Third, these families should also be connected with 
other families who have intersexed children for peer 
support and deeper insight in the issues involved. 
Fourth, after careful consideration, an intersexed child 
should be assigned a gender “as boy or girl, depending 
on which of  those genders the child is more likely to 
feel as she or he grows up.” Such gender assignment 
should not involve surgery because surgery may destroy 
tissue that the child may want later on in life. Fifth, the 
child should receive medical treatment “to sustain 
physical health” (e.g., “surgery to provide a urinary 
drainage opening when a child is born without one”). 
Sixth, surgeries to make the child “look ‘more normal’” 
should be avoided until the child is old enough to  decide 
for him- or herself.

Critical Thinking Questions
When infants are born with an ambiguous or unclear 
gender, should they be assigned to one gender or the 

(continued)
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other? At that time, should they be physically altered to 
more closely resemble the assigned gender? If  so, who 
should be responsible for making this decision? To what 
extent might children with ambiguous genitals (even 
 after being given an assigned gender as the ISNA sug-
gests) fit in with their peers and be able to function well 
socially? Would it be better to wait until children reach 
adulthood to determine gender and/or to do any rele-
vant surgery? Why or why not? Should society become 
more open-minded and expand its views of  sex and 
gender to include more variations of  male and female 
(a proposal that the ISNA does not support)?

Other Forms of Gender Expression
Another variation in the expression of  gender involves 
transgenderism, including “people whose appearance 
and/or behaviors do not conform to traditional gender 
roles” (Crooks & Baur, 2008, p. 62), “living full- or 
part-time in the other gender’s role [that is, their nonbi-
ological gender] and derive psychosocial comfort in 
 doing so” (Carroll, 2007, p. 86). Among these people 
are transsexuals, people who feel they are imprisoned in 
the physical body of  the wrong gender. Because their 
gender identity and sense of  self  are at odds with their 
biological inclination, they often seek to adjust 
their physical appearance to that of  their gender 
 identity through surgery and hormonal treatment. 
Many transsexual people prefer to be referred to as 
transgender people. The word transsexual emphasizes 
sexual, whereas transgender emphasizes gender, which 
they say is the real issue.

Several other groups of  people are also often 
 included under the transgender umbrella. Transvestites 
are people who derive sexual gratification from dress-
ing in the clothing of  the opposite gender. In our soci-
ety, almost all transvestites are heterosexual males 
(Carroll, 2007; Docter, 1988). This might be due to the 
fact that women experience much greater freedom and 
flexibility in how they dress. Drag queens are gay men 
who dress up as women. Lesbians who dress up in tra-
ditionally masculine clothing may be referred to as drag 
kings. Female impersonators are men who dress up as 
women, usually for the purpose of providing entertain-
ment. They may be heterosexual or gay. A common 
performance involves mimicking the dress and style of 
famous female performers, often lip-synching (moving 

their lips to a song and music without producing any 
sound) their greatest hits.

The Social Construction of Gender
Considering these diversities of  gender expression, the 
concept of  gender doesn’t appear to be quite so clear. 
One theoretical approach to understanding how we 
view and interpret gender as a society refers to the 
 social construction of  gender. Social construction 
refers to the perspective where the social world is con-
sidered “a social creation, originating and evolving 
through our everyday thoughts and actions. Most of 
the time, we assume and act as though the world is a 
given, objectively predetermined outside of  our exis-
tence. However, . . . we also apply subjective meanings 
to our existence and experience. In other words, our 
experiences don’t just happen to us. Good, bad, posi-
tive, or negative—we also attach meanings to our real-
ity” (Leon-Guerrero, 2005, p. 6).

The social construction of gender “looks at the struc-
ture of  the gendered social order as a whole and at the 
processes that construct and maintain it” (Lorber, 2005, 
p. 242). It assumes that traditional gender expectations 
are not facts carved in stone, but rather perceptions and 
expectations that can be changed. Lorber (2005) 
reflects:

[G]ender and sexuality are performances, and . . . 
individuals modify their displays of  masculinity 
and femininity to suit their own purposes. Males 
can masquerade as women, and females can pass 
for men. . . . [One might argue] that, like clothing, 
sexuality and gender can be put on, taken off, and 
transformed. Transgenders especially display the 
fluidities of  gender and sexuality, challenging nor-
mals to prove that they aren’t also making them-
selves up. . . . [A] focus of  gay, lesbian, and 
transgender studies, turns the . . . [two categories of 
male and female] sex, sexuality and gender, inside 
out with “third terms”—intersex, bisexual, trans-
sexual, transvestite. (p. 197)

Critical Thinking Questions
To what extent do you think people should be given 
freedom in gender expression? Which aspects of gender 
expression do you find acceptable? What could society 
do to make such practices more acceptable and 
appreciated?

FOCUS ON CRITICAL THINKING 3.3 (continued)
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 possibility that this is an imperfect, sexist world. They 
think that things are supposed to be fair and that they 
shouldn’t have to waste their time and  energy battling 
such problems as sexism. For many women, it’s easier 
to adopt an “out of  sight, out of  mind” philosophy. 
In other words, if  one doesn’t think about a problem, 
then it doesn’t really  exist. Why dwell on problems 
that are nonexistent or insignifi cant?

To what extent do you think sexism and sex dis-
crimination exist today? How much do they  account 
for the discrepancies between women and men in 
terms of  their life circumstances and treatment? 
How might you begin to think about these concerns 
so that you could figure out the reasons for their 
 existence? What theoretical perspective might help 
you organize information and your view of the world 
to increase your understanding?

One such theoretical framework is the feminist 
perspective,

one in which women’s experiences, ideas, and needs 
are valued in their own right. Put another way . . . 
[the perspective that views] man as the norm 
ceases to be the only recognized frame of reference 
for  human beings. Women’s experiences are seen 
as constituting a different view of “reality”—an 
entirely different . . . way of making sense of the 
world. (Cummerton, 1986, p. 85)

Focus on Critical Thinking 3.4 explores the mean-
ing of feminism for women and men and raises some 
provocative questions.

The Special Issues and Needs of Men
We’ve discussed how women are a population-at-risk 
that experiences disadvantages and discrimination 
based on gender. Men, however, also have disadvan-
tages based on their gender that should be addressed. 
Kosberg and Adams (2008) cite the following as spe-
cial issues experienced by men:

 1. Society attempts to socialize men to conform 
to male gender role stereotypes. Men should 
be tough, strong, vital, definitive, and unemo-
tional. They should be as unfeminine as possible. 
These demands place great pressure on men to 
refrain from expressing emotion. This, in turn, 
negatively affects their ability to gain insight into 
their emotions and behavior. It also hampers 
their ability to communicate freely even in their 
most intimate and important relationships. Such 

● Over half  of  all women workers “hold sales, 
clerical and service [e.g., waitresses, maids, and 
dental assistants] jobs” (National Committee for 
Pay Equity, 2007). Many of the rest are employed 
in other occupations made up mostly of  women 
including nurses, health technicians, elementary 
and secondary school teachers, and apparel and 
textile workers (U.S. Census Bureau, 2007). Men, 
on the other hand, tend to work in better-paying 
occupations such as engineers, lawyers, dentists, 
and skilled laborers.

● Research conducted since 1961 refl ects a signifi cant, 
consistent wage differential between men and 
women in social work (Gibelman, 2003). Some 
recent research focusing on people with master’s 
degrees in social work found that women earned 
an average of  $12,000 less than men; even when 
various factors were controlled, women social 
workers earned 14% less than men (Brandwein, 
2008; Center for Workforce Studies, 2006).

● “Even with a college education . . . and equivalent 
work experience and skills, women are far 
less likely than men to get to the top of  their 
professions or corporations” (Kirk & Okazawa-
Rey, 2007, p. 343; Padavic & Reskin, 2004).

● Almost 69% of single women and almost 60% of 
married women with children under age 6 work 
outside the home (U.S. Census Bureau, 2007).

Women, therefore, often are victims of  oppres-
sion manifested in many ways. They are more likely 
than men to be poor and are more likely to be pri-
mary caregivers for children and older adults. They 
are victimized by specifi c kinds of  violence, includ-
ing sexual assault and domestic violence, rarely 
 experienced by men.

Important concepts related to these issues are sex-
ism and sex discrimination. Sexism is “prejudice or 
discrimination based on sex, especially discrimina-
tion against women” that involves “behavior, con-
ditions, or attitudes that foster stereotypes of  social 
roles based on sex” (Mish, 1995, p. 1073). Sex dis-
crimination is the differential and potentially unfair 
treatment of  people based solely on their gender. 
 Examples include paying males more than females 
for the same or comparable jobs, or hiring only one 
gender for certain jobs.

Many people are initially turned off  by the con-
cepts of  sexism and sex discrimination. They find 
it diffi cult consciously to recognize and accept the 
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FOCUS ON CRITICAL THINKING 3.4

What Is Feminism?

How do you respond to these questions?

● What words and images come to mind when you 
hear the word feminism?

● What does feminism represent and suggest to you?
● How would you define feminism?
● To what extent do you feel the concept is significant 

or meaningless in your life?

Some people have extremely negative reactions sim-
ply to the word feminism. The emotional barriers they 
forge and the resulting resistance they foster make it 
difficult even to think about the concept. Others con-
sider feminism a radical ideology that emphasizes sepa-
ratism and fanaticism. In other words, they think 
feminism involves the philosophy adopted by women 
who spurn men, resent past inequities, and strive vio-
lently to overthrow male supremacists. Still others think 
of  feminism in terms of  an outmoded tradition of 
women seeking equality with men. They feel it is no 
longer relevant in contemporary times, nor does it merit 
their attention.

What Is a Feminist?
Both men and women can be feminists. The definition 
of feminism proposed here is designed to relate to basic 
concepts involving the daily lives of  people like you. 
It entails readily understandable concepts. Many 
people have failed to develop a sensitivity to the sexist 
barriers surrounding them. For one thing, it’s painful 
to  acknowledge such  unfairness. For another, it’s easy 
to assume “that’s the way things are” simply because 
people haven’t thought about other, better ways of 
 doing things.

For our purposes, feminism is the philosophy of equal-
ity between women and men that involves both beliefs 
and actions, that infiltrates virtually all aspects of  life, 
that often necessitates providing education and advocacy 
on behalf of women, and that appreciates the existence 
of individual differences and personal accomplishments 
regardless of gender (Kirst-Ashman, 1992). Five major 
components within this definition relate  directly to the 
values and goals of professional social work.

First, equality is the core of feminism. Equality does 
not mean identicalness or sameness. It does not mean 
that women are trying to shed their female identities 
and become clones of  men. Nor does it mean that 
women should seek to adopt behaviors that are  typically 

“masculine.” Feminism does promote equal or identical 
rights to opportunities and choices. It relates to wom-
en’s and men’s rights not to be discriminated against 
and not to be denied opportunities and choices on the 
basis of gender.

The second major component inherent in feminism 
is the fact that it embodies both beliefs and actions. 
Beliefs concern how we look at the world and perceive 
other people; actions reflect expression of  the beliefs. 
Feminism espouses a belief  system that views other 
people objectively and fairly. It means avoiding both 
stereotypes and assumptions about people on the basis 
of  gender. A person who fails to behave in accordance 
with expressed feminist beliefs is not a true feminist 
according to our definition. For example, one of  your 
instructors might say he supports feminist principles 
yet frequently emphasize how women are too emotional 
and make sexist jokes that fixate on breast size. Femi-
nism involves acting on one’s beliefs on behalf  of  gen-
der equality and fair, respectful treatment.

The third critical aspect in the definition of feminism 
is the idea that all aspects of life are involved. The con-
cept of equality does not apply only to an equal chance 
of  getting a specific job or promotion. It also involves 
having the rights to hold personal opinions about politi-
cal issues and to make decisions within personal rela-
tionships. It entails a woman’s right to make a decision 
about what to do on a Friday night date or whether to 
have a sexual encounter. Essentially, this aspect includes 
the acknowledgment that our social, legal, and political 
structure is oriented toward men, not women.

The fourth important aspect of  feminism is the fre-
quent necessity of  providing education and advocacy 
on the behalf  of  women, a dimension coinciding with 
major social work roles. This might involve giving feed-
back to a person behaving in a sexist fashion or speak-
ing out on the behalf  of  others being treated unfairly. 
For example, I once went to a travel agency for vaca-
tion information. While the lone travel agent worked 
with another customer, I waited patiently for about 
15 minutes. At that point, two men in business suits 
walked in. As soon as the agent was finished with her 
customer, she looked directly at the men—as if  I were 
invisible—and asked them if  she could help them. If  I 
had behaved more compatibly with feminist principles, 
I might have assertively stated that I had been waiting 
for quite a while and that men should not be given 

(continued)
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 pressures may prevent them from seeking the 
 human support and love they need.

 2. Men risk greater health problems than women. 
They don’t live as long. They have higher death 
rates than women in all of the 15 leading catego-
ries of  death with the exception of  Alzheimer’s 
disease (Courtenay, 2003). They are more likely 
than females to be murdered, to successfully com-
plete suicide attempts, to be homeless, to die in 
car accidents, to abuse mind-altering substances, 
and to experience injuries related to their work.

 3. Men who experience major disturbances or 
losses in their lives such as divorce or death of 
a loved one may have diffi culty turning to oth-
ers for emotional support and help. They may 
experience diffi culties in undertaking domestic 
tasks for which they’ve never learned the skills. 

 Inability to cope may have harmful effects on 
their self-concepts. Providing care to children 
or aging partners may be exceptionally diffi cult 
when they were not socialized into those roles.

 4. Men of  color experience even greater difficulty. 
They are more likely to be poor, uneducated, and 
 incarcerated. They are also more likely to experience 
health problems and die earlier than white men.

 5. Men are more likely to use detrimental coping 
mechanisms such as turning to substance abuse 
and denial. Because of  the pressures on them to 
be strong and independent, they often underuse 
community services, especially those involving 
mental health.

Blundo (2008) makes a number of  recommenda-
tions regarding social work practice with men. Note 

precedence simply because of  gender. As it was, I was 
furious and stomped out. I missed an opportunity to 
educate the agent regarding her sexist behavior so that 
she might treat women more equitably in the future.

The fifth major concept involved in the definition of 
feminism is the appreciation of  individual differences. 
The feminist perspective lauds the concept of  empow-
ering women by emphasizing individual strengths and 
qualities. Feminism stresses freedom and the right to 
make choices about one’s own life. Note that this con-
cept applies to both women and men.

A feminist perspective refutes and challenges the 
idea that the potential of women and men is limited by 
their gender. Rather, it proposes that women should be 
empowered to develop their abilities and pursue activi-
ties to achieve optimal well-being.

Van Den Bergh and Cooper (1987) stress that in 
many ways a feminist perspective conforms with the 
core of  traditional social work practice in terms of 
principles and values. Both emphasize the significance 
of  being concerned with “human dignity and the rights 
of  self-determination” (Van Den Bergh &  Cooper, 
1986, p. 3). Both stress the importance of  individuals’ 
interactions with their environments and communities.

Critical Thinking Questions
In light of  the preceding discussion, do you think that 
you are a feminist? Respond to the following questions 
to help come to a conclusion:

● Do you believe that women and men should have 
the same rights?

● Do you believe that women and men should have 
the same access to jobs and social status?

● Do you believe that women and men should not be 
discriminated against or denied opportunities and 
choices on the basis of their gender?

● Do you think that employers should treat women 
and men equally in work settings?

● Do you believe that ideally people’s attitudes and 
behavior should reflect the equal treatment of 
women and men?

● Do you think that many people need to become 
more educated about women’s issues?

● Would you be willing to advocate on behalf  of 
women (e.g., for poor women or women who have 
been raped)?

● Do you believe that both women and men have the 
right to their own individual differences (of  course, 
differences that don’t harm other people)?

● Do you think that our society is generally structured 
 legally, socially, and economically by and for men 
instead of  women? (This last question is probably 
the most difficult, and perhaps the most painful, to 
answer.)

If  you answered “yes” to all or most of  these ques-
tions, according to our definition, there’s a good chance 
that you are a feminist.

FOCUS ON CRITICAL THINKING 3.4 (continued)
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4Posttraumatic stress disorder is a condition in which a person con-
tinues to reexperience some traumatic event like a bloody battle or 
a sexual assault.

that the majority of social workers are women. First, 
practitioners should strive to be aware of  any gen-
der role stereotypes and expectations they harbor 
toward men just as with any other diverse group. 
Biases might affect practitioners’ objectivity and 
effective practice. Second, it’s important to be aware 
of the wide range of diversity among men. It’s essen-
tial to understand how gender role stereotypes and 
expectations affect men’s behavior and emotions in 
order to develop  appropriate goals when working 
with men. It’s also crucial to be aware of and attend 
to the special issues faced by men of color. Third, as 
traditional treatment has focused on repairing the 
defi cits inherent in masculinity (e.g., helping a man to 
become better at  expressing emotion and seeking help 
when needed), it’s important to focus on strengths. 
The extent to which a man is an active problem solver 
and doer should be used to his advantage instead of 
disadvantage.

Sexual Orientation
Sexual orientation, another significant aspect of 
 diversity, involves sexual and romantic attraction to 
persons of one or both genders. People having a sex-
ual orientation toward the same gender are generally 
referred to as gay if  they are male or lesbian if  they 
are female. However, many people use the term gay 
to  refer to both lesbians and gay men. The older term 
referring to same-gender sexual orientation is homo-
sexual. People having a sexual orientation toward 
persons of  the opposite gender are heterosexual, or 
straight. People sexually oriented toward both gen-
ders are referred to as bisexual. Because lesbian, gay, 
and  bisexual people face some of the same problems, 
when referring to them as a group, we will use the 
term LGB (i.e., lesbian, gay, or bisexual). Note that 
sometimes the term LGBT (i.e., lesbian, gay, bisex-
ual, and transgender [as described in Focus on Criti-
cal Thinking 3.3]) is used to describe this  population 
when addressing issues  experienced by all of  the 
groups included.

It’s diffi cult, if  not impossible, to state exactly how 
many people are lesbian or gay. The issue  remains 
complex. “Homosexuality is stigmatized. Gay men 
and lesbian women are often reluctant to reveal their 
identities in random or anonymous surveys for rea-
sons of  personal hesitancy as well as conceptual 
problems surrounding what constitutes sexual ori-
entation (Ellis, Robb, & Burke, 2005)” (Strong et al., 
2008, p. 195). Carroll (2007) reports that “estimates for 

 homosexuality range from 2–4% to greater than 10% 
in males and 1–3% in females . . . , whereas estimates 
for bisexuality are approximately 3%” (p. 331). Based 
on Alfred Kinsey’s work in the 1940s and 1950s, “many 
authors have used 10% as the proportion of men who 
are gay” (Berger & Kelly, 1995, p. 1066). And many 
lesbian and gay organizations maintain that they make 
up 10% of the population. One major lesbian and gay 
organization is called “The Ten Percent Society.” The 
controversy regarding the actual number of  lesbian 
and gay people continues. Regardless of whether les-
bian and gay people make up 1% or 10% of the popu-
lation, they are a sizable minority group.

Focus on Critical Thinking 3.3 explores the com-
plexity of sexual orientation and gender.

Homophobia
A major problem gay people face is homophobia—
the irrational “hatred, fear, or dislike” of  gay, les-
bian, and bisexual people (Morales, 1995, p. 1089). 
LGB people are one of  the primary groups at 
risk of  discrimination and oppression. Highlight 
3.4 reflects the feelings of  one person who faces 
 homophobia every day.

Although not all LGB people suffer every day 
from homophobia in all its forms, all LGB people 
endure some forms at some times (Tully, 2001). To 
help LGB people cope with the results of homopho-
bia, social workers must understand their life situa-
tions and environmental issues.

LGB people may suffer from homophobia in at 
least three ways, one of  which is overt victimization. 
Dworkin (2000) remarks,

Anti-LGB violence is more common than most peo-
ple realize. . . . All the symptoms commonly associ-
ated with posttraumatic stress4 are likely to  follow 
a physical or verbal attack, in varying degrees of 
intensity, depending on the circumstances of  the 
 attack and the vulnerability of  the victim. In a 
four-year study of hate crimes against LGB people, 
Herek et al. [1997] found that stress, depression, 
and anger lingered for as long as fi ve years after the 
attack. In addition to posttraumatic symptoms, an 
LGB client can experience anxiety about his or her 
sexual identifi cation. . . . Often there is regression to 
earlier stages of the coming out process. (p. 170)
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A second way LGB people encounter homopho-
bia involves covert victimization—discrimination 
that is not obvious. For instance, Jay, a 21-year-old 
gay man and college student, applies for a part-time 

Sexual orientation is an important facet of human diversity. Here, 
two partners marry at City Hall in San Francisco on Tuesday, 
June 17, 2008, the fi rst full day same-sex marriages were legal 
throughout California.
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job at Hilda’s Humongous Hamburgers, a local fast-
food restaurant. Daryl, the manager, somehow fi nds 
out that Jay is gay. He then hires another applicant 
who is heterosexual (or so Daryl thinks) because that 
applicant is more “appropriate.”

A third way LGB people suffer from homopho-
bia involves internalizing it (Dworkin, 2000; Miller, 
2008; Tully, 2001). If  the majority of  those around 
LGB people are homophobic, making fun of  and 
 severely criticizing them, it’s fairly easy for LGB 
people to start believing it themselves. Results may 
 include “low self-esteem, depression, suicidal ide-
ation, substance abuse, isolation, self-loathing, . . . or 
acting out” (Tully, 2001, p. 610).

Age
At each age people have different needs and require dif-
ferent services to optimize their well-being. This book 
introduces social work with people of  various ages. 
There are chapters on children and youth, and content 
on families with members who represent a range of 
ages. Because 12.4% of the U.S. population is age 65 or 
older, it is important for social workers to understand 
the strengths, needs, and issues of this group (Hooy-
man, 2008). This will be even more evident as the baby 
boomer population reaches retirement age. As people 
age, they are more likely to experience increasing health 
problems and to require more health and other support 
services. Kropf and Hutchinson (2000) explain:

Social workers are serving more [older adult] . . . 
clients than ever before. [Older] . . . adults are 
a diverse population, presenting a wide range of 

HIGHLIGHT 3.4

Refl ections About Being a Lesbian in a Homophobic Society

Jackquelyn is a doctoral student in a counseling pro-
gram at a prestigious Eastern university. She reflects on 
what it’s like to live as a lesbian in a homophobic world:

I am a European American upper-middle-class stu-
dent. . . . I am thoroughly embedded in a Eurocen-
tric, achievement-oriented, individualistic way of 
life that I am finding to be increasingly maladaptive. 
. . . I seek to unify various parts of me. I am female, 
lesbian-identified, white, athletic, academic, emo-
tional, and other things that my culture insists be 
compartmentalized from one another, from other 

people, and from myself  as a whole person. . . . 
 Politically, I am a lesbian, but I am also a white per-
son who confronts racism and ethnocentrism. My 
labels do not describe me fully, of  course; the word 
lesbian does not account for my full range of  emo-
tional, behavioral, and cognitive ways of  being. . . . 
I have been told overtly and covertly that I don’t 
 belong. Professors, supervisors, and peers . . . [treat 
me like an object] in offices, . . . [make offensive ges-
tures] in the hallways, [and] use sexualized language 
in professional conversations with me. (Lowe & 
Mascher, 2001, pp. 773–774)
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views and behaviors that express a sense of relatedness 
to something greater than the self; spirituality connotes 
transcendence or a level of  awareness that exceeds 
ordinary physical and spatial boundaries” (Beckett & 
Johnson, 1995, p. 1393). Religion implies membership 
in a spiritual organization with customs, traditions, 
and structure. Spirituality may involve religion, or it 
may reflect a personal, internalized view of existence.

Social workers help people cope with very diffi -
cult issues. Consider the following:

An [older adult] . . . hospice patient spends his last 
days overwhelmed by depression. A young woman, 
estranged from family and friends, numbs her lone-
liness with one-night stands and alcohol. A griev-
ing couple drift apart after the death of their child. 
(Miller, 2001, p. A12)

Gotterer (2001) maintains that spirituality can be 
a “a bastion of strength” for clients, offering “emo-
tional consolation, inspiration, guidance, structure and 
 security. It can foster personal responsibility, identity, 
respect for ethical codes, meaningful ritual, and com-
munity building” (p. 188). Gotterer (2001) suggests that

social workers, typically involved with vulnerable 
people in situations of pain or crisis, need a greater 
awareness of spiritual and religious issues. Trage-
dies such as the untimely death of a loved one force 
a person to confront the inexplicable. People near-
ing death often wonder whether there is an after-
life. Trying times may cause a person to question 
the meaning and purpose of life. Those subjected to 
serious disease or long-term oppression need some 
way to make sense of  their experience. Spiritual 
concerns such as hope, meaning, inner strength, and 
doubt are relevant in many clients’ lives. (p. 187)

O’Neill (September 1999) warns, however, that 
the social work community concurs that

one overriding principle is that of self-determination: 
social workers should never try to impose their own 
beliefs on clients. “There are many people who 
 really do need faith and we need to honor it,” said 
[Leona] Furman [associate professor at the Uni-
versity of North Dakota, who undertook the fi rst 
major national survey of social workers’ spiritual-
ity]. “We also need to honor those who don’t have” 
the need to seek spiritual help and guidance. (p. 3)

As already indicated, spirituality can also be 
 expressed in ways other than those determined by 

practice needs and social issues. Social workers 
encounter two general types of [older adult] . . . 
clients. One group, older people with developmental 
disabilities, have used social services at earlier life 
stages and continue to use services into their later 
life. The second type of  [older adult] . . . client 
seeks a practitioner’s help for conditions associated 
with the aging process. An example is the older per-
son who requires assistance with household main-
tenance because of physical disabilities associated 
with aging. Both types of clients have similarities 
to younger clients. However, the unique aspects of 
aging must be understood if  social work practice 
with older clients is to be effective. (p. 3)

Chapter 10 explores in much greater depth the mis-
conceptions about older adults, their needs, resources 
available to them, and the social work services involved.

Disability
It is estimated that 600 million people in the world 
today live with some kind of  disability, another 
 aspect of diversity (Mackelprang, 2008). Disabilities 
differ dramatically concerning how they affect peo-
ple; they may involve cognitive, physical, and psychi-
atric conditions (Clute, 2008; Patchner & DeWeaver, 
2008; Sullivan, 2008).

Many mistaken beliefs and misunderstandings 
exist concerning the abilities and prospects of people 
who have various types of  disabilities, often mini-
mizing these people’s potential. Myths include, for 
example, that people with paraplegia (paralysis of 
both legs due to a spinal cord injury or disease) or 
cognitive disabilities are unable to work.

Because people with disabilities have unique 
strengths and needs, social workers can provide a range 
of services to help them improve their quality of life. 
Chapter 11 addresses types of disabilities, special needs, 
the issues involved, an emphasis on people’s strengths, 
and social workers’ involvement in service provision. 
Chapter 13 explores social work in mental health.

Religion and Spirituality
Religion and spirituality reflect yet another aspect of 
human diversity. Religion involves people’s spiritual 
beliefs concerning the origin, character, and reason for 
being, usually based on the existence of some higher 
power or powers, that often involves designated ritu-
als and provides direction for what is considered moral 
or right. Spirituality, a related concept, involves “the 



Empowerment and Human Diversity 81

beacon of tolerance and intellectualism. The fi fth-
grade boy on the meeting’s agenda had an American 
mother and an Iranian father working at the college. 
Being the lone child in town with an Iranian con-
nection made him the only target of abuse in the 
entire school system. The fi rst sign of trouble, a large 
rock, fl ew through his bedroom window, shattering 
glass on him and landing in the crib of his baby sis-
ter. By the end of the week, things were so bad that 
school administrators decided to dismiss the boy 15 
minutes early every day. This would enable him to 
run home and lock the door before the other children 
caught up with him and beat him up, as they had 
done from the beginning of the hostage crisis.

formal religions. Highlight 3.5 describes Kwanzaa, 
which “emphasizes spiritual grounding” for many 
African Americans (Karenga, 2000, p. 62).

Islam and Muslims: A Population-at-Risk of 
Prejudice and Discrimination
Alavi (2001) cites the following scenario:

During an annual meeting for the Catholic Arch-
diocese of  Cincinnati, a primary agenda item 
 concerned anti-Muslim furor in the United States 
during the 1979 Iranian hostage crisis. “Particu-
lar attention went to a young boy in Wilmington, 
Ohio, a small, closely knit farming community 
that was proud of its Quaker college, considered a 

HIGHLIGHT 3.5

Kwanzaa: A Spiritual Celebration of Life, Culture, and History

Kwanzaa, meaning “first fruits of  the harvest” in Swa-
hili, is a week-long celebration of  life, culture, and his-
tory for many African Americans (Woodward & 
Johnson, 1995, p. 88). Developed by African American 
Maulana Karenga in 1966, it is celebrated annually 
from December 26 through January 1. It was created as 
a means of  reaffirming community and heritage, 
strengthening the bonds among “African people both 
nationally and internationally” (Karenga, 2000, p. 57). 
Karenga explains:

It was conceived as a cultural project, as a way to 
speak a special African truth to the world by recov-
ering lost models and memory, reviving suppressed 
principles and practices of African culture, and put-
ting them in the service of the struggle for liberation 
and ever higher levels of human life.

Kwanzaa is based on the following seven principles, 
called the Nguzo Saba (Karenga, 2000, pp. 58–59; 
Woodward & Johnson, 1995, p. 88). They each focus on 
concepts in Swahili because that is the most extensively 
spoken language in Africa.

1. Unity (Umoja): African Americans strive for 
harmony and a feeling of  community in their 
families, neighborhoods, and nations.

2. Self-determination (Kujichagulia): African 
Americans “define” themselves, “name” themselves, 
“create” for themselves, and “speak for” themselves 
“instead of being defined, named for, and spoken 
for by others” (Karenga, 2000, p. 58).

3. Collective work and responsibility (Ujima): 
African Americans work together in their 
communities and help each other solve their 
problems.

4. Cooperative economics (Ujamaa): African 
Americans work together to establish their own 
economic base, taking responsibility for each 
other, developing businesses, and sharing wealth.

5. Purpose (Nia): African Americans adopt a 
guiding principle that they will build a world 
community restoring them “to their historical 
greatness” (Karenga, 2000, p. 58).

6. Creativity (Kuumba): African Americans do as 
much as possible to make their communities 
“more beautiful and beneficial” than before they 
inherited them (Karenga, 2000, p. 58).

7. Faith (Imani): African Americans believe 
strongly in themselves, focus on their strengths, 
and have faith that in the future they will blossom 
and stand out as a “free, proud, and productive 
people” (Karenga, 2000, p. 59).

Kwanzaa is a time when African Americans gather 
 together to celebrate their culture, reach out to old friends, 
and forge commitments to a bright future. Each day, fam-
ily members light a candle and focus on one of the Nguzo 
Saba’s seven principles. At the end of  the celebration, 
they exchange gifts usually having cultural significance 
(Woodward & Johnson, 1995). Kwanzaa is a celebration 
of African heritage and culture that serves as an avenue 
of empowerment for African American communities.
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3. Daytime fasting during the month of Ramadan.
4. Charitable giving.
5. At least one pilgrimage to Mecca [an Arabian 

city near the Red Sea that is the birthplace of 
Muhammad]. (p. 50)

Frame (2003) explains that “Muslims believe that 
they are called by God (Allah) to be grateful for their 
blessings and to choose to serve God. For Muslims, 
both faith and good works are required, but faith is 
also considered a gift from God. . . . Muslims believe 
that people are essentially created good. Although 
they may make poor choices, persons can be forgiven 
if  they repent and follow their repentance with ethi-
cal living” (pp. 68–69).

Many people have leapt to the conclusion that 
 Islam encourages terrorist attacks. Alavi (2001) 
stresses that Muslims worldwide have reviled the 
9/11 assault and that Islam forbids murdering inno-
cent victims. “In fact, American Muslim and Arab-
 American organizations and leaders were among the 
fi rst to react in an organized fashion to condemn the 
terrorist attacks on that very same day, long before 
it became clear that individuals calling themselves 
Muslims were involved in the attacks” (Abdelkarim, 
2002).

Robert S. Mueller III, Director of  the Federal 
Bureau of Investigation (FBI), reported that numer-
ous American Muslim

leaders have generously sent educational materials 
to our [FBI] fi eld offi ces and to our headquarters. 
They have taken the time to talk with our agents 
and support professionals to help them better 
understand Muslim perspectives and Muslim 
beliefs. Muslim Americans have cooperated with 
our interviews and supported our investigations. . . . 
The active work of many in the American Muslim 
community in cities nationwide has merited public 
thanks and praise. But perhaps the greatest act of 
support has been the way Muslim and Arab Ameri-
cans have responded to our urgent need for trans-
lators. Six days after September 11, I announced 
that the FBI was seeking Arabic and Farsi language 
experts. The response was extraordinary. Within 
hours, our switchboard was overwhelmed with calls. 
Those who came forward included doctors, lawyers, 
engineers, academics—Muslim and Arab Ameri-
cans from all walks of  life who were willing to 
quit their jobs, come to work for the FBI, and give 

That child was my son, Jason. Although he had 
always been a confident and popular boy, he was 
never again able to fi t into the social scene of his 
school. He carried the stigma of being ‘Iran Man’ 
until graduation, and as an adult he feels little  desire 
to see any of his school colleagues again.”

Similar pictures exist today in the post-9/11 
world. One survey indicated that “nearly 75% of 
Muslim Americans ether know someone who has or 
have themselves experienced an act of  anti-Muslim 
discrimination, harassment, verbal abuse, or physi-
cal attack since September 11, 2001” (Hamilton 
College, 2002). Other reports corroborate the signifi -
cant increase in anti-Muslim sentiment and actions 
since that infamous day (Abdelkarim, 2002; Fung, 
2001; Info-Prod [Middle East] Ltd., 2003; Morrison, 
2002; PR Newswire, 2004). Muslim people are a 
population- at-risk of  prejudice and discrimination. 
Because of  the fear, the unfair condemnation, and 
the misperceived relationship between Muslims and 
the terrorist extremists, it is critically important for 
social workers to develop understanding of  Muslim 
religion and culture.

The fi rst thing to understand is the meaning of the 
terms involved. The religion of Islam is “derived from 
the Arabic word meaning peace, the inference being 
that one who willingly submits to the will of God is a 
person who has found peace” (Alavi, 2001). Muslims 
are followers of Islam (Pickett, 2002). The word Arab 
means “a member of  an Arabic- speaking people 
or citizen of an Arabic-speaking nation” (Mish, 1995, 
p. 68). It is not synonymous with the word Muslim: 
The former refl ects national origin and language and 
the latter involves religion (Weaver, 2005).

Sheler (2001) provides a brief  description of  the 
foundation of Islam:

Islam embraces the monotheism [the belief in one 
god] of  Christianity and Judaism, accepts the 
 Hebrew Bible, and . . . [reveres] Jesus as a prophet. 
It is centered on the Koran—the Islamic scriptures 
[or Qur’an], which Muslims believe were revealed 
to the prophet Muhammad—which command fi ve 
basic devotional duties, called the “Five Pillars”:

1. A declaration of belief that “there is no God but 
Allah [Arabic for ‘the God’] and Mohammed is 
his prophet.”

2. Prayers offered fi ve times a day.
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Islam provides guidelines for both men’s and 
women’s dress, emphasizing modesty. “Tradition-
ally, Muslim women show nothing but their face, 
hands, and feet when they are in the company of 
those not part of  their mahram (close family mem-
bers, those who are not eligible to marry the woman, 
including her father, grandfather, brothers, sons, 
uncles, nephews, sons-in-law, and father-in-law). 
The women’s clothing is opaque, loose-fi tting, long-
sleeved, and ankle-length” (Nadir &  Dziegielewski, 
2001, p. 151). They also wear a veil, a khimar, 
over their head, neck, and breasts, although dress 
 requirements  become less formal when women are 
with close family.

Nadir and Dziegielewski (2001) refl ect:

Because of media stereotypes and sensationalism, 
many non-Muslims perceive Islam as oppressive 
to women. Many Muslim women, however, do not 
agree, as they see Islam as a way of life that provides 
them with a sense of purpose, peace, and freedom 
not common in Western society. . . . It is impor-
tant to recognize that many of the inequities Mus-
lim women face are the result of cultural or political 
traditions that have nothing to do with and are not 
sanctioned by the teachings of Islam. (p. 154)

Muslim men must also adhere to a dress code. 
They are required to cover from their navel to their 
knees. Their garments must be loose-fi tting. Tradi-
tionally Muslim men wear a shirt, which covers their 
private area, and loose-fi tting slacks; [in addition, 
they] are forbidden to wear gold or silk. (p. 152)

Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the fol-
lowing statements:

A  Defi ne discrimination, oppression, 
marginalization, alienation, stereotypes, and 
prejudice, and examine their relevance to social 
work practice.

Discrimination is the act of  treating people differ-
ently based on the fact that they belong to some 
group rather than on merit. Oppression involves 
putting extreme limitations and constraints on some 
person, group, or larger system. Marginalization is 
the condition of having less power and being viewed 

something back to their country in the fi ght against 
terrorism. (Mueller III, 2002)

There are an estimated 1.5 billion Muslims world-
wide, about 7 million of  whom live in the United 
States (Nadir, 2008). As with other ethnic and racial 
groups discussed earlier, they refl ect a wide diversity 
of  backgrounds: “12.4% are Arab, 42% are African 
American, 24.4% are Asian, and 21% are ‘other’ ” 
(Frame, 2003, p. 68; Power, 1998). The degree to which 
individuals practice Muslim beliefs and traditions 
also varies radically from “traditional—strongly 
practicing” to “assimilated [into the mainstream 
culture]—marginally practicing” or “nonpracticing” 
(Nadir & Dziegielewski, 2001, p. 159).

Several values characterize the life of  Muslims 
 including conception of family, selection of marriage 
partners, diet, and dress (Nadir & Dziegielewski, 
2001). Note that traditional values often conflict 
with current practices and expectations in the United 
States. “Family is considered to be the corner-
stone of  Muslim society, and parents are expected 
to raise children who will work for social justice. 
Obedience to parents is a divinely ordained value” 
(p. 152). Muslims face the dilemma of  raising chil-
dren in a non-Muslim environment. For example, 
“Muslim children in the public schools, in general, 
receive negative messages about Islam from their 
textbooks and their teachers” (p. 154).

Western-style dating (i.e., spending time alone 
 together doing various activities in the process of get-
ting to know each other) is prohibited to avoid risk-
ing sexual relationships prior to marriage. Instead, 
“arranged, not forced, marriage is the tradition in 
Islam. Chaperoned courtship provides opportunities 
to meet one’s future spouse and discuss concerns and 
plans for the future. As individuals become more 
identified with mainstream U.S. culture and less 
 religious, traditional practices meet with resistance 
from young people, who participate in mixed-gender 
activities and live in isolated communities far from 
other Muslims” (pp. 152–153).

Diet restrictions include being forbidden to eat 
pork or pork by-products. Islam also prohibits the 
consumption of  alcohol or other mind-altering 
substances. “During the month of  Ramadan in 
which the receipt of  the Koran is celebrated, Mus-
lims may not eat, drink, smoke, or have sexual 
 intercourse between sunup and sundown” (Frame, 
2003, p. 69).
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ethnicity, gender, gender identity and expression, 
immigration status, political ideology, race, 
religion, sex, and sexual orientation.

Race refers to a category of people who share a com-
mon descent and genetic origin, previously based on 
“an arbitrary selection of  physical characteristics, 
such as skin color, facial form, or eye shape, and now 
frequently based on such genetic markers as blood 
groups” (Nichols, 1999, p. 1085). Ethnicity refers to 
the affiliation with a large group of people who have 
“common racial, national, tribal, religious, linguis-
tic, or cultural origin or background” (Mish, 1995, 
p. 398). Race implies a greater genetic  determinant, 
whereas ethnicity often relates to cultural or 
national heritage. Other terms such as minorities 
and people of  color are also commonly used to 
refer to people of different racial and ethnic heritage. 
People of color “is a collective term that refers to the 
major groups of  African, Latino, and Asian Ameri-
cans, and First Nations Peoples [Native Americans] 
who have been distinguished from the dominant 
 society by color” (Lum, 2007, p. 117).

Culture, another dimension of  diversity, is “the 
sum total of  life patterns passed on from generation 
to generation within a group of people and includes 
institutions, language, religious ideals, habits of 
thinking, artistic expressions, and patterns of  social 
and interpersonal relationships” (Hodge, Struck-
mann, & Trost, 1975; Lum, 2007, p. 4). Aspects of 
culture are often related to people’s ethnic, racial, 
and spiritual heritage.

Immigration status involves the permanent move-
ment from one country to another. People may have 
legal or illegal status. Class refers to people’s status or 
ranking in society with respect to such standards as 
“relative wealth, power, prestige, educational level, or 
family background” (Barker, 2003, p. 402).  Political 
ideology is the “relatively coherent system of  ideas 
(beliefs, traditions, principles, and myths) about 
human nature, institutional arrangements, and social 
processes” that indicate how a government should 
be run and what principles that government should 
support (Abramovitz, 2007, p. 126).

Sex “refers to the biological distinction between 
being female and being male, usually categorized 
on the basis of  the reproductive organs and 
 genetic makeup” (McCammon & Knox, 2007, 
p. 606). “Gender refers to the social and  psychological 

as less important than others in the society because 
of  belonging to some group or having some charac-
teristic (e.g., racial, economic, ethnic, or political). 
Alienation, related to marginalization, is the feeling 
that you don’t fit in or aren’t treated as well as oth-
ers in the mainstream of society. Social workers must 
address these issues with diverse populations.

B  Explore the concepts of populations-at-risk, 
and social and economic justice.

Populations-at-risk are people at greater risk of 
 deprivation and unfair treatment because they share 
some identifiable characteristic that places them in 
a diverse group. Social justice involves the idea that 
in a perfect world all citizens would have identical 
“rights, protection, opportunities, obligations, and 
social benefits” regardless of  their backgrounds 
and membership in diverse groups (Barker, 2003, 
p. 405). Economic justice concerns the distribution 
of  resources in a fair and equitable manner. Being a 
member of  various diverse groups places people at 
risk of unfair and unequal treatment.

C  Defi ne empowerment and introduce a strengths 
perspective to social work practice.

Empowerment is the “process of increasing personal, 
interpersonal, or political power so that individu-
als can take action to improve their life situations” 
(Gutierrez, 2001, p. 210). A strengths perspective 
emphasizes people’s strengths in order to pursue 
their empowerment.

D  Examine empowerment for women in groups.
Themes emerging as providing successful conditions 
for women’s empowerment within a group setting 
include safety, mutual interaction, commonality, 
 acceptance, validation, and interdependence.

E  Describe the concept of resiliency.
Resiliency is the ability of  an individual, family, 
group, community, or organization to recover from 
adversity and resume functioning even when suffer-
ing serious trouble, confusion, or hardship. Resiliency 
can characterize individuals and larger systems.

F  Recognize various aspects of human diversity 
including age, class, color, culture, disability, 
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various forms of gender expression, and the 
feminist perspective.

Questions were posed concerning personal attitudes 
about race, culture, worldview, family structure, 
treatment of  intersex people, freedom of  gender 
 expression, the meaning of gender, fair treatment on 
the basis of gender, and the feminist perspective.

I  Discuss some of the major values characterizing 
Hispanic, Native American, African American, 
and Asian American families.

Themes characterizing Hispanic families include 
the significance of  a common language and cultural 
pride, extended family, respect for older adults, spiri-
tuality, and strict division of  gender roles.  Values 
reflected in Native American families include the 
 importance of  extended family and respect for 
 elders, noninterference, harmony with nature, a 
less rigid concept of  time, and spirituality. Themes 
 evident in many African American families include 
the  importance of  extended family, gender role 
 flexibility, respect for older adults, and strong reli-
gious beliefs. Values characterizing Asian American 
families include the importance of  the family versus 
individual members as the primary unit, interdepen-
dence, filial piety, investment in children, and a patri-
archal hierarchy.

J  Defi ne cultural competence and explain its 
application to social work.

Social workers need to attain cultural competence—
“the set of knowledge and skills that a social worker 
must develop in order to be effective with multicul-
tural clients” (Lum, 1999, p. 3). NASW identifies six 
tasks necessary to achieve cultural competence.

K  Identify some of the basic tenets of Islam and 
discuss Muslims as a population-at-risk of 
prejudice and discrimination.

Islam involves a belief in one god and is centered on 
the Koran, the Islamic Scriptures. Values characterizing 
Muslim life include conception of  family, selection 
of marriage partners, diet, and dress. Because of the 
fear, the unfair condemnation, and the misperceived 
relationship between Muslims and the terrorist 
extremists, it is important for social workers to develop 
understanding of the Muslim religion and culture.

characteristics associated with being female or 
male” (McCammon & Knox, 2007, p. 112).  Gender 
identity is a person’s internal psychological self- concept 
of being either a male or a female, or, possibly, some 
combination of  both. Gender expression concerns 
how we express ourselves to others in ways related to 
gender that include both behavior and personality.

Sexual orientation involves the sexual and 
 romantic attraction to persons of one or both genders. 
Homophobia is the irrational “hatred, fear, or dis-
like” of  gay, lesbian, and bisexual people (Morales, 
1995, p. 1089).

At each age people have different needs and 
 require different services to optimize their well- being. 
Because there is a growing percentage of  people in 
the U.S. population age 65 or older, it is important 
for social workers to understand the strengths, needs, 
and issues of this group.

Disabilities affect millions of people globally. Dis-
abilities vary dramatically and include cognitive, 
physical, and psychiatric conditions.

Religion involves people’s spiritual beliefs con-
cerning the origin, character, and reason for being, 
usually based on the existence of some higher power 
or powers, that often involves designated rituals and 
provides direction for what is considered moral or 
right. Spirituality concerns “the views and behav-
iors that express a sense of relatedness to something 
greater than the self; spirituality connotes transcen-
dence or a level of  awareness that exceeds ordinary 
physical and spatial boundaries” (Beckett & John-
son, 1995, p. 1393). Religion implies membership in 
a spiritual organization with customs, traditions, and 
structure. Spirituality may involve religion, or it may 
refl ect a personal, internalized view of existence.

G Examine the social construction of gender.
There are many types of gender expression including 
intersex, transgenderism, transsexuals, and transves-
tites. The concept of  gender is socially constructed 
according to social values and beliefs. Women are 
often victims of  oppression on the basis of  gender. 
Men address special issues and have special needs 
due of their gender.

H  Employ critical thinking skills to appraise racial 
self-awareness, cultural self-awareness, the 
treatment of intersex people and people with 
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FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

LOOKING AHEAD

This chapter described various aspects of  human 
diversity and emphasized the importance of  social 
workers being knowledgeable about these dimen-
sions. The significance ascribed to diversity is based 
on the social work values discussed in Chapter 2. 
Part I of  this book has established a foundation for 
understanding social welfare and social work. The 
two chapters in Part II will explain the process of 
and settings for generalist social work practice.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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CASE STUDY FOR CRIT ICAL THINKING

An Agency Providing Foster 
Family Care

Consider the following ethical dilemma involving an agency providing foster fam-
ily care for children (Robison & Reeser, 2000). (Foster family care is the provision 
of substitute care with a family for a planned temporary or extended period when 
parents or legal guardians are unable to care for a child.) This case study illustrates 
how the social work profession must continuously address the issue of  quality of 
care versus cost of care. The more intensive and extensive the services provided, the 
greater the cost. Similarly, social workers must frequently struggle with the issue of 
providing quality service to clients at minimal cost. The case study also shows how 
important the agency context is for how social workers can provide services.

Case Study: Jose directs an agency that places children in foster family care. The 
state mandates that no more than six children may be placed with any one family. 
The intent is to make certain that the family’s ability to care for the children is not 
overextended.

Jose’s agency must make enough money to cover its own costs and pay its work-
ers’ salaries. Any “money the agency makes from the placement that is not used 
for the placement itself  or for training the foster parents is used to support other 
agency activities,” such as various programs serving poor people. The state pays an 
annual administrative fee of $8,933 per child placed in a foster home by the agency 
(Robison & Reeser, 2000, p. 238).

Being a foster parent is not always easy. Sometimes, when needed, the agency’s 
social workers provide training in such skills as effective parenting, communica-
tion, behavior management, and anger control:

The problems that the foster parents face with the children can be remedied if they 
are the result of lack of proper training, and in the worst cases, children are taken 
from the home. But there are always going to be marginal cases, “gray areas” 
[where training won’t help]. . . . The agency has solved the problem of what to do 
with cases that fall into the “gray areas” through “benign neglect,” preferring to 
assume that the problems are not serious enough for the child to be taken out of 
the home. (Robison & Reeser, 2000, p. 238)

A problem is that the agency is receiving for placement increasingly diffi cult 
children who have more extreme problems. Workers report that provision of train-
ing for the foster parents is not working because the children’s behavioral and emo-
tional problems are so extreme. All the workers can do is tell foster parents they 
must “deal with” the problems “somehow” (p. 238).

Jose decides to cut down the number of  children placed in a foster home from 
six to four. This would alleviate some of the stress placed on the parents and allow 
them to give each child more time and attention. However, this means that both 
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the agency and the foster parents (who are also paid by the state) make signifi -
cantly less money. In fact, Jose’s agency is starting to lose money instead of  make 
it. If  that doesn’t stop, the agency will have to close.

Critical Thinking: How would you use the three-step Triple-A critical thinking pro-
cess to establish what might be done in this case?

First, ask questions like these:

● What options are possible other than the one Jose chose?
● Can children somehow be screened to determine which ones are the most diffi -

cult to handle?
● Could these more diffi cult children be placed in special homes run by the most 

effective foster parents, with less diffi cult children placed in homes having six 
foster children?

● Does decreasing the number of  foster children from six to four really make 
sense? Will this actually solve the problem of  better managing diffi cult behav-
ior? (Workers feel that training still will not help.)

● How possible and effective might it be to decrease the number of  children per 
foster home to fi ve instead of four? Would this be more fi nancially feasible?

● Could other areas of  the agency’s budget be cut to make up for the decreased 
number of children in each home?

● What other questions could you ask when thinking about possible solutions in 
this case?

Second, assess the established facts and issues involved. How would you seek 
answers to the questions just posed and to others you might think up? What infor-
mation do you need? Where might you fi nd this information? Who could help you 
get it?

Third, assert a concluding opinion. The case poses a diffi cult problem. After 
carefully considering the facts, what fi nal conclusion might you reach?



P A R T  T W O

SOCIAL WORK 
PRACTICE

CHAPTER  4  Th e Process of Generalist Practice

CHAPTER  5  Practice Settings 

Part 2 includes two chapters that introduce you to the doing of  social work prac-
tice. Chapter 4 discusses the process of  social work practice. It defi nes generalist 
practice and explains the various roles social workers can assume. It also examines 
the planned-change process social workers follow as they work with clients.

Chapter 5 describes the various practice settings in which social workers do 
their work. It explains how practitioners work with individuals, families, groups, 
organizations, and communities. It also introduces you to the professional organi-
zations in social work and discusses career options.
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C H A P T E R  4
Th e Process of 
Generalist Practice

Working with individuals (micro systems), a social worker can

● Help a homeless person get medical help from a community clinic and fi nd a 
place to stay at a local shelter.

● Counsel a young woman regarding what type of contraception is best for her.
● Assist an older adult in a hospice in making his end-of-life decisions and help 

him rest as comfortably as possible during his fi nal days.

Working with groups (mezzo systems), a social worker can

● Run a social skills group for adolescents with cognitive disabilities.
● Lead a support group for parents of children diagnosed with cancer.
● Be in charge of an agency meeting in which various agency staff discuss a 

client’s progress.
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Working with organizations and communities (macro systems), a social worker can

● Initiate cooperation among social service agencies to sponsor a holiday gift 
collection program for needy families.

● Contact legislators and advocate for increased funding for low-income housing 
for poor people.

● Work with residents in a neighborhood with a high crime rate to start a 
Neighborhood Watch program in which neighbors, working together, watch 
each other’s homes and report suspicious behavior to reduce crime.

These scenarios provide examples of what generalist social workers can do at various 
levels of practice. There are many ways to describe what social workers do. We have 
established that they work with individuals, families, groups, organizations, and com-
munities to enhance people’s well-being. They are prepared to help individuals with 
highly personal issues and with broad problems that affect whole communities. Social 
workers identify problems, even difficult ones, and try to help people solve them.

The foundation of social work practice is generalist practice (CSWE, 2008b). 
There are many specifi c defi nitions of generalist practice. However, all of these defi -
nitions appear to involve some common ideas; these include “the concepts of sys-
tems, multiple methods, problem solving, and partnership with client. The defi nitions 
emphasize the purpose and values of social work, the various roles or capacities in 
which social workers serve, and the use of the planned change process to address 
social problems and restore social functioning” (Hernandez, 2008, p. 264).

Some dimensions are exceptionally important in conceptualizing the defi nition 
of generalist social work practice (BPD, 2008). First, the importance of multiple-
level interventions (including those with individuals, families, groups, organizations, 
and communities) should be emphasized. Intervention is the process of planning 
and implementing steps to make positive changes and attain goals that solve cli-
ents’ problems or improve clients’ quality of life. Second, generalist practice should 
emphasize evaluation of practice effectiveness. Interventions should be chosen 
based on a history of successful application for specifi c situations, referred to as 
evidence-based practice. Third, generalist practice should focus both on issues con-
cerning individuals, families, and groups, and those focusing on social justice and 
human rights. Generalist social workers, then, must have infi nite fl exibility, a solid 
knowledge base about many things, and a wide range of skills at their disposal.

Micro practice is intervention involving an individual client (a micro system). 
Mezzo practice involves work with small groups (mezzo systems). Social work 
with families combines micro and mezzo practice because it involves a small 
group (i.e., the family) but one with intimate ties. Macro practice is intervention 
involving organizations and communities (macro systems).

Integral links exist among micro, mezzo, and macro practice. Generalist prac-
tice skills build on each other in a progression from micro to mezzo to macro 
levels. Relating to individuals in groups (mezzo practice) requires basic micro 
skills. Likewise, macro practice requires mastery of both micro and mezzo skills 
for relating to and working with individuals and groups in organizational and 
community (macro) settings.



The Process of Generalist Practice 93

Note that throughout this book the terms social worker, generalist social 
worker, and generalist practitioner are used interchangeably. Specialized aspects 
of social work practice, usually referring to social workers with master’s degrees, 
will be specifi ed as such.

Learning Objectives
A Defi ne generalist practice and explain each concept that is involved.
B Explain how to use critical thinking to review a number of fallacies 

that can cause people to miss the truth.
C Describe the six steps involved in the planned-change process, the 

procedure used to undertake social work intervention.
D Discuss some cross-cultural differences in nonverbal and verbal 

communication.
E Examine how the assessment process should emphasize strengths 

and empowerment.
F Provide examples of intervention with macro systems.

Defi ning Generalist Practice
Generalist social work practice may involve almost 
any helping situation you can think of. A generalist 
practitioner may be called on to help a homeless fam-
ily, a child unable to get along with peers, a pregnant 
teenager, a sick older adult unable to care for herself  
any longer, an alcoholic parent, a community that’s 
trying to address its drug abuse problem, or a public 
assistance agency struggling to amend its policies to 
conform to new federal regulations. Therefore, as has 
been established, generalist practitioners must be well 
prepared to address many kinds of difficult situations.

The social work profession has struggled with 
the concept of  generalist practice for many years. 
In the past, new practitioners were educated in only 
one skill area (e.g., work with individuals, groups, or 
communities) or one area of  practice (e.g., children 
and families, or policy and administration). A gener-
alist practitioner needs competence in a wide variety 
of areas instead of being limited to a single track.

For our purposes, we will define generalist prac-
tice1 as the application of an eclectic knowledge base,2 

 professional values, and a wide range of skills to target 
any size system for change within the context of fi ve 
primary processes. First, generalist practice emphasizes 
client empowerment. Second, it involves working effec-
tively within an organizational structure and doing so 
under supervision. Third, it requires the assumption 
of a wide range of professional roles. Fourth, it con-
cerns following the principles of evidence-based prac-
tice (choosing intervention plans based on evidence of 
past effectiveness and evaluating the outcomes of inter-
vention to improve future service provision). Fifth, it 
involves the application of  critical thinking skills to 
the planned-change process. Highlight 4.1 outlines the 
basic concepts involved in this defi nition.

Figure 4.1 illustrates how the various concepts 
involved in the definition of  generalist practice fit 
together. The large square in the top half of the fi gure 
portrays the organizational structure. An organiza-
tion (or agency) employs social workers and provides 
the context for them to do their jobs. Organizational 
structure involves how lines of authority and commu-
nication operate within an agency, how the adminis-
tration runs the organization, and what the agency 
environment is like. Social workers practice within 
this environment with all its constraints, requirements, 
and rules, similar to any other place of employment. 
Thus, in Figure 4.1, a social worker is represented as a 
smaller rectangle within this large square.

1Most of the concepts involved in the defi nition are taken directly 
from or based on those required by the Educational Policy and 
Accreditation Standards (CSWE, 2008b).
2The term eclectic refers to “selecting what appears to be best in 
various doctrines, methods, or styles” (Mish, 1995, p. 365).
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HIGHLIGHT 4.1 

Concepts in the Defi nition of Generalist Practice

1. Acquiring an eclectic knowledge base
A. Systems theory
B. Ecological perspective
C. Curriculum content areas

1) Values and ethics
2) Diversity
3) Populations-at-risk and social and 

economic justice
4)  Human behavior and the social 

environment
5) Social welfare policy and services
6) Social work practice
7) Research
8) Field education

D. Fields of practice
2. Emphasizing client empowerment
3. Using professional values

A. National Association of Social Workers Code 
of Ethics

B. Application of  professional values to solve 
ethical dilemmas

 4. Applying a wide range of skills
 A. Micro
 B. Mezzo
 C. Macro

 5. Targeting any size system
 A. Micro
 B. Mezzo
 C. Macro

 6. Working in an organizational structure
 7. Using supervision appropriately
 8. Assuming a wide range of professional roles
 9. Following the principles of evidence-based practice
10. Employing critical thinking skills
11. Using a planned-change process

 A. Engagement
 B. Assessment
 C. Planning
 D. Implementation
 E. Evaluation
 F. Termination
 G. Follow-up

That same rectangle contains the terms knowledge, 
skills, and values. These illustrate how social workers 
bring to their job a broad knowledge base, profes-
sional values, and a wide range of skills so they can do 
their work effectively. Also in the large upper square is 
another rectangle representing supervision. A down-
ward pointing arrow links the supervision rectangle 
to the social worker rectangle, indicating that part of 
working as a generalist practitioner involves receiving 
and using supervisory input appropriately.

The large square at the bottom of  Figure 4.1 
illustrates social workers’ potential target system. 
We have established that generalist practitioners 
may choose to work with a micro, mezzo, or macro 
system as the target of  their change efforts. These 
three systems are arbitrarily portrayed in concentric 
squares to refl ect their respective sizes.

An arrow flows from the organizational struc-
ture square down to the target system square. This 
depicts how social workers apply their knowledge, 
skills, and values to help change a micro, mezzo, 

or macro system. Likewise, fi ve smaller arrows lead 
from concepts listed to the right of  the application 
arrow into the application process. This depicts how 
social workers use client empowerment, a wide range 
of professional roles, evidence-based practice, critical 
thinking, and the planned-change process to solve a 
problem or help a system improve its functioning.

Chapter 1 discussed the eclectic knowledge base 
supporting social work; Chapter 2, social work val-
ues and ethics; and Chapter 3, client empowerment. 
The following sections review the other concepts 
involved in the defi nition of generalist practice.

Working in an Organizational 
Structure Under Supervision
Social workers most likely work within an organi-
zational structure (or agency context) under super-
vision. As mentioned previously, organizational 
structure is the formal and informal manner in 
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A Wide Range of Roles
Assuming a wide range of professional roles is a key 
concept in the definition of  generalist practice. We 
have emphasized that generalist practitioners can 
tackle a wide range of  problems using many differ-
ent methods; that is, they assume many roles. We 
have established that a professional role consists of 
the behaviors and activities involved in performing 
some designated function. Roles characterizing gen-
eralist practitioners include the following:

● Counselor: One who provides guidance to clients 
and assists them in a plannedchange or problem-
solving process. For example, a worker might help a 
troubled teenager make decisions about friendships 
and sexual activity by identifying alternatives and 
evaluating their potential consequences.

● Educator: One who gives information and teaches 
skills to others (Kirst-Ashman & Hull, 2009; Yessian 
& Broskowski, 1983). For instance, a practitioner 
might teach child management skills to parents.

● Broker: One who links client systems to needed 
resources (Connaway & Gentry, 1988; Kirst-
Ashman & Hull, 2009). For example, a worker 
might refer a client to a substance abuse treatment 
center for inpatient treatment.

● Case manager (or case coordinator): A practi-
tioner who, on the behalf  of  a specific client, 
coordinates needed services provided by any 
number of  agencies, organizations, or facilities. 
For instance, a worker might coordinate the many 
services needed by a cerebral palsy3 patient living 
in a group home.

● Mobilizer: One who identifies and convenes 
community members and resources to identify 
“unmet community needs” and “effect changes for 
the better in their community” (Halley, Kopp, & 
Austin, 1998, p. 179). For example, a practitioner 
might encourage community residents to band 
together and start a drug education program for 
residents’ children.

● Mediator: One who resolves arguments or 
disagreements among micro, mezzo, or macro 
systems in confl ict (Kirst-Ashman & Hull, 2009; 
Yessian & Broskowski, 1983). For instance, a 
worker might serve as a go-between to reach an 

which tasks and responsibilities, lines of  author-
ity, channels of  communication, and dimensions 
of  power are established and coordinated within 
an  organization. Understanding the organizational 
structure involves knowing how decisions are made, 
what chain of  command is followed, what proce-
dures regulate service provision to clients, and how 
the social work job expectations fit into the larger 
scheme of  things.

Supervision is the process by which a designated 
 supervisor watches over a worker’s performance, 
directs activities, and provides feedback. A good super-
visor can be valuable in helping social workers perform 
effectively within an agency setting.

Organizational structure

   

Target system

Macro system

Mezzo system

Micro
system

Supervision

The generalist 
social worker

Emphasizing client 
empowerment
Assuming a wide range
of professional roles

   

Following principles
of evidence-based
practice

Using critical thinking

Following a planned-
change process

 Knowledge
 Skills
 Values

FIGURE 4.1  A pictorial view of generalist practice.

3Cerebral palsy is a disability involving problems in muscular con-
trol and coordination resulting from damage to the brain before it 
has matured—that is, before or during birth.
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1997). Ideally, specialized training is provided 
before the supervisor assumes this position. Supervi-
sors may, and often do, maintain a small  active case-
load as well. (p. 91)

Managers generally assume greater responsibility 
for more aspects of agency functioning than supervi-
sors. Typically, they still provide supervision for des-
ignated employees below them in the agency’s power 
structure who, in turn, supervise employees below 
them, and so on. The terms “manager” and “admin-
istrator” are usually used interchangeably (Gibel-
man, 2005, p. 13). Kirst-Ashman and Hull (2006) 
describe the role of manager in generalist practice:

A manager in social work is one who assumes some 
level of administrative responsibility for a social ser-
vices agency or other organizational system ([Brody, 
2005;] Yessian & Broskowsky, 1983). Administra-
tors utilize three levels of skills—technical, people, and 
conceptual (Lewis, Lewis, Packard, & Soufl ee, 2001, 
p. 8). Technical skills include those used to direct an 
agency’s basic activities such as overseeing counsel-
ing techniques, developing programs, or evaluating the 
agency’s effectiveness. People skills concern “interper-
sonal effectiveness such as oral communication, listen-
ing, conflict management, leading, and motivating” 
(p. 8). Conceptual skills are those oriented toward 
assessing and understanding the overall operation of 
the agency and how it fi ts into its larger macro environ-
ment. These also concern being able to solve complex 
problems and develop creative solutions. The term man-
agement refers to all “the tasks and activities involved 
in directing an organization or one of its units: plan-
ning, organizing, leading, and controlling” (Hellriegel, 
Jackson, & Slocum, 2002, p. 7). (pp. 22–23)

Social workers may assume a wide range of admin-
istrative roles. These include lower level management 
positions with administrative responsibility for a small 
agency unit or department. They also may include 
“upper level managers” including the chief executive 
offi cer (CEO) or executive director who has the pri-
mary responsibility for running a large social services 
organization (Gibelman, 2005, p. 13; Gibelman & 
Furman, 2008).

Evidence-Based Practice
Chapter 1 introduced the importance of social work 
research and the increasing focus on evidence-based 
practice. Rubin and Babbie (2008) explain:

agreement between an agency that wants to start 
a group home for people with developmental 
disabilities and neighborhood residents who 
oppose having the facility in their neighborhood.

● Facilitator: One who guides a group experience. 
For instance, a practitioner might run a support 
group for young women with bulimia.4

● Advocate: One who speaks out on behalf of clients 
to promote fair and equitable treatment or gain 
needed resources. For example, a worker might 
meet with an administrator on behalf  of  a client 
to change an agency policy to benefi t the client.

Social Workers As Supervisors and Managers
Note that many social workers advance in the hierar-
chy of organizations to become supervisors or man-
agers. Even when primary job responsibilities involve 
administrative capacities instead of direct work with 
clients, it’s imperative that social workers maintain a 
generalist perspective. This means that they should 
continue to focus on the potential for targeting posi-
tive change at any level of  practice—including work 
with individuals, families, groups, organizations, and 
communities (Gibelman, 2005). Additionally, social 
work concerns providing ongoing advocacy for cli-
ent systems, whether these systems are individuals, 
families, or large groups of clients.

A social work supervisor is a person given author-
ity within an organization to “direct, coordinate, 
enhance, and evaluate the on-the-job performance” 
of  designated employees (Kadushin & Harkness, 
2002, p. 23). The supervisor is then held account-
able for the employees’ work. Gibelman and Furman 
(2008) elaborate upon the supervisory role:

The supervisor is expected to be qualifi ed for this 
role by virtue of experience and education. Relevant 
skills include the ability to motivate employees, coor-
dinate work and workload, set goals and limits, pro-
vide corrective feedback, monitor and improve work 
processes, and educate and consult with employees 
(Kurland & Salmon, 1992; Menefee, 2000; Rauktis 
& Koeske, 1994; Walsh, 1990). Typically, a social 
worker assumes the role of supervisor  after working 
in the fi eld for several years (Gibelman & Schervish, 

4Bulimia is an eating disorder occurring primarily in females and 
characterized by uncontrolled overeating followed by purging 
activities such as self-initiated vomiting and the use of  diuretics, 
as well as excessive guilt and shame over the compulsive behavior.
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the outcomes of their practice decisions to see if the 
chosen course of action is achieving its desired aim. 
If  it is not, then the evidence-based practitioner 
will choose an alternative course of action—again 
in light of the best research evidence available and 
again evaluating its outcome. (p. 23)

Critical Thinking Skills
Chapter 1 defined critical thinking as (1) the careful 
scrutiny of what is stated as true or what appears to be 
true and the resulting expression of an opinion or con-
clusion based on that scrutiny, and (2) the creative for-
mulation of an opinion or conclusion when presented 
with a question, problem, or issue. The process of crit-
ical thinking involves asking questions, assessing facts, 
and asserting a conclusion (the Triple-A approach).

Social workers must have the ability to think criti-
cally as they work with clients to achieve goals. Criti-
cal thinking in social work practice usually involves 
four dimensions (Gibbs et al., 1994). First, practitio-
ners should be predisposed to ask questions about 
how their clients are served and treated. Second, they 
should investigate how interventions are supposed to 
work and whether they are really effective. Third, they 
should carefully examine any assertions presented as 
facts by evaluating arguments on both sides of  an 
issue. Fourth, they should use “scientifi c reasoning” 
to analyze arguments, keeping their eyes open for 
inconsistencies and deviations from the truth.

In other words, don’t believe everything you hear. 
Rather, critically evaluate for yourself  whether it’s 
true. Focus on Critical Thinking 4.1 identifi es some 
common fallacies to watch out for.

Evidence-based practice is a process in which prac-
titioners make practice decisions in light of the best 
research evidence available. But rather than rigidly 
constrict practitioner options, the evidence-based 
practice model encourages practitioners to inte-
grate scientifi c evidence with their practice expertise 
and knowledge of the idiosyncratic  circumstances 
 bearing on specifi c practice decisions. It also involves 
evaluating the outcomes of their decisions. Although 
evidence-based practice is most commonly discussed 
in regard to decisions about what interventions to 
provide clients, it also applies to decisions about how 
best to assess the practice problems and decisions 
practitioners make at other levels of practice—such 
as decisions about social policies and communities.

For example, a clinical practitioner following the 
evidence-based practice model with a newly referred 
client will attempt to fi nd and use the most scientifi -
cally validated diagnostic tools in assessing client 
problems and treatment needs and then develop a 
treatment plan in light of the best research evidence 
available as to what interventions are most likely to 
be effective in light of that assessment, the practi-
tioner’s clinical expertise regarding the client, and 
the client’s idiosyncratic attributes and circum-
stances. At the level of social policy, evidence-based 
practitioners will attempt to formulate and advo-
cate policies that the best research available sug-
gests are most likely to achieve their desired aims. 
Likewise, evidence-based practitioners working at 
the community level will make practice decisions 
at that level in light of  community-level practice 
research. Moreover, evidence-based practitioners at 
each level will utilize research methods to evaluate 

FOCUS ON CRITICAL THINKING 4.1

Avoiding the Fallacy Trap

A number of  fallacies can trick people into false 
beliefs (Gambrill, 2005; Gibbs & Gambrill, 1999, 
pp. 95–103). A fallacy is a false or erroneous idea, 
often hidden behind what appears to be a sound argu-
ment or presentation.  A fal lacy or mistaken 
assumption can trick you into believing what is not 

true. Fallacies often appear to be true, but really are 
not. They include the following.

Relying on Case Examples
Just because something worked for one person 
doesn’t mean it will work for everyone. It’s important 

(continued)
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The Planned-Change Process
Planned change involves the development and imple-
mentation of  a strategy for improving or altering 
“some specified condition, pattern of  behavior, or 
set of circumstances in an effort to improve a client’s 
social functioning or well-being” (Sheafor & Horejsi, 
2009, p. 124). Planned change is a process whereby 

social workers engage a client, assess issues, identify 
strengths and problems, establish a plan of  action, 
implement the plan, evaluate its effects, and finally 
terminate the process.

Another term often used to describe what general-
ist practitioners do is problem solving, initially intro-
duced by social work pioneer Helen Harris Perlman 

to identify what other variables might have been 
operating.

Example in everyday life
Ernestine lost 20 pounds in 2 weeks on the baked bean 
diet. That baked bean diet is the best thing and it really 
works. I think I’ll try it.

Critical Thinking Questions
What proof  is there that this baked bean diet really 
works? How nutritious is it? Does it endanger a per-
son’s health if  practiced for long? Can other people 
readily maintain the same willpower as Ernestine, or is 
she exceptional? How many baked beans can other 
people really tolerate over that same time? What else 
was going on in Ernestine’s life (e.g., excessive exercise) 
that could have contributed to her weight loss?

Example in social work practice
Harvey stopped drinking completely after seeing an 
alcohol and drug abuse counselor for 6 weeks who used 
guilt therapy. If you have a drinking problem, you should 
go to a counselor who uses guilt therapy. It’s great.

Critical Thinking Questions
What is guilt therapy anyway? Did the therapy really help 
Harvey stop drinking, or was it something else (e.g., his 
wife threatened to leave him, or he joined Alcoholics Anon-
ymous)? How long will Harvey stay “on the wagon”?

Relying on Testimonials
This is similar to relying on case examples. However, 
here a person swears that something is effective based 
on personal experience.

Example in everyday life
Gibbs and Gambrill (1999) provide an interesting 
example:

“After taking so many other medicines without 
being helped, you can imagine how happy and 

surprised I felt when I discovered that Natex was 
doing me a lot of good. Natex seemed to go right to 
the root of my trouble, helped my appetite and put 
an end to the indigestion, gas and shortness of 
breath.” (Local lady took Natex year ago—had 
good health ever since, 1935, p. 7). This woman’s 
testimonial appeared on the same page of a newspa-
per as her obituary. (p. 97)

Critical Thinking Questions
What proof is there that Natex helped? What else might 
have affected this woman’s condition? What caused her 
death?

Example in social work practice
Georgia, an agency worker, insists that the most 
effective child management technique is to bonk the 
misbehaving child on the nose with a flyswatter. She 
swears it immediately and permanently curbs obnoxious 
behaviors such as swearing, hitting other children, and 
sticking fingers into various facial orifices.

Critical Thinking Questions
What are the theoretical underpinnings of  the flyswat-
ter approach to behavior management? How has it been 
proved effective, with whom, and under what condi-
tions? What are some potential negative consequences 
of  this technique? To what extent can it cause children 
physical injury?

Being Vague
Making a generalized, imprecise statement about 
occurrences or conditions may give false impressions. 
Vagueness can lead to inaccuracies and potentially 
bogus assumptions.

Example in everyday life
Life in Salt Lake City is better.

Critical Thinking Questions
Does this mean life there is good or bad? Does “better” 
refer to housing conditions, social life, employment 

FOCUS ON CRITICAL THINKING 4.1 (continued)

(continued)
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Social workers help people deal with prob-
lems ranging from personal relationships to lack of 
resources to blatant discrimination. For instance, a 
social worker may need to address the problem of a 
battered woman who is economically and emotionally 
dependent on her abusive husband and who also has 
three children to protect. Another social worker might 
have an adolescent client who has committed a num-
ber of serious crimes and who is heavily involved with 

in 1957. Essentially, problem solving refers to the 
same process as planned change, although many 
debate the nuances of difference. Social work’s more 
recent emphasis on client strengths may be at odds 
with the more negative connotations of  the word 
problem. The term change may have more positive 
implications despite the fact that most social work 
intervention deals with problem situations. Thus, the 
term planned change will arbitrarily be used here.

opportunities, quality of restaurants, climate, or access 
to the mountains for good skiing?

Example in social work practice
Working with the neighborhood group improved 
community conditions.

Critical Thinking Questions
What conditions? Specifically, how were they improved? 
What proof  exists that the neighborhood group, and 
not some other factors, “improved” conditions?

Being Biased or Unobjective
When a person is so committed to one side of  an issue 
that the other side hardly seems to exist, beware. One-
sidedness works against objective evaluation of an idea, 
practice, or issue. As Gibbs and Gambrill (1999) 
observe, one-sidedness reflects this attitude: “In matters 
controversial, my perception’s rather fine. I always see 
both points of  view: the one that’s wrong and mine” 
(p. 101).

Example in everyday life
All politicians are crooks. They don’t know anything, 
and all they do is steal your money.

Critical Thinking Questions
How many politicians do I know? What has led me to 
believe they’re all crooks? What exactly is a political 
crook? Don’t politicians differ regarding their stands 
on issues? How logical is it to clump them all into one 
bunch? How do they get away with stealing your 
money? Aren’t most politicians monitored by the pub-
lic? If  there weren’t any politicians, who would run the 
government, and how? If  I don’t like politicians, why 
don’t I run for office myself  and fix the system?

Example in social work practice
The social services agency I work for is the only one in 
the state that’s any good.

Critical Thinking Questions
To what extent am I biased in claiming that my organi-
zation’s the best one? What proof do I have that mine is 
better than the others? How do I know that other 
 agencies don’t have similar strengths? How many agen-
cies am I familiar with anyway?

Believing That if It’s Written Down It 
Must Be Right
Stating something as a fact in a book, article, news-
paper, or other medium such as radio or television 
doesn’t mean it’s accurate or true.

Example in everyday life
The book said that there have been thousands of  alien 
sightings and abductions, so it must be true. There are 
even some photos of flying saucers in there.

Critical Thinking Questions
What concrete evidence is there that flying saucers have 
been here? Who has said they’ve been abducted, and 
what do they say about it? Are those really saucers in 
the pictures or some doctored-up hoax?

Example in social work practice
This textbook says that critical thinking is a necessity in 
social work practice.

Critical Thinking Questions
What does critical thinking mean? Does it make sense 
to scrutinize so carefully the things you’re told? Is your 
ability to think as good as that of the people who write 
textbooks? What have you agreed with and disagreed 
with so far in this book? Do you tend to agree with 
everything you read or hear on television?

The point is that critical thinking concerns not nec-
essarily accepting situations or stories at face value. 
Rather, it entails using your own judgment to seriously 
consider their worth and relevance.

FOCUS ON CRITICAL THINKING 4.1 (continued)
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DeRon receives a new case referral, Peyton, a 5-year-
old boy who has severe speech and behavioral prob-
lems. He stutters and has diffi culty enunciating words 
and formulating sentences. At home, he frequently 
refuses to obey his parents, often lashing out in violent 
temper tantrums. At school, he has very poor com-
munication and relationship-building skills with his 
peers. He is unable to play with peers without acting 
out aggressively, such as hitting them in the stomach 
or poking them in the eye. Such behavior causes seri-
ous problems for him with his kindergarten teacher.

Unfortunately, his parents have indicated that 
their insurance will not pay for Peyton’s treatment. 
They are not receiving any public assistance and will 
be hard-pressed to pay for services by themselves.

As a generalist practitioner DeRon can assess and 
proceed with this case on several levels, considering 
the possibility of  micro, mezzo, or macro interven-
tion. First, on a micro level, Peyton requires speech 
and behavioral assessments to determine a treatment 
plan. To what extent are his speech diffi culties physi-
ologically based? What speech therapy goals might 
be established? How do Peyton’s speech problems 

drugs. Still another social worker may need to advocate 
for change in a public assistance policy that discrimi-
nates against people who don’t speak English well and 
are unable to follow an intricate, exasperating applica-
tion process to receive benefi ts. Regardless of the prob-
lem being addressed, the planned-change effort follows 
the same course of action, described shortly.

Case Example We have established that a key feature 
of a generalist social work approach is that virtually 
any problem may be analyzed and addressed from mul-
tiple levels of intervention (i.e., involving micro, mezzo, 
or macro systems). An example of the application of 
a generalist approach involves DeRon, a social worker 
for Phenomenal, Inc., a large urban diagnostic and 
treatment center serving children with various physi-
cal, speech, and psychological disabilities. Phenomenal 
is a private agency funded primarily by private insur-
ance payments, medical assistance reimbursement, vol-
untary donations, and government grants. DeRon’s job 
description specifies that he is responsible for providing 
family counseling, educating parents about behavior 
management techniques, and brokering resources.
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Planned change includes micro-, mezzo-, and macro-level practice. Social workers often work with other 
agency and community members in groups to solve problems and achieve positive change.
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financial need like Peyton’s receive services based 
on a sliding fee scale (i.e., a payment schedule that 
varies according to clients’ income, so that peo-
ple who make less pay proportionately less for the 
same service)? Can a special fund based on private 
donations be established for families in financial 
need? Should a fund-raising drive for such a cause 
be initiated? Should the school be expected to pro-
vide speech therapy and behavioral counseling in 
view of  Peyton’s inability to function in the aca-
demic environment? Potential macro-level interven-
tions, then, might involve changes in community 
services or agency policies and practices to make 
needed resources more readily available. Figure 4.2 
illustrates the generalist approach to assessing this 
situation and planning intervention involving micro, 
mezzo, and macro goals.

Figure 4.3 illustrates the six primary steps involved 
in planned change: engagement, assessment, plan-
ning, implementation, evaluation, and termination.

Step 1: Engagement
Engagement is the initial period when practitio-
ners orient themselves to the problem at hand and 

affect his ability to interact with others? How are his 
parents and other family members reacting to and 
handling his speech and behavior problems?

On a mezzo level, Peyton is having diffi culty inter-
acting with family members, peers, and other adults. 
Remember that we arbitrarily consider the family as 
placed between the micro and mezzo levels of  prac-
tice because of  its interpersonal dimension and the 
importance of group dynamics. Peyton’s parents may 
require family counseling and education about behav-
ior management techniques. Mezzo-level interven-
tion also may address Peyton’s peer relationships. His 
teacher may need consultation regarding behavioral 
control in the classroom. Peyton might benefi t from 
membership in a treatment group with other chil-
dren experiencing similar diffi culties. Group activities 
might include discussing feelings and behavior, pro-
viding role models for improved behavior, and encour-
aging positive interaction among group members.

Macro-level intervention investigates and pro-
motes changes in the broader macro environment. 
Peyton’s parents indicate that it is difficult, if  not 
impossible, to pay for his treatment by themselves. 
Can agency policy be changed so that families in 

Assessment

Plan at micro level

Arrange for Peyton’s
speech and behavioral 
assessments.

Examine how Peyton’s
problems affect his 
interaction with parents 
and peers.

Plan at family
micro/mezzo level

Provide family counseling.

Educate Peyton’s parents
about child behavior 
management techniques.

Plan at macro level

Advocate for changing agency 
policy to decrease fees.

Pursue other macro 
approaches such as fund-
raising to help Peyton’s family 
pay for services.

Plan at mezzo level

Improve Peyton’s peer
relationships.

Involve Peyton in treatment
group.

FIGURE 4.2  Initiating micro-, mezzo-, or macro-level change during assessment.
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feels without saying so in words. It includes body posi-
tions, facial expressions, vocal tone and expression 
(e.g., raising your voice or speaking very quietly and 
meekly), and vocal noises other than words (e.g., 
grunts, snorts, chortles, hums). Patterson and Welfel 
(2000) explain:

You have been with people whose body language 
invites communication, and you have been with others 
whose body language indicates disinterest and per-
haps even anxiety about communicating. The active, 
interested listener faces and leans toward the speaker 
in a posture of interest and even excitement. Eyes are 
focused in the general direction of the person’s face. 
Arms are in an open mode in relation to the trunk, as 
if to say, “I am very interested in receiving, with all my 
sensory processes, what it is you want to say to me.” 
The attentive listener maintains an interested facial 
expression and makes encouraging gestures (nods, 
smiles, hand gestures, and so forth). (pp. 41– 42)

Social workers also need to pay attention to cul-
tural variations in people’s nonverbal and verbal 
behavior. Highlight 4.2 discusses some of the differ-
ences among cultures.

Many other dimensions are involved in engage-
ment. Social workers’ overall demeanor—including 
their ability to convey warmth, empathy, and genu-
ineness, concepts related to nonverbal behavior—can 
enhance engagement. Conveying warmth involves 
enhancing workers’ positive feelings toward another 
person by promoting a sense of  comfort and well-
being in that person. Empathy involves not only 
being in tune with how clients feel but also conveying 
to them in a sincere and open manner that workers 
understand how they feel. Genuineness simply means 
that workers continue to be themselves while working 
to accomplish goals in their professional role.

Likewise, how social workers introduce them-
selves and arrange an initial meeting’s setting affects 
the engagement process. Other engagement skills 
include alleviating initial client anxiety and introduc-
ing the worker’s purpose and role.

Step 2: Assessment
According to Hepworth and his colleagues (2006), 
assessment is “a process occurring between practitio-
ner and client, in which information is gathered, ana-
lyzed, and synthesized to provide a concise picture of 
the client and his or her needs and strengths” (p. 180). 
Meyer (1995) defines assessment simply as “knowing, 

begin to establish communication and a relationship 
with others also addressing the problem. Regardless 
of  whether workers pursue micro, mezzo, or macro 
change, they must establish rapport with clients 
and target systems in order to communicate and get 
things done. Engagement is based on the acquisi-
tion of a range of micro skills. Both the words social 
workers speak (verbal communication) and their 
coinciding actions and expressions (nonverbal com-
munication) can  engage others in the helping process.

Nonverbal communication is body language and 
sounds that convey information about how a person 

Foundation for generalist
social work practice:

Knowledge
Skills

Values

1. Engagement

2. Assessment

3. Planning

4. Implementation

6. Termination

5. Evaluation

FIGURE 4.3  Planned-change steps in generalist social 
work practice.
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HIGHLIGHT 4.2 

Cultural Diff erences in Nonverbal 
and Verbal Communication

Cultural expectations for nonverbal communication 
vary widely. Anglos may stress the importance of mak-
ing direct eye contact, leaning forward to express inter-
est, and shaking hands upon meeting. However, people 
from other cultures do not necessarily feel the same 
way. For example, Corey and Corey (2007) explain 
some of the differences in eye contact:

In Euro-American middle-class culture, direct eye con-
tact is usually considered a sign of interest and pres-
ence, and a lack thereof is interpreted as being evasive. 
It is common for individuals to maintain more eye con-
tact while listening and less while talking. Some 
research indicates that African Americans may reverse 
this pattern by looking more when talking and slightly 
less when listening. Among some Native American 
and Hispanic groups, eye contact by the young is a sign 
of disrespect. Some cultural groups generally avoid eye 
contact when talking about serious subjects. (p. 197)

In Chinese culture, when two people “talk to one 
another,” they “use much less eye contact, especially when 
it is with the opposite sex”; this implies, for instance, that 
a male social worker’s extended gaze at a female Chinese 
client could “be considered rude or seductive” (Zhang, 
2007, p. 75).

Expectations for touching also have cultural varia-
tions. For example, one study examined “the average 
number of  times friends of  different cultural groups 
touch each other in an hour while talking in a coffee shop. 
The results showed that English friends did not touch 
each other at all, French friends touched 110 times, and 
Puerto Rican friends touched 180 times” (Ivey & Ivey, 
2007, p. 132).

Even smiling has variable expectations. Whereas 
“smiling is a sign of warmth in most cultures . . . in some 
situations in Japan, smiling may indicate discomfort” or 
nervousness (Ivey & Ivey, 2007, p. 132). Okun, Fried, and 
Okun (1999) comment:

Imagine how a Japanese person visiting the United 
States might feel if everyone she or he was introduced 
to smiled. Even if  we “know” that smile means wel-
come in the United States and indicates discomfort in 
Japan, our knowledge is formal, intellectual, and 
technical, and our informal, emotional knowledge 
inserts an element of confusion into the communica-
tion process. In short, we smile automatically. (p. 79)

Another difference between Japanese people and 
Anglos involves how Anglos typically nod their heads 
to indicate that they concur with what the speaker is 
saying. Japanese people, on the other hand, may nod 

their heads to indicate they are paying close attention 
to what’s being said. However, this behavior has noth-
ing to do with agreement (Lum, 2004, p. 175).

An additional aspect of nonverbal behavior involves 
the amount of space people allow among themselves as 
they interact. Ivey and Ivey (2007) explain:

A comfortable conversational distance for many 
North Americans is slightly more than arm’s length, 
and the English prefer even greater distances. Many 
Latin people often prefer half that distance, and those 
from the Middle East may talk practically eyeball to 
eyeball. As a result, the slightly forward leaning we 
recommend for attending behavior is not going to be 
appropriate all the time. A natural, relaxed body style 
that is your own is most likely to be effective, but be 
prepared to adapt and flex according to the individ-
ual with whom you are talking. (p. 74)

The way clients from various cultural backgrounds 
respond verbally also differs considerably. “Many cultures 
of the world do not place as much premium on talking 
as do the cultures in the Western Hemisphere. Consider 
the following” case example cited by a counselor about 
his client (Berg-Cross, Craig, & Wessel, 2001):

Ms. B. was an undergraduate student from Asia. She 
had failed in one of her clinical rotations in an allied 
health field. Her failure was attributed not to her 
knowledge or her ability in her field but to poor judg-
ment in her interpersonal relations. She came to see me 
in total frustration. One of her negative evaluations by 
her field supervisor had to do with her insufficient ver-
bal participation in case conferences. Essentially her 
supervisors were saying that she didn’t talk much and 
interpreted that as a lack of interest and involvement. 
When this . . . [counselor] explored further her lack of 
participation in classroom and group discussions, the 
client uttered in frustration, “I only speak if  I have 
anything to say. In this country people talk even if they 
have nothing to say.” She told me she just doesn’t 
engage in superficial conversation. (p. 862)

How things are said also varies from culture to culture 
(Brave Heart & Chase, 2005):

First Nations clients may manifest a more indirect 
communication style, and the social worker must 
listen closely for disguised requests. Content is often 
veiled in stories and . . . [symbolic comparisons]. 
First Nations clients often respond indirectly to 
questions, and the worker must listen closely; the 
response may initially appear unrelated, but the 
answer is usually given in a disguised manner, in a 
story or through recounting a personal experience 
or that of another individual. (p. 39)
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 temporarily hospitalized for complications from 
diabetes.5 Andrew is now helping Florence arrange 
to stay with relatives until she is well enough to 
return home. In the process of  helping Florence, 
Andrew must identify aspects of  diversity that 
might affect the assessment process or Florence’s 
treatment.

Andrew discovers that Florence is of  Italian heri-
tage, a relevant aspect of ethnic and cultural diversity. 
Florence also feels strongly about her membership 
in a local Roman Catholic church that many other 
older adults of  similar heritage also attend. For sev-
eral reasons, Florence’s church involvement is very 
important to her. Therefore, Andrew must take this 
into consideration when developing Florence’s treat-
ment plan with her. She needs a means of maintain-
ing contact with her church.

Another aspect of  diversity to consider is Flor-
ence’s age. Is Florence being treated differently or in 
a discriminatory manner because of  ageism? Age-
ism refers to discrimination based on preconceived 
notions about older people, regardless of  their indi-
vidual qualities and capabilities. Andrew closely 
evaluates his own attitudes here. For instance, is 
he tempted to make assumptions about Florence’s 
mental capability because of  the stereotype that 
older people don’t think as well as when they were 
younger?

Likewise, Andrew must be aware of  any sexist 
biases he might harbor. Sexism refers to any precon-
ceived notions about a person based solely on gen-
der. For instance, does Andrew feel that Florence is 
a dependent person who needs to be taken care of 
simply because she’s a woman? Such a bias fails to 
take into account the client as a unique individual 
with her own strengths and weaknesses.

Step 3: Planning
Assessment sets the stage for the intervention by 
identifying problems and strengths. Planning speci-
fies what should be done. The following aspects of 
planning are important:

● The social worker should work with the client, not 
dictate to the client, to create the treatment plan.

understanding, evaluating,  individualizing, or 
 figuring out” (p. 260). For our purposes, assessment 
is the investigation and determination of  variables 
affecting an identified problem or issue as viewed 
from micro, mezzo, or macro perspectives. It refers 
to gathering relevant information about a problem 
so decisions can be made about potential solutions.

The crucial task of  generalist practice is to look 
beyond the individual and examine other impinging 
factors within the client’s environment. In a given 
case, the emphases on different assessment catego-
ries may vary. However, each category must still be 
reviewed and considered for its potential contribu-
tion to the problem.

For instance, a couple may come to a social worker 
for help in their marital relationship. Thus assessment 
of the mezzo aspects, or relationship issues of the situ-
ation, would be emphasized. However, a generalist 
practitioner would also consider both the micro aspects 
such as the strengths, needs, and issues of each part-
ner, and the macro aspects impinging upon their situ-
ation. Macro aspects might involve the fact that both 
spouses have been laid off from their jobs at the local 
bowling pin manufacturing plant. They had both held 
these jobs for over 10 years. The layoffs were probably 
due to a serious economic downturn and a decrease 
in the growth of recreational facilities such as bowling 
alleys. The social worker might not be able to do much 
about the economy’s current condition. However, the 
economic impact on the couple is vital to the assess-
ment of the couple’s current confl ictual situation.

The social worker also must assess the client’s 
strengths. Highlight 4.3 discusses how a social worker 
assesses an individual’s mental health problems and 
needs by emphasizing strengths. Chapter 13 elabo-
rates on mental health issues and practice.

Human Diversity and Assessment
Social workers must also take aspects of  diversity 
into consideration when conducting assessments. 
Chapter 3 discussed various facets of  human diver-
sity including “age, class, color, culture, disability, 
ethnicity, gender, gender identity and expression, 
immigration status, political ideology, race, religion, 
sex, and sexual orientation” (CSWE, 2008b, p. 5). 
For each case, social workers should ask themselves 
whether any aspects of diversity may be significant.

Case Example Consider Andrew, a hospital 
social worker whose client, Florence, age 78, was 

5Diabetes is a disease of  the pancreas in which the body doesn’t 
manufacture enough insulin to process sugars adequately.
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HIGHLIGHT 4.3 

Assessment: Emphasizing Strengths and Empowerment 

Traditional Versus Strengths-Based Assessments
A traditional social work assessment model for an indi-
vidual seeking mental health services involves seven 
dimensions: (1) presenting problem, (2) problem history, 
(3) personal history, (4) substance abuse history, 
(5) family history, (6) employment and education, and 
(7) summary and treatment recommendations (Graybeal, 
2001, p. 235). The traditional medical model described 
in Chapter 1 focuses on identifying what’s wrong with 
the individual and then trying to fix it. Each dimension 
emphasizes the negative because the eventual goal is to 
cure the problem. A strengths-based perspective main-
tains that “individuals will do better in the long run 
when they are helped to identify, recognize, and use the 
strengths and resources available in themselves and their 
environment” (Graybeal, 2001, p. 234).

Graybeal (2001, p. 238) emphasizes the importance 
of identifying and using a client’s strengths in addition 
to focusing on problems. For example, when assessing 
the presenting problem (i.e., the stated reason the client 
seeks treatment), traditional information solicited 
includes “detailed descriptions of  problem(s)” and a 
“list of  symptoms.” A strengths-based assessment also 
explores personal strengths and available resources, and 
emphasizes potential solutions to the problem.

Similarly, the problem, personal, substance abuse, 
and family histories focus on more than all the bad 
things that have occurred. In addition, the social worker 
conducting a strengths-based assessment seeks infor-
mation about what happened during the good times 
when the problem was not evident. What variables kept 
the client functioning well and staying healthy? What 
coping strategies were used? Who provided needed sup-
port during crises?

Traditional assessment of employment and education 
focuses on the facts concerning what occurred and on 
identification of  gaps and problems. Strengths-based 
assessment of problems emphasizes the individual’s skills, 
interests, and connections with other people in the com-
munity, including “spiritual and church involvement.”

Finally, the traditional assessment summary and 
treatment recommendations focus on making a diagno-
sis and recommending a treatment plan. A strengths-
based assessment downplays labeling the problem and 
instead stresses a “summary of resources, options, pos-
sibilities, exceptions, and solutions.”

Graybeal (2001) indicates that significant differences 
exist between a traditional problem-oriented and a 
strengths-based assessment in cases concerning depres-
sion and suicidal thoughts. Consider Sara, who seeks 
help for her depression.

Traditional Assessment
Presenting problem: Sara, age 24, looking tired, hag-
gard, and older than her years, reports a history of 
lethargy, depression, lack of  self-confidence, low self-
esteem, feelings of  disheartenment, and thoughts of 
suicide. She also reports significant weight loss and dif-
ficulty sleeping.

Problem history: Sara indicates that these feelings of 
depression originated at age 16 when she was in a seri-
ous car accident in which some of her facial bones were 
crushed. She experienced 10 difficult and painful plas-
tic surgeries that restored her face nearly to its original 
condition. She indicates that she has been helped by 
therapy and medication twice beginning at the time of 
the accident, although she has not been involved with a 
therapist for over a year.

Strengths-Based Assessment
Presenting problem: Sara, age 24, reports feelings of 
depression, uselessness, and loneliness. She also reports 
significant weight loss and difficulty sleeping. She indi-
cates that these feelings began when her sister moved 
two states away. Although she has had thoughts of sui-
cide, she is not seriously considering that now. She 
states that she feels best when at work and when tele-
phoned by her sister.

Problem history: Sara indicates that her depression 
began at age 16 when she was in a serious car accident 
resulting in a series of painful facial surgeries. She indi-
cates that members of her family and friends were very 
supportive of  her throughout her physical and emo-
tional trauma. She reports that her depression lifted 
when she first started this job but gradually crept back 
over the past few months. She has been involved in 
therapy twice in the past that she found very helpful. 
She is hopeful that therapy will result in improving her 
mood, energy level, and social life. Eventually, she 
hopes to have friends instead of a therapist provide her 
with the support she needs.

(continued)
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● The social worker should identify alternative 
interventions. Should micro, mezzo, or macro 
systems be targets of change?

● The social worker should help the client evaluate the 
pros and cons of each course of action to choose 
the best approach. Figure 4.4 depicts this process.

● With the client, the social worker should develop 
goals—the results that the client and worker seek 
to accomplish.

● The social worker should establish a contract 
with the client—that is, an agreement between a 
client and worker about the goals, time frames, 
and responsibilities of  people involved in the 
intervention process.

Step 4: Implementation
Implementation is the process whereby client and 
worker follow their plan to achieve their goals. It is 
the actual doing of the plan. As you know, social work 
intervention can involve virtually any size system. 
Highlight 4.4 describes a series of  potential social 
work interventions involving macro client systems.

● The social worker, together with the client, should 
prioritize the problems so that the most critical 
ones are addressed fi rst.

● The social worker should identify the client’s 
strengths to provide some guidance for the 
planned-change process.

HIGHLIGHT 4.3 (continued)

Differences Between Traditional and Strengths-
Based Approaches in Sara’s Assessment
Note that the traditional assessment of  the presenting 
problem stresses the bad things about Sara’s problem—
how she looks, feels, and experiences difficulties. The 
strengths-based assessment identifies the problems but 
also recognizes strengths. Sara has a strong support 
system in her sister; although her sister has moved away, 
they still maintain phone contact. It’s also a strength 
that Sara is currently not considering suicide, although 
she has in the past.

The traditional problem history assessment goes into 
more detail about Sara’s car accident at age 16. It also 
states that Sara has not been involved in therapy for a 
year. In contrast, the strengths-based assessment notes 
the supportiveness of relatives, a significant strength, dur-
ing Sara’s years of surgery and recovery. It also reports 
that Sara’s mood lifted when she first started her job, so 
there were some positive variables involved there. The 
strengths-based approach indicates that Sara has found 
therapy helpful in the past, that she is hopeful it will do so 
again, and that eventually she hopes to develop a social 

support system so she will no longer need therapy. In 
summary, focusing on strengths provides some clues for 
how to proceed in helping Sara fight her depression.

Mezzo and Macro Aspects of Assessment
Generalist social workers also look at potential mezzo 
and macro aspects of  assessment when scrutinizing a 
problem. When assessing Sara’s personal, substance 
abuse, and family histories, the social worker works 
with her to examine her relationships with family mem-
bers and others. Might she need to resolve some issues 
with her family members? Should they be involved in 
treatment? Might a support group be appropriate in 
which she could talk with others also suffering from 
depression? Or might a socialization group be useful in 
which members strive to improve their interpersonal 
behavior and social skills? This may be fitting because 
Sara has expressed a desire to improve her social life.

Macro aspects of  assessment might involve how 
accessible treatment is to Sara. Is agency policy such that 
she can receive affordable treatment? If  she can’t afford 
it, is advocacy to change policy needed on her behalf?

Consequences

Alternatives Pros Cons

A

B

C

D

FIGURE 4.4  Social workers help clients identify alternatives 
and evaluate the pros and cons of each.
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HIGHLIGHT 4.4 

Implementation with Macro Client Systems

The concept of macro intervention concerns agency or 
social change that affects larger numbers of people than 
individuals, families, or small groups. The following are 
examples of  interventions involving communities and 
organizations on the behalf  of  macro client systems. 
Social workers might initiate any of these for the benefit 
of their clientele, community, or organization.

Fund-Raisers
Social workers can initiate, advocate for, help organize, 
and implement fund-raising events for a wide range of 
purposes. Fund-raising might involve a door-to-door 
campaign. It might also entail sponsoring special events 
and charging fees for admission to activities such as bingo 
nights, turkey dinners, or community dances. Similarly, it 
might involve selling donated things such as baked goods, 
crafts, or rummage items to finance some event or activ-
ity. Sponsored activities might include a bus trip to Wash-
ington, D.C., to march in favor of gay and lesbian rights, 
a Thanksgiving dinner for the local homeless, or renova-
tions for a community recreational center.

Advocacy for Agency Policy Changes
Social workers can advocate to change internal agency 
policies when they’re inefficient, ineffective, or discrimi-
natory. Although an agency’s administration is sup-
posed to institute such changes, it often doesn’t. 
Sometimes administrators are too far removed in the 
administrative structure from direct service provision 
to clients to know what’s really going on. Other times, 
they are resistant to change because it requires greater 
effort or more money.

You may not have any experience in social work, but 
think of the jobs you’ve had. To what extent were super-
visors always aware of the issues you faced daily? Were 
the employers’ rules and requirements always sensible 
and fair? Were employees and customers always treated 
in the most effective, efficient, and considerate way pos-
sible? Were you never disgusted with or angry at how 
you or others were treated? If  you can answer “yes” to 
these four questions, you’re lucky. In some ways, agen-
cies, businesses, and other organizations can have simi-
lar problems. For whatever reason, agency social 
workers might be in the position of having to advocate 
with their own agency on the behalf of clients.

For instance, one worker advocated to initiate a pol-
icy to reserve the agency’s best parking spaces for cli-
ents. Historically, staff  would park in the best spots in 
the parking lot each morning because they always got 
there first. Clients thus regularly got the very worst 
parking spots—if there were any spots left at all.

Social workers can also advocate for change when 
an agency policy gets in the way of  their doing their 
jobs. The policy might state that social workers should 
visit their clients’ homes only when absolutely neces-
sary to hold down transportation costs. The workers 
might strongly feel that it’s essential to visit clients in 
their home environments to assess accurately what’s 
going on in the family. Therefore, it’s their responsibil-
ity to advocate for positive policy change.

A Volunteer Dental Program
Social workers can initiate and help organize pro-
grams for dentists to volunteer to help people with 
chronic illnesses, developmental disabilities, or other 
problems prohibiting them from working and having 
dental insurance. The program can also be made avail-
able to people working in low-paying jobs that don’t 
provide dental insurance. Social workers can contact 
potential volunteers, help coordinate efforts, work 
with social service agencies to publicize the service, 
and link clients with the resource when they need 
 dental help. 

For instance, Harry, age 60, has severe heart disease 
and serious, painful gum disease. Because of numerous 
health expenses, he is financially strapped. He did have 
upper dentures made several years earlier. His coverage 
as a veteran at a Veteran’s Administration hospital 
allowed for him to have his lower teeth removed but 
prohibited coverage for any further work. Harry’s 
mouth was in appalling shape, and he had extreme 
 difficulty eating and talking. A social worker helped 
initiate and organize a Tri-County Troubled Teeth 
Treatment program in which dentists were systemati-
cally recruited to volunteer some of  their time. One 
dentist in the program worked carefully with Harry 
during a half  dozen appointments. At the end of  the 
process, Harry couldn’t believe he had brand-new por-
celain lower dentures. He beamed at the dentist in 
appreciation.

(continued)
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armed robbery. He had been drunk when he commit-
ted the offenses. As a result, George’s goals include 
attending biweekly Alcoholics Anonymous meetings, 
avoiding drinking altogether, seeking work from at 
least four sources weekly, checking in to the halfway 
house7 where he resides by 8:00 PM every evening, and 
faithfully attending his weekly meetings with Yvonne 
on time. If George goes out drinking and gets a ticket 
for driving under the infl uence, he and Yvonne must 
evaluate the extent to which his rehabilitation plan is 
working. Does George require more intensive inpatient 
treatment  instead? Is his parole unsuccessful, and so he 

Step 5: Evaluation
Evaluation is “a process of  determining whether a 
given change effort was worthwhile” (Kirst-Ashman 
& Hull, 2006, p. 311; 2009, p. 269). After engagement 
and assessment, a social worker makes a plan with 
the client, implements the plan, and then evaluates 
the extent to which the plan was successful. It boils 
down to the social worker asking, “Does it work?” 
and “How do we know?” (Kirst-Ashman & Hull, 
2006, p. 311). Social workers need to be accountable; 
that is, they must prove that their interventions have 
been effective. Each goal must be evaluated in terms 
of the extent to which it has been achieved.

For example, consider Yvonne, a parole6 offi cer for 
adults. George had been imprisoned for 6 years for 

HIGHLIGHT 4.4 (continued)

Murals
Large pictures painted or drawn on walls or ceilings, 
known as murals, can provide an important means of 
self-expression and cultural pride. For example, con-
cerning Chicanos and their pride in their history, 
Treguer (1992) comments about murals:

Pre-Columbian themes, intended to remind Chica-
nos of  their noble origins, are common. There are 
motifs from the [ancient] Aztec . . . [manuscripts], 
gods from the Aztec . . . [temples], allusions to the 
Spanish conquest and images of the Virgin of Gua-
dalupe, a cherished Mexican icon. (p. 23)

Additionally, such murals can reflect religious and 
spiritual symbols, and issues related to social justice. 
Delgado and Barton (1999) remark,

In some Latino communities, scenes of  police 
 brutality, arson, alcohol and other drug abuse, 
prison, U.S. imperialism (particularly related to 
government-sponsored terrorism in the Caribbean 
and Latin America), and infant mortality are com-
monplace. . . . In essence, mural scenes are based on 
historical events and are a daily reminder of the tri-
als and tribulations of  being Latino in this country 
and of the search for social justice. (p. 233)

Delgado and Barton (1999) describe a case in Holy-
oke, Massachusetts, where a large Puerto Rican popula-
tion lives. They note how “El Arco Iris (the Rainbow), 
an after-school program” under the auspices of “a local 

community-based organization, received funds to  create 
a mural” (p. 241). Having obtained authorization from 
the owner of a deserted building, 20 Puerto Rican young 
people painted a mural of a nature panorama on one of 
the building’s large, blank walls. The youths incorporated 
the U.S. and Puerto Rican flags into the landscape. They 
positioned the Puerto Rican flag above the U.S. flag, 
with the latter depicted upside down. Although the 
youths’ intent was to demonstrate the harmony between 
the two countries, several other community residents 
were offended by the upside-down U.S. flag. The inci-
dent caused serious debate among community residents 
with different cultural heritages. On the positive side, it 
stimulated discussion and consciousness-raising among 
groups throughout the community. It also brought to-
gether Puerto Rican community members, including 
adults and young people, “to fight for their beliefs and to 
strengthen their voice within the community” (Delgado 
& Barton, 1999, p. 241). Eventually, the Puerto Rican 
youths decided to end the controversy by enlarging the 
Puerto Rican flag to cover the U.S. flag.

Delgado and Barton (1999) conclude,

Social workers can play an instrumental role in 
helping communities negotiate with government 
authorities and private parties for the painting of 
murals using their spaces. Murals in prime locations 
can serve to empower communities to organize to 
seek services and other resources to help them 
develop their capacities to help themselves. (p. 236)

7Halfway houses are transitional dwellings that provide structure, 
support, and guidance for persons unable to function indepen-
dently in the community. They are transitional because they pro-
vide a middle ground between a full-time residential setting (e.g., an 
institution or prison) and the relative freedom of living in the com-
munity. Persons requiring halfway houses include those on proba-
tion, substance abusers, and those with a history of mental illness.

6Parole is “the conditional release of  a person from prison prior 
to the end of the sentence imposed” (Nichols, 1999, p. 961).
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Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the fol-
lowing statements:

A  Defi ne generalist practice and explain each 
concept that is involved.

Generalist practice is the application of  an eclec-
tic knowledge base, professional values, and a wide 
range of  skills to target any size system for change 
within the context of  five primary processes. First, 
generalist practice emphasizes client empowerment. 
Second, it involves working effectively within an 
organizational structure and doing so under super-
vision. Third, it requires the assumption of  a wide 
range of  professional roles. Fourth, it concerns fol-
lowing the principles of  evidence-based practice. 
Fifth, it involves the application of  critical thinking 
skills to the planned-change process.

B  Explain how to use critical thinking to review 
a number of fallacies that can cause people to 
miss the truth.

Critical thinking questions were posed to address 
the common fallacies of  relying on case examples, 
relying on testimonials, being vague, being biased or 
unobjective, and believing that if  it’s written down it 
must be right.

C  Describe the six steps involved in the planned-
change process, the procedure used to undertake 
social work intervention.

The planned-change process involves engagement, 
assessment, planning, implementation, evaluation, 
and termination.

D  Discuss some cross-cultural differences in 
nonverbal and verbal communication.

Cross-cultural differences in nonverbal and verbal 
communication include amount of eye contact, inter-
personal touching, personal space, verbal responses 
implying agreement, and the value of talk.

E  Examine how the assessment process should 
emphasize strengths and empowerment.

Traditional assessment approaches emphasize the neg-
ative because the eventual goal is to cure the problem. 

should return to prison? What appropriate research-
based knowledge is available for Yvonne and George 
to reconsider these goals and develop alternative ones?

Note that evaluation is also essential in mezzo and 
macro practice. For example, social workers must 
determine whether intervention involving agency 
functioning and service provision is successful. Pro-
gram evaluation is the systematic examination of the 
success, effectiveness, and effi ciency of  an ongoing 
program (i.e., a structured plan and procedures for 
providing designated services to a sizable number of 
clients or a community).

Step 6: Termination
Termination is “the end of  the professional social 
worker–client relationship” (Kirst-Ashman & Hull, 
2009, p. 293). The worker–client relationship eventu-
ally must come to an end. It is not a good ending for 
a worker to get up one day and, out of the blue, say, 
“Well, good-bye.” Termination in generalist practice 
involves specific skills and techniques, regardless of 
the level of intervention.

Appropriate timing of  the termination is impor-
tant. At least three basic types of  termination exist 
(Hellenbrand, 1987, p. 765). First, some terminations 
are “natural”; that is, goals have been achieved, and it 
is time for clients to take what they have learned and 
go out on their own. Other terminations are “forced.” 
For example, a worker might leave the agency, or a cli-
ent might leave an institution for some reason or lose 
eligibility to receive services. Finally, there are “un-
planned” terminations. Perhaps the client simply fails 
to come back, or the family moves, or the client is no 
longer motivated to return. Or maybe other aspects of 
the client’s life takes precedence over the problem he or 
she originally came to the social worker to help solve.

The most effective terminations follow a thought-
ful, planned process so that clients are prepared for the 
relationship to end. Social workers need to acknowl-
edge that endings are near before they abruptly occur. 
They need to encourage clients to share feelings about 
the termination and, in turn, to share their own. Addi-
tionally, practitioners need to identify clearly whatever 
progress has been made. This increases the chance that 
the client will use what has been learned during this 
intervention to help solve other problems in the future.

The client may be an individual, group, or large 
agency. Regardless, each needs help in the transition 
from depending on the worker for support or guidance 
to making decisions and functioning independently.
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FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

A strengths-based assessment emphasizes  identifying 
and using a client’s strengths in addition to focus-
ing on the problem. Strengths can be used to identify 
resources to solve problems.

F  Provide examples of intervention with 
macro systems.

Examples of  intervention work with macro systems 
include fund-raisers, advocacy for agency policy 
changes, volunteer dental programs, and community 
murals.

LOOKING AHEAD

This chapter discussed the process of generalist social 
work practice. The next will explain the various prac-
tice settings in which this process is implemented.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  5
Practice Settings

Consider these questions:

● Why are social welfare programs the way they are today?
● What social welfare problems and issues do we foresee in the future?
● What kinds of treatment groups do social workers run?
● What fi elds of practice do most social workers go into?

This chapter addresses these and many other questions and issues concerning 
social welfare and social work in the past, present, and future. Chapter 4 dis-
cussed generalist social work practice. This chapter focuses on the contexts in 
which social work has been, is, and will be practiced.
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Learning Objectives
A Identify the context of social work practice today in organizations 

and communities.
B Explain the core treatment approaches in micro, mezzo, and macro 

practice.
C Explore the special contexts of social work in rural and urban 

communities.
D Identify some of the major professional associations in social work.
E Describe social work licensure.
F Propose questions to stimulate critical thinking about participation in 

various systems.
G Discuss employment settings for social workers in terms of fi elds of 

practice and compare earnings.

Social Work Practice Today
Chapter 4 discussed the process of  generalist social 
work practice. The following sections continue the 
exploration of the current context of practice, includ-
ing social work’s organizational and community set-
tings; primary treatment approaches used in micro, 
mezzo, and macro practice; key professional social 
work organizations; and social workers’ most common 
employment settings according to fields of practice.

Settings in Social Work Practice: 
Organizations and Communities
Social work practice generally takes place within 
the context of  organizations and communities. 
 Organizations are entities made up of  people that 
have rules and structure to achieve specified goals. 
Social workers practice under the auspices of 
organiza tions providing social services.

Social Services in the Context 
of Social Agencies
Social services include the tasks that social work 
practitioners and other helping professionals per-
form with the goal of  improving people’s health, 

enhancing their quality of  life, increasing autonomy 
and independence, supporting families, and helping 
people and larger systems improve their function-
ing in the social environment (Barker, 2003). That is 
quite a mouthful. In essence, social services include 
the wide range of  activities that social workers per-
form to help people solve problems and improve 
their personal well-being.

A social agency or social services agency is an 
organization providing social services that typically 
employs a range of  helping professionals including 
social workers in addition to offi ce staff, paraprofes-
sionals (persons trained to assist professionals), and 
sometimes volunteers (Barker, 2003). Social agen-
cies generally serve some designated client popula-
tion experiencing some defined need. Services are 
provided according to a prescribed set of  policies 
regarding how the agency staff  should accomplish 
their service provision goals.

Social agencies come in many forms. For exam-
ple, they can be either public or private. Public social 
agencies are run by some designated unit of  govern-
ment and are usually regulated by laws impacting pol-
icy. For instance, a county board committee oversees 
a public welfare department and is responsible for 
establishing its major policies. (Of course, such a com-
mittee must function in accordance with the wishes of 
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communities include smaller towns such as Crouch, 
Idaho; Eggemoggin, Maine; and Necessity, Louisiana. 
Larger communities include mammoth urban environ-
ments such as the greater Los Angeles Metropolitan 
Area or New York City. Still other locality-based com-
munities include smaller portions of larger cities such 
as a struggling inner-city ghetto or a posh suburban 
neighborhood.

Nongeographic communities are based on some 
commonality other than location. For example, 
 African Americans might form a community based 
on racial identifi cation and a shared history and cul-
ture. Similarly, a community of  professional social 
workers shares common values, beliefs, and gen-
eralist practice skills. Additionally, there are “gay 
communities and military communities that have 
discernible structures and functions and that share 
many cultural and psychological characteristics” 
(Harrison, 1995, p. 560). Even scuba divers make up 
a community based on common interests, activities, 
and experiences.

In the social work perspective, communities are 
entities in which citizens can organize or be orga-
nized to address mutual concerns and improve their 
overall quality of life. Social workers have the respon-
sibility to examine the community environment in 
which their clients reside. Although social workers 
are surely focused on how specifi c clients function as 
individuals, they are also concerned about the envi-
ronment in which clients live and whether adequate 
resources are available.

The following sections discuss the special circum-
stances concerning social work practice in rural and 
urban communities and those involved in urban and 
rural social work.

The Special Circumstances of Social Work 
Practice in Rural Communities
Social work practice in rural communities merits spe-
cial attention. What do you picture when you think 
of  a rural environment? A farmer wearing a straw 
hat and chewing on a blade of  grass? Cows graz-
ing? Endless, lonesome prairie? Barren desert? Some 
things you probably don’t think of  are skyscrapers, 
chaotic traffic jams, and thousands of people swarm-
ing on crowded streets.

Defi ning the concept of a rural community is not 
an easy task. An increasing population, spreading 
suburban sprawl, and decreasing numbers of  farm-
ers complicate the issue of what rural means. Yet you 

the state or federal governments that often provide at 
least some of the money for the agency’s programs.)

Private social agencies, in contrast, are privately 
owned and run by people not employed by govern-
ment. The services they provide include individual 
and group counseling, family planning, and other 
services for children and older adults (Barker, 2003). 
Note that services sometimes resemble those fur-
nished by public social agencies such as corrections, 
protective services for children, and job preparation 
and training for public assistance recipients.

Private social agencies may be either nonprofit 
or proprietary. Nonprofit social agencies seek to 
accomplish some service provision goal, not to make 
a profi t for private owners. Sources of  funding for 
services can include taxes, private donations, grants, 
and service fees. A board of  directors presides over 
a private nonprofi t agency, formulating policy and 
making certain that agency staff  run the agency 
appropriately.

Proprietary or for-profit private social agencies 
also provide some designated social services, often 
quite similar to those provided by nonprofi t private 
social agencies. However, a primary purpose for the 
existence of  a proprietary social agency is to earn a 
profi t for its owners.

Sometimes public agencies buy services from pri-
vate agencies through a purchase-of-service contract 
or agreement. In a typical scenario, a public agency 
needs specialized services that it does not normally 
provide. It may be more cost-effective for the public 
agency to purchase the service from a private agency. 
The private agency then assumes responsibility for 
developing and overseeing service provision.

Social Work Practice in the Context 
of Communities
A community is “a number of  people who have 
something in common with one another that con-
nects them in some way and that distinguishes them 
from others” (Homan, 2008, p. 8). A key feature 
of  a community is the fact that participants share 
some mutual characteristic, such as “location, inter-
est, identification, culture, and/or activities” (Fellin, 
1995, p. 3).

Thus communities can be of two primary types—
those based on geographic proximity and those based on 
common ideas, interests, loyalty, and “a sense of belong-
ing” (Martinez-Brawley, 1995, p. 539). Locality-based 
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 independence are denied this service because it 
is too expensive. The cost of  delivering meals to 
remote areas can signifi cantly limit the amount of 
money available for the service itself.

Health care is another significant problem. 
 Rural areas, particularly low-income areas, are 
 underserved because of  a lack of  physicians and 
other health care providers. The South especially 
suffers from a maldistribution of health care profes-
sionals and facilities. (p. 7)

Social workers practicing in rural communities 
must address at least four special issues. First, they 
must be true generalists who are prepared to work 
with individuals, families, groups, local organiza-
tions, and the community, using a wide range of 
skills to meet clients’ diverse needs (Daley & Avant, 
2004;  Davenport & Davenport, 2008; Lohmann, 
2005).  Urban areas with large populations and a 
larger tax base can better afford to specialize in 
service provision. For example, public and private 
social service agencies might provide specifi c services 
such as substance abuse counseling, older adult pro-
tective services, services for people with cognitive 
disabilities, crisis counseling for victims of  sexual 
assault, shelter for victims of domestic violence, and 
so on. A rural community, on the other hand, prob-
ably does not have the resources or enough popula-
tion to support such specifi c services (Davenport & 
Davenport, 2008). Therefore, rural practitioners typ-
ically must be more fl exible and willing to address a 
broader range of people with a varied assortment of 
problems.

A second special issue involves interagency coop-
eration (Carlton-LeNay et al., 1999, p. 10). Because 
fewer, more general services are usually provided by 
public agencies, it’s critical for agencies and their 
staffs to work more closely together than in many 
 urban communities. It’s common for practitioners 
and agency administrations “to know each other and 
to reach out to each other regularly” to meet clients’ 
diverse needs (Carlton-LeNay et al., 1999, p. 10). 
In urban areas with hundreds of  available services, 
this may not be the case.

A third issue involving rural social work is the 
importance placed on understanding the community, 
knowing its values, and developing relationships with 
rural residents (Daley & Avant, 2004). People living 
in rural communities have different life experiences 
than those living in bustling cities. Because there are 

may have a sense that life in rural America is quite 
different than that in urban enclaves.

The U.S. Census Bureau (2007) defines a rural 
community as one that is not an “urbanized area” 
(a “densely settled territory that contains 50,000 
or more people”) or an “urban cluster” (a “densely 
settled territory with at least 2,500 people but fewer 
than 50,000 people”) (pp. 3–4). But this definition 
al lows for vast discrepancies in economic and social 
status. Consider the difference between a well-to-do 
bedroom community 35 miles outside of  Chicago 
where corporate commuters reside in huge mansions 
versus a farming community in South Dakota where 
farmers are just managing to get by (Davenport & 
Davenport, 2008).

One definition of  a rural community involves 
three major facets—having a low population den-
sity (i.e., number of residents per square mile), being 
located a signifi cant distance from large urban hubs, 
and concentrating its activity in some specialized 
area like lumbering, farming, ranching, or mining 
(Davenport & Davenport, 2008). Some defi nitions 
indicate that to be “rural,” a community must be 
unincorporated and have fewer than 2,500 inhabit-
ants (Carlton-LaNey, Edwards, & Reid, 1999).

Carlton-LaNey and her colleagues (1999) com-
ment on the special problems of rural communities:

Rural communities experience many of the same 
social problems as their urban counterparts. Never-
theless, some problems are specifi c to rural com-
munities. Although the problems themselves may 
not differ greatly from those in urban centers, 
they are magnified by the rural communities’ 
inability to target the needed resources in ways 
that alleviate suffering and ultimately eliminate 
the problems.

The list of problems with which rural and small 
town residents must cope includes poverty, lack of 
transportation, inadequate child care, unemploy-
ment, substandard housing, and insuffi cient health 
care. Problems of access and adequacy, for exam-
ple, remain critical issues that must be addressed 
in rural social work practice. Krout (1994) noted 
that access problems add time and expense to ser-
vice delivery efforts, ultimately discouraging both 
the development of new services and the expansion 
of existing services into rural areas. For example, 
rural homebound individuals who could benefit 
from home-delivered meals and thereby maintain 
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exceptional diversity, and potential range of 
resources (Delgado, 2008). Phillips and Straussner 
(2002) stress how urban social workers “need to be 
sensitive to the situations commonly found in the 
cities and to be knowledgeable about the nature of 
urban life and the range of  impact that the urban 
environment can have on people” (p. 20). Work in 
the urban context is important in view of  how both 
the national and global population has been shifting 
from rural to urban settings. People often flock to 
cities in search of  new opportunities, higher-paying 
jobs, and greater access to activities and services. 
Many times, although hopes are high, actual oppor-
tunities are scarce or nonexistent, which results in a 
“disproportionate number of the poor” in the “coun-
try’s largest cities” (p. 107).

Urban areas are characterized by a number of con-
ditions (Marsella, 1998). First, population is denser 
and often contains diverse population subgroups (for 
example, ethnic, racial, cultural, age, sexual orienta-
tion). Second, urban economic conditions involve a 
range of industries, businesses, rent levels, and trans-
portation availability and costs. Third, the urban envi-
ronment is often a bustling tangle of concrete, traffi c, 
noise, and questions about air quality—in sharp con-
trast to the more natural rural environment. Fourth, 
an urban lifestyle entails more condensed interaction 
and contact with many people. Fifth, the political 
situation may be intense with many layers of bureau-
cracy and numerous people in “the system” who have 
various amounts of  power. Sometimes crime, cor-
ruption, and social injustice are evident. Conditions 
in urban environments are often very different than 
those addressed by rural social workers.

Watkins (2004) explains:

Urbanization brought dramatic changes in the way 
people interacted with each other. Individuals moved 
away from extended family and other primary rela-
tionships to cities where primary relationships were 
replaced by more role-based interactions [for exam-
ple, employee, renter, customer, student]. Population 
density and crowding were accompanied by emotional 
distancing to preserve a sense of privacy and indi-
viduality. In low-income neighborhoods, needs over-
whelmed the resources of neighbors. Many persons 
in need were new to the cities and had no support net-
works. Formalized or institutionalized social services 
were a rational response to the peculiar social patterns 
and needs of these urban residents. . . . However, 

fewer people, social interactions and relationships 
tend to be much more informal. Rural social work-
ers and their family members might attend the same 
church or school, participate in the same civic clubs 
and organizations, and shop at the same grocery 
store as clients. Therefore, a rural practitioner must 
be careful to portray an image that refl ects positively 
on his or her agency (Daley & Avant, 2004). Private 
lives might be more public—some say it’s like “life 
in a goldfi sh bowl” (Davenport & Davenport, 2008, 
p. 538). For example, it would not be impressive for 
a social worker counseling a client with an alcohol 
problem to be cited in the local newspaper for driv-
ing under the infl uence (DUI).

Because of the close interpersonal nature of rural 
communities, there is a strong likelihood that dual 
relationships exist. As described in Chapter 2, “dual 
or multiple relationships occur when professionals 
assume two or more roles at the same time or sequen-
tially with a client” (e.g., both social worker and 
neighbor or member of  the same church, temple, 
mosque, or synagogue) (Corey et al., 2007, p. 262). 
Especially in rural communities, dual and multiple 
relationships may be unavoidable. Watkins (2004) 
suggests that rural social workers in such situations 
“above all, do no harm; practice only with compe-
tence; do not exploit; treat people with respect for 
their dignity as human beings; protect confi dential-
ity; act, except in the more extreme instances, only 
after obtaining informal consent; [and] practice, 
insofar as possible, within the framework of  social 
equity and justice” (p. 70).

The fourth issue important for rural social work 
practice involves emphasizing the strengths inher-
ent in rural communities (Tice, 2005). Because of 
the informal nature of  relationships, rural clients 
are often integrally involved with informal support 
systems or social networks of  other people willing 
to help them out—sometimes referred to as natu-
ral helping networks (Tracy, 2002; Watkins, 2004). 
Such networks can include family members, neigh-
bors, coworkers, fellow church members, community 
benefactors, and others not providing formal agency 
services who are willing to volunteer assistance. 
(Social networks are discussed in more detail later in 
the chapter with respect to working with families.)

Urban Social Work
Urban social work is practice within the context of 
large cities, with their vast array of  social  problems, 
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areas. “Some cities do not have the fi nancial resources 
to provide services that would assist people in max-
imizing their potential, while other cities may have 
the resources, but do not choose to provide services, 
particularly for the poor. Consequently, there may 
be a lack of  affordable, good-quality housing, or a 
lack of  adequate police protection, schools, or rec-
reational facilities. For example, preschool children 
and their parents are underserved in many urban 
communities” (Phillips and Straussner, 2002, p. 28). 
Because of cities’ dense population, service gaps can 
affect huge numbers of people.

The fifth problem characterizing cities involves 
greater amounts of  psychological stress. Stressors 
including “noise, dirty streets,” “abandoned build-
ings,” overcrowded housing, lack of  geographic 
mobility, and substance abuse can impose psy-
chological pressure and increase general anxieties 
(Phillips and Straussner, 2002, p. 29).

As in other types of  social work, urban social 
workers use micro practice skills in their work with 
clients, including establishing and working toward 
goals, using effective communication and interview-
ing techniques, respecting client values and perspec-
tives, emphasizing strengths, expressing empathy, 
and “developing self-awareness” to combat biases and 
effectively understand clients’ perspectives (Phillips 
and Straussner, 2002, p. 201).

Highlight 5.1 discusses skills urban social workers 
must develop and use. Focus on Critical Thinking 5.1 
raises questions to help you think about and under-
stand your home community regardless of  whether 
it’s urban, rural, or something that’s not quite either.

Micro Practice: Social Work 
with Individuals
Micro practice is intervention involving an individual 
client (a micro system). It may include counseling, 
educating, brokering, or case management, all roles 
described in Chapter 4. In a counselor role, social 
workers follow the planned-change process described 
in Chapter 4 and help clients develop  solutions to 
problems. For example, a social worker in correc-
tions might work out with a client on parole a plan 
for finding housing and employment. Or a social 
worker who does alcohol abuse counseling might 
explore with a client her reasons for using  alcohol 
and establish plans to maintain sobriety.

when federal, state, and local governments increased 
their role in providing services, the programs were no 
 longer tailored to a specific community. In efforts 
to increase effi ciency and fairness, services became 
more bureaucratic and standardized. The new model 
of service delivery that developed preferred second-
ary, “professional” relationships and interactions 
that were rule- and role-based rather than more per-
sonal. Needy individuals were depersonalized into 
“clients.” . . . Personal relationships between client 
and social workers were not only unlikely in the urban 
environment, they were actively discouraged. (p. 67)

At least five problems tend to characterize urban 
areas more than rural areas (Phillips & Straussner, 
2002). For one thing, “problems such as poverty, dis-
crimination, overcrowded housing, crime and violence, 
homelessness, high rates of school dropouts, substance 
abuse, and HIV/AIDS exist in communities of all sizes. 
However, they occur with greater frequency and there-
fore are more visible in the  cities” (p. 25).

A second problem is the widespread occurrence of 
discriminatory behavior because of  the wide variety 
of ethnic, racial, religious, and cultural groups living 
in cities. Groups may be in confl ict and fi ghting for 
power and resources. Often public schools are disad-
vantaged because of  inadequate funding, resulting 
in poorer buildings, libraries, laboratory equipment, 
and technology, as well as underpaid staff.

Migration of people ill-equipped for the pressures 
and demands of urban living is a third problem charac-
terizing cities. Phillips and Straussner (2002) explain:

With their promise of  freedom and opportunity, 
the cities have always been magnets for both the 
adventurous and the desperate. Most people move 
to urban areas in search of better opportunities for 
work or for education, either for themselves or their 
families, and for many, the cities have served and 
continue to serve as gateways to success.

However, some who migrate to urban areas, 
whether from other parts of the United States or 
from other countries, are faced with unemployment, 
underemployment, discrimination, poor housing, 
and language barriers. Those without families or 
social supports to help them make the transition to 
the new culture and to city life are at greater risk 
for poverty, social isolation, and personal and fam-
ily problems. (p. 27)

Financial shortfalls or unavailability of  resources 
make up a fourth problem characterizing urban 
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Urban social workers must focus on using skills in at 
least four major arenas (Phillips and Straussner, 2002):

1. Paying close attention to human diversity: Because 
urban environments more likely have a wider 
variety of ethnic, racial, and religious backgrounds, 
urban social workers must be sensitive to the wide 
range of cultural differences, become knowledgeable 
about their various clients’ cultures, and focus on 
the identification and use of  clients’ respective 
cultural and personal strengths. Urban practi-
tioners must also be attuned to the potential 
discrimination experienced by people “based on 
race, ethnicity, culture, age, gender, religion, sexual 
orientation, disability, poverty, or language 
spoken. While historically various immigrant 
groups such as the Irish, the Jews, the Italians, the 
Chinese, and the Japanese have experienced 
discrimination in the United States, the most 
persistent discrimination today is experienced by 
Native Americans; blacks, including African 
Americans, people from the Caribbean, and 
people from Africa; Latinos; Asians; and people 
of  Middle Eastern backgrounds” (Phillips & 
Straussner, 2002, p. 26).

2. Understanding their agency environment: Urban 
agencies may be large and complex, or may serve 
large client populations. Urban workers must 
understand the intricacy of their agency’s power 
structure, who has decision-making power about 
what they can and can’t do, and where resources are 
located. Large bureaucracies are often highly 
impersonal. They tend to emphasize following rules 
and regulations to coordinate their complex maze 
of service provision. Often workers are called on to 
work with other personnel they don’t know. Workers 
must then be sensitive to other staff’s roles and use 
good communication skills to work effectively in 

collaboration with other service providers. Even 
smaller agencies in urban settings must work within 
a complex interplay of numerous organizations also 
addressing client needs. Urban social workers must 
understand the functioning of  other agencies 
serving the same clients and work carefully with 
other staff to coordinate service provision.

3. Seeking resources in the external urban environment: 
Urban social workers often function in a complex 
labyrinth of  many public and private agencies, 
each providing specialized services in one of  a 
broad range of areas (for example, mental health 
counseling, administration of  public assistance, 
domestic violence shelter, sexual assault hotline, 
or adolescent pregnancy prevention). This differs 
from rural agencies that often provide a broader 
range of services to a smaller population; in other 
words, they are less likely to specialize to the 
degree that urban agencies can. In their broker role, 
urban social workers must often seek resources in a 
confusing tangle of red tape and available services.

4. Using advocacy: Note that just because urban areas 
tend to have larger and more services, this does not 
mean that there are no significant gaps in service 
due to limited or lacking resources. Such gaps may 
involve massive numbers of people. At the agency 
level, an urban practitioner may need to develop a 
coalition with colleagues and approach decision-
making administrators with suggestions for positive 
changes. On another level, public policy may not 
serve clients’ best interests. Therefore, strategies to 
change legislation may include the use of  letter-
writing or e-mail campaigns to lawmakers, lobbying 
(seeking direct contact with legislators to influence 
their opinions), or using the mass media to publicize 
clients’ needs and issues to gain public support for 
positive change.

HIGHLIGHT 5.1 

Skills Necessary for Urban Social Work

In an educator role, a social worker might teach 
an abusive parent effective child management tech-
niques. Similarly, a hospital social worker might 
inform a person receiving kidney dialysis about the 
disease’s progression and the dialysis process. (Kid-
ney dialysis is a process by which a machine removes 
uric acid and urea from the blood, thereby substitut-
ing for the function of normal kidneys.)

Social workers in the broker role link clients to 
needed resources and services. For instance, a social 
worker might refer a homeless person to a shelter 
and to agencies providing financial assistance and 
job training. Social workers performing case man-
agement functions coordinate services provided by 
a number of agencies or services on a client’s behalf. 
For example, a client with quadriplegia (i.e., paralysis 
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FOCUS ON CRITICAL THINKING 5.1

Your Community

Your own community environment has served an 
important function in shaping your personal develop-
ment and belief  system. Thinking about and under-
standing your community can help you understand 
yourself  and others in that community.

Critical Thinking Questions
● Is your community in a rural or urban setting, or 

somewhere in between?
● How would you describe your community?

● What are the strengths of  the community to which 
you belong?

● What are the weaknesses inherent in that community?
● What is the ethnic/racial/cultural composition of the 

community?
● What is the history of the community?
● What beliefs, attitudes, and values do you think tend 

to characterize that community?
● How has membership in that community affected 

your life and value system?

intimate nature. Working with families is a very 
important aspect of  social work as later chapters 
will emphasize (Rasheed & Rasheed, 2008). Collins, 
 Jordan, and Coleman (1999) explain:

The primary purpose of  family social work is to 
help families learn to function more competently 
while meeting the developmental and emotional 
needs of  all members. . . . There are many ways 
in which a family social worker can provide on-
the-spot, concrete assistance. For example, when 
a teenager and a parent become involved in a 
 confl ict, the FSW [family social worker] has an 
opportunity to identify the problem and intervene. 
A FSW can help the parent and child discover 
what led up to the argument and identify ongo-
ing repetitive and problematic interaction patterns 
that keep arguments going. Once these tasks have 
been achieved, the FSW can work with the par-
ent and teenager to replace dysfunctional behav-
ior with more rewarding behavior. When a young 
child throws a temper tantrum, the FSW can teach 
the parent more effective methods of dealing with 
problematic behavior on the spot. (p. 2)

Maluccio, Pine, and Tracy (2002) stress that when 
working with families, social workers should

● Be responsive to the styles and values of  families 
from communities of  color, immigrants, and 
other special populations [e.g., leaning forward 
toward the client and maintaining eye contact 
to demonstrate attentiveness are considered rude 
and intrusive by many First Nations Peoples].

of all four limbs due to spinal cord injury or disease) 
might be receiving resources from a variety of agen-
cies including housing, transportation, fi nancial assis-
tance, personal care, and job training. A case manager 
or case coordinator synchronizes and oversees services 
to make sure the client gets what he or she needs.

Note that frequently a social worker may assume 
a range of  roles with the same clients. For example, 
consider a family including two parents and children 
ages 2, 4, and 7 that has been referred to a Protection 
Services worker to assess possible child maltreatment 
and develop a service plan if necessary. After conduct-
ing the assessment, the worker may serve as counselor 
to help the parents learn to control their anger and 
behavior more effectively. The educator role might 
include teaching them child behavior management 
skills. The worker might serve as broker in linking the 
family to resources where they receive resources such 
as rental vouchers (that subsidize rent for eligible fam-
ilies) to ease their economic stress. The practitioner 
might also take on the facilitator role if  these parents 
participate in a group she’s leading of  parents that 
have maltreated their children. Finally, the worker 
might become an advocate for the family to receive 
needed services that are not readily available.

Micro/Mezzo Practice: Social 
Work with Families
As noted previously, social work with families com-
bines micro and mezzo practice because it involves 
a small group (i.e., the family) linked by ties of  an 
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 networks that provide four types of  support (Ragg, 
2006, p. 382). First, emotional support involves peo-
ple “who can listen to the client, understand his 
situation, provide encouragement, and celebrate his 
successes.” Second, instrumental support includes 
others “who can offer concrete types of  help, such 
as money, rides, shelter, and so forth.” Third, infor-
mational support embraces people “who can provide 
important information to the client so that she can 
make the right connections and actions.” Fourth, 
appraisal support involves those “who can give hon-
est feedback to the client on how he is performing 
and acting.”

Maluccio and his colleagues (2002) explain:

Social support [including emotional, informational, 
and concrete] can occur spontaneously, as in one 
neighbor bringing meals to another, or it can occur 
in professionally arranged helping networks, such as 
Meals on Wheels. [Formal] social services staffed 
by paid human service professionals . . . often pro-
vide social support as either the sole or partial 
 focus of their service; for example, a social worker 
facilitating a parent education group may provide 
information, resource referrals, skills training, and 
emotional support for the participants. [Informal] 
support . . . can be delivered by kinship networks, 
volunteers, or local community groups. . . . In many 
cases social workers can be the catalysts that mobi-
lize and enhance various forms of informal helping 
to benefi t individual clients, family members, and 
communities. (p. 175)

A social worker can identify potential participants 
in a social network that might be available to provide 
various types of  support to a family, link the fam-
ily with network participants, and facilitate how the 
network can help the family. For example, a worker 
could link a family with needed child care resources 
including relatives, friends, neighbors, or a day care 
center. Another example of  enhancing social net-
work support involves more formal family support 
programs that “address family self-sufficiency by 
offering services such as job training, English as a 
second language, and literacy classes” (Maluccio 
et al., 2002, p. 151). Still another example concerns 
“support groups for children experiencing life tran-
sitions or losses as in children of  divorce, teenage 
parents, or children of  battered women” (Maluccio 
et al., 2002, p. 184). Community programs such as 
neighborhood or cultural centers can also provide 

● Break complex tasks into smaller specific steps 
[e.g., how to look for housing; how to talk with 
your child’s teacher].

● Assess the key skills needed for less stressful 
family interactions [e.g., accepting “no,” giving 
direct commands, handling anger].

● Explain and model appropriate skills, using 
techniques such as role play, modeling, or 
videotaped practice.

● Assess individual learning styles and ways to teach 
adults and children [e.g., children learn differently 
as they age with increasing ability for complex 
thought; an adult may learn more effectively by 
observing a modeled behavior than being given 
verbal instructions or vice versa].

● Establish homework and other means of ensuring 
generalization of  skills from one setting to 
another [e.g., asking family members to practice 
new communication techniques when in their own 
home setting].

● Promote and reward skill acquisition [e.g., praise 
family members when they follow through on 
homework or reach goals].

● Emphasize strategies that help develop the 
strengths of family members [e.g., high motivation 
to improve or exceptional aptitude at coping with 
family crises].

● Motivate the family to stay involved even when 
faced with challenges and setbacks [e.g., an 
alcoholic family member falls off  the wagon or a 
teenager runs away]. (pp. 149–150)

Social workers can also help families deal with 
crises and problems they encounter in the external 
environment. For example, if  a breadwinner is laid 
off, a social worker can help the family cope with 
these new conditions, link the family with available 
resources, and assist in the search for new employ-
ment. Sometimes it’s necessary to advocate for 
 resources that aren’t readily available or to change 
social policies that are not in families’ best interests.

The Importance of Social Networks 
for Families
An important concept concerning social work with 
families and other systems is the social network, 
“the structure and number of  people and groups 
with whom you have contact or consider your-
self  to be in contact” (Tracy, 2002, p. 402). Social 
workers can help families get connected with social 
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idea, so she encouraged this plan of action, to which 
Gene agreed. Meanwhile, Bertha linked Gene with the 
football coach, who became part of Gene’s supportive 
 social network. Bertha and Ms. Yuss contacted Gene’s 
 uncle, who lived only a few blocks from the Yuss fam-
ily, and asked whether he would transport Gene home 
from practice. The uncle, Ms. Yuss’s brother, readily 
agreed because he had been quite concerned about 
Gene’s downward spiral into trouble. Bertha and 
Ms. Yuss then asked the Yuss’s church to contribute 
funding needed for required team equipment and 
transportation costs, which it did.

Another concern was what Gene would do on days 
when there was no practice. With Ms. Yuss’s approval, 
Bertha worked with Gene to involve him in a number 
of other after-school activities in which he expressed 
some interest. Bertha also arranged for a tutor to help 
him in subjects with which he was having diffi culty.

In addition, Bertha worked with Ms. Yuss to link 
both herself  and Gene’s younger brother Perry to a 
broader social network. Ms. Yuss joined a group for 
Parents Without Partners (who meet to provide sup-
port, discuss mutual concerns about raising children, 

programming (e.g., recreational or educational) to 
help once struggling families prosper.

An example of  how social networks can serve a 
family involves Gene Yuss, age 13, who lived with his 
mother and younger brother Perry, age 8, in a fed-
eral low-income housing project for people whose 
family incomes are not high enough to pay for reg-
ular housing (adapted from Maluccio et al., 2002). 
Gene, a husky young 5'5" young man with bright 
red hair, already had a long history of   truancy and 
delinquent behavior including illegal drug use and 
petty shoplifting. His problematic behavior and con-
nections with delinquent peers were linked to inad-
equate parental support and supervision.

The family’s social worker, Bertha Day, helped 
Gene’s mother, Ms. Yuss, identify more effective 
means of  addressing Gene’s behavior. One idea 
 involved having Gene, who was athletically inclined, 
join the school’s football team. Gene, a relatively 
popular student, already had some mildly positive 
 relationships with other team players who were doing 
well in school and had no problems with the law. Ms. 
Yuss agreed that joining the team might be a good 
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Working with families is a very important aspect of social work.
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improve quality of life. Efforts focus on clients solving 
their personal problems, enhancing personal qualities, 
or providing each other with support. Highlight 5.2 
identifies and defines five primary types of treatment 
groups and provides examples of  each (Toseland  & 
Horton, 2008;  Toseland & Rivas, 2009, p. 20).

Task Groups
Task or work groups are those applying the princi-
ples of  group dynamics to solve problems, develop 
ideas, formulate plans, and achieve goals. Task groups 
in the macro social environment are formed to meet the 
needs of individuals, families, groups, organizations, or 
communities. For example, an agency task group might 
focus on developing treatment strategies to meet the 
needs of Eastern European immigrants seeking agency 
resources. This targets both individuals and families. 
Another task group might include social services per-
sonnel and representatives from community groups 
coordinating a neighborhood watch program aimed 
at preventing crime. This task group works on behalf  
of various  neighborhood groups and the entire com-
munity. Still another  organizational task group might 
consist of  representatives from various departments 
to review the  agency’s policy manual and recommend 
changes. This task group serves the organization.

The main difference between task and treatment 
groups is that the task group’s aim is to achieve a 
 desired goal or to implement a change in the group’s 
external environment. In contrast, a treatment 
group’s purpose is to alter group members’ behav-
iors or attitudes in the internal group environment 
 (Toseland & Horton, 2008). Highlight 5.3 on page 124 
identifi es six major types of task groups and provides 
an example of  each (Fatout & Rose, 1995; Toseland 
& Horton, 2008; Toseland & Rivas, 2009).

and offer opportunities for social interaction) and 
 became more actively involved in her church. She 
signed Perry up both for recreational activities at the 
local YMCA1 and as a participant in a Big Brothers 
program so Perry could have the opportunity to form a 
special relationship with a supportive adult role model.

In this case, Gene’s football team involvement, his 
linkage with the coach, the uncle’s help with trans-
portation, the church’s funding contribution, other 
after-school activities, tutoring, Ms. Yuss’s Parents 
Without Partners group, her church activities, and 
Perry’s YMCA and Big Brothers program involve-
ment all helped to expand and strengthen the Yuss 
family’s social network.

Thus, there is a wide range of  social networks 
in which people and their families can be involved. 
Focus on Critical Thinking 5.2 raises questions 
 regarding your own social networks.

Mezzo Practice: Social Work 
with Groups
Mezzo practice is social work intervention with 
groups. As with other levels of  treatment, group 
work can involve any number of problems, goals, and 
types of people. The two primary types of groups in 
social work practice are treatment and task.

Treatment Groups
Treatment groups help individuals solve personal prob-
lems, change unwanted behaviors, cope with stress, and 

1The YMCA (Young Men’s Christian Association) is a global 
group of  organizations that serves to enhance young men’s and 
 others’ physical, mental, emotional, and interpersonal well-being, 
and  offers a range of recreational and other services (Barker, 2003).

FOCUS ON CRITICAL THINKING 5.2

You, Your Family, and Social Networks

We have established that social networks are very 
important for individuals and families.

Critical Thinking Questions
With what social networks have you and your family 
been involved during your lifetime? What kinds of 

 support were provided? What other support did you 
and your family need but didn’t get from social net-
works? Explain.
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refer to macro  practice in social work that is a 
specific area of practice in its own right. The methods 
and directions of  social work practice have changed 
and evolved, just as the economic and social realities 
of  the times have drastically changed. However, 
reviewing the historical perspective on community 
practice will help us to understand the significance of 
community assessment and work today.

Past methods of community organization engaged 
in by social workers included social action, social 
planning, and locality development (Rothman, 

Focus on Critical Thinking 5.3 on page 125 urges 
you to consider the types of groups with which you’ve 
been involved. They may include task or treatment 
groups. 

Macro Practice: Social Work with 
Organizations and Communities
Macro practice is intervention involving organiza-
tions and communities (macro systems). Historically, 
community organization has been the term used to 

HIGHLIGHT 5.2 

Treatment Groups in Social Work

There are five major types of treatment groups in social 
work practice.

1. Therapy: Groups that help members with serious 
psychological and emotional problems change 
their behavior.

 Examples: Groups formed to treat “depression, 
sexual difficulties, anxiety, and psychosomatic 
disorders”2 (Corey & Corey, 2006, p. 14).

2. Support: Groups whose members share common 
issues or problems and meet on an ongoing basis 
to cope with stress, give each other suggestions, 
provide encouragement, convey information, and 
furnish emotional support (Jacobs, Masson, & 
Harvil, 2009; Kurtz, 2004). Note that support 
groups differ from therapy groups in two main 
ways. First, support groups place greater emphasis 
on members supporting and helping each other—in 
contrast to therapy groups, in which the focus is on 
the leader assisting members in solving serious 
personal problems. Second, support groups differ 
from therapy groups in stressing ongoing coping 
and support instead of  alleviating psychological 
difficulties.

 Examples: A group of persons living with AIDS, 
recovering alcoholics, adult survivors of  sexual 
abuse, and veterans experiencing posttraumatic 
stress disorder.3

3. Educational: Groups that provide some type of 
information to participants.

 Examples: A group of  parents learning child 
behavior management techniques, teens receiving 
sex education, a group of older adults interested 
in finding jobs, and a group of  older adults in a 
nursing home requesting information about their 
prescribed drugs.

4. Growth: Groups aimed at expanding self-
awareness, increasing potential, and maximizing 
health and well-being.

 Examples: A group of heterosexual singles explor-
ing their attitudes about the opposite gender, “a 
values clarification group for adolescents,” and a 
group of  gay men focusing on gay pride issues 
(Toseland & Rivas, 2009, p. 24).

5. Socialization: Groups that help participants 
improve interpersonal behavior, communication, 
and social skills so they might better fit into their 
social environment.

 Examples: An urban neighborhood’s youth 
activities group, a school-based group of shy teens 
working to improve interpersonal skills, and a 
Parents Without Partners group sponsoring 
various social activities such as parties and outings 
(Toseland & Rivas, 2009).

Commentary
Sometimes it’s difficult to put a particular group in a 
specific category. What transpires in treatment groups 
is as complex as the people who make them up. For 

 2Psychosomatic disorders are physical symptoms (e.g., stom-
achaches, numbness, pain) caused by emotional problems.
3Posttraumatic stress disorder is the psychological and 
emotional reaction to an extremely stressful and disturbing 
experience such as a battle, rape, fire, or earthquake.

(continued)
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instance, Fiske (Nov. 11, 2002) describes an exception-
ally creative treatment group program with adolescent 
residents from several group homes developed by Susan 
Ciardiello, a clinical social worker. Adolescents typi-
cally are placed in residential treatment (including 
group homes and larger institutions) because of behav-
ioral and emotional problems (discussed more thor-
oughly in later chapters). For many reasons ranging 
from their normal quest for independence to having 
had severely negative experiences with the adults in 
their lives, it’s difficult for these young people to trust 
adults. Fiske emphasizes that “adolescents in groups 
can provide an environment where they learn from each 
other and benefit from the wisdom and experience of 
those traveling the same path” (p. 16).

Ciardiello first surveyed the adolescents to deter-
mine their primary interests—not surprisingly, “hip-
hop music and basketball” (p. 17). She then pursued a 
three- faceted group treatment program. First, she 
divided participants into two co-ed basketball teams 
that played each other twice a week. However, instead 
of  just playing neighborhood ball, the difference was 
that she “arranged it so that the players would get 
points when they demonstrated teamwork and self-
control” (p. 17).

The program’s second facet involved a biweekly disc 
jockey program, for which Ciardiello sought funds 
from a major recording company and purchased equip-
ment. The program consisted of  two parts. During the 
first hour, the group listened to various carefully cho-
sen hip-hop songs that addressed issues significant in 
the teens’ lives such as drugs, poverty, child abuse, 
romantic relationship concerns, hope for the future, 
and racial pride. Participants then discussed how the 
lyrics affected them and related the songs to their own 

lives. It allowed them to share stories, empathize with 
each other, provide support, suggest means of  coping, 
and develop trust. During the second hour, participants 
were rewarded by taking turns being the DJ and even 
making their own music.

The program achieved such success that a third 
empowering facet was added. The group members 
started their own magazine titled The Real Deal: Kids 
Keeping It Real. Through it they could express them-
selves and their opinions and talk about things that 
interested them. Ciardiello indicated that this three-
pronged approach to a treatment group incorporating 
sports, music, and writing “decreased unexcused 
absences from the [group] homes and improved rela-
tions among residents” (p. 18).

What type of treatment group would you label this? 
Therapeutically, throughout the three facets of the pro-
gram, participants worked on identifying feelings and 
controlling angry outbursts. One potential result was to 
help them better understand themselves, improve self-
esteem, and make more effective decisions to control 
behavior that caused them problems. Group members 
also provided support to each other by listening to each 
other’s opinions and making suggestions about coping. 
Educationally, participants learned how to be a DJ, a 
potentially viable job skill, and worked on writing skills 
through the magazine. As a growth group, they worked 
on expanding awareness of  social issues and interper-
sonal dynamics. Finally, the entire process involved 
socialization, through which they learned how to get 
along better with their peers. Hence this treatment 
group appears to be a combination of  approaches. It 
provides a good illustration of  how social workers can 
be ingeniously resourceful and imaginative in their 
interventions.

HIGHLIGHT 5.2 (continued)

2001). Social action is coordinated effort to advocate 
for change in a social  institution to benefit a specific 
population (e.g., homeless people), solve a social 
problem, correct unfairness (e.g., racism),4 or 
enhance people’s well-being. Social action applies 
macro practice skills to advocate for people in local, 
state, national, and global communities. Frequently 

social action can be used to remedy imbalances of 
power.

Social planning involves “a technical process of 
problem-solving regarding substantive social prob-
lems, such as delinquency, housing, and mental health” 
(Rothman, 2001, p. 31). Experts or consultants work, 
usually with designated community leaders, to solve 
specific problems. People in the general community 
have little, if  any, participation in or input into the 
problem-solving process. For example, a city might call 
in an urban renewal expert to recommend what should 
be done with a deteriorating area in the community.

4Racism is “a belief  that race is the primary determinant of  hu-
man traits and capacities and that racial differences produce an 
inherent superiority of  a particular race,” most often resulting in 
prejudice or discrimination (Mish, 1995, p. 962).
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The following are task groups that commonly charac-
terize social work practice. Teams and treatment con-
ferences typically involve groups formulated to meet 
clients’ needs, administrative groups’ and committees’ 
organizational needs, and delegate councils’ and social 
action groups’ community needs  (Toseland & Rivas, 
2009). A specific example accompanies each type of 
group.

1. Team: A group of  two or more people gathered 
together to work collaboratively and interdepen-
dently to achieve a designated purpose.

 Example: A team of social workers in a Veteran’s 
Health Administration (VHA) hospital5 where 
social workers assigned to the temporary housing 
unit for homeless vets, a substance abuse counsel-
ing unit, and the hospital surgical unit work 
together on behalf  of  a homeless vet who is an 
alcoholic and has serious kidney malfunctioning.

2. Treatment conference: A group that meets to 
establish, monitor, and coordinate service plans 
on behalf  of  a client system (Fatout & Rose, 
1995; Toseland & Rivas, 2009).

 Example: A group of  professionals (including a 
social worker, psychologist, psychiatrist, physician, 
teacher, and unit counselor) at a residential 
treatment center6 for children with severe behav-
ioral and emotional problems meeting to discuss 
the progress of a client residing there and to make 
recommendations for future treatment.

3. Administrative group: A group of  social service 
agency administrators who meet regularly to 
discuss issues and develop plans for running the 
organization.

 Example: A board of  directors authorized 
to formulate an organization’s mission, objec-
tives, and policies, and to oversee its ongoing 
activities.

4. Committee: A group of  persons “delegated to 
consider, investigate, take action on, or report on 
some matter” (Mish, 1995, p. 231). 

 Example: A group of  staff  representatives 
appointed to investigate, assess, and make rec-
ommendations about the quality of  food served 
in a nursing home.

5. Delegate council: A group of  representatives 
from various agencies or from units within a 
single agency that meet to discuss issues of 
mutual concern.

 Example: A group of  professionals working in 
rape crisis centers throughout a state, with each 
agency designating a representative to meet in the 
council to discuss education and treatment issues.

6. Social action group: A group formed to engage in 
some planned-change effort to modify or improve 
aspects of their macro social or physical environ-
ment (Staples, 2004; Toseland & Rivas, 2009).

 Example: A group of agency workers and clients 
who join forces to conduct a letter-writing cam-
paign to legislators to place stoplights at a dan-
gerous intersection.

HIGHLIGHT 5.3 

Task Groups in Social Work

5The Veteran’s Health Administration “provides a compre-
hensive range of  health and mental health care services” for 
the nation’s veterans including “acute medical, surgical, and 
psychiatric inpatient and outpatient care; intermediate 
hospital, nursing home, and domiciliary [taking place in one’s 
own home] care; noninstitutional extended care; and a range 
of  special programs and professional services in outpatient 
settings” (Becerra & Damron-Rodriguez, 1995, p. 2433; 
Department of Veterans Affairs, 1994).
6Discussed more thoroughly in a later chapter, a residential 
treatment center is an agency that provides children with 
serious emotional and behavioral problems with residential 
round-the-clock care; education (often with an emphasis on 
special education); interpersonal skills training; and individual, 
group, and sometimes family therapy.

Locality development emphasizes “community 
change . . . pursued through broad participation by 
a wide spectrum of  people at the local community 
level in determining goals and taking civic action” 
(Rothman, 2001, p. 29). The idea is to involve as 
many people as possible within the community in 

a democratic manner to defi ne their goals and help 
themselves. Locality development fi ts extremely well 
with social work values because individual dignity, 
participation, and free choice are emphasized.

Today macro practice remains a major thrust 
of  generalist social work. The basic concept of 
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community is just as important as ever. Most macro 
practice today takes place within an organizational 
context.

Necessary macro skills involve at least three facets 
(Kirst-Ashman & Hull, 2006). First, agency or pub-
lic social policies may require change. For example, 
social workers may advocate to change a policy that 
requires all persons receiving public assistance to 
undergo mandatory drug testing—a practice that is 
expensive, condescending, and invasive.

A second important macro skill entails initiating 
and conducting projects within agency or commu-
nity contexts. An example of a project is fund-raising 
for homeless families in need of  food and clothing. 
Another is initiating an in-service training program 
to teach agency staff  a new treatment technique. (In-
service training programs are educational sessions 
provided by an agency for its staff  to develop their 
skills or improve their effectiveness.)

A third significant macro skill concerns plan-
ning and implementing new social service programs 
within an agency or community. An example is 
development of  a program to educate students on a 
college campus about date rape. Another is develop-
ing a new recreation and fi eld trip program for resi-
dents in a nursing home.

Generalist Practice: 
A Three-Level Process
The point of  generalist social work practice is to 
seek change at all three levels of  practice, depending 
on what the client system needs. Many times, a social 
worker will simultaneously pursue a combination of 
micro, mezzo, and macro practice goals.

For example, a teacher refers Ralph, age 8, to Juan-
ita, the school social worker. The teacher reports that 

Ralph is consistently mounting fellow students on the 
playground in a manner resembling sexual intercourse 
(more vulgarly referred to as “humping”). Ralph also 
makes frequent sexual comments and uses sexual lan-
guage quite inappropriate for his age. Juanita suspects 
the possibility of sexual abuse. (A later chapter on child 
welfare discusses child sexual abuse in more depth.)

At the micro level, Juanita talks with Ralph about 
what’s occurring in his life at home. She informs the 
school principal, Adolf, that she intends to report the 
situation to Child Protective Services, which would 
initiate a more thorough investigation. Adolf forbids 
Juanita to make the referral on the basis that there is 
not enough evidence. Why cause trouble when you 
don’t have to? But in her state, Juanita is required 
to report any suspected child abuse (which includes 
sexual abuse). Juanita knows that it is her ethical 
responsibility to report Ralph’s behavior.

At the macro level, Juanita must address the issue 
with Adolf and possibly the School Board, which su-
pervises Adolf. The school (a macro system) must 
change so that it becomes responsive to instances of 
possible abuse instead of simply ignoring them. In the 
event that Ralph’s victimization is proved, family coun-
seling may be called for at the micro/mezzo level and 
possibly group therapy for Ralph at the mezzo level.

Professional Organizations 
in Social Work
The National Association of Social Workers
The National Association of Social Workers (NASW) 
has already been mentioned several times, especially 
with respect to its Code of Ethics.  Established in 1955, 
NASW is the major social work organization with 
the largest and broadest membership in the profes-
sion. Persons holding bachelor’s or master’s degrees 

FOCUS ON CRITICAL THINKING 5.3

Participation in Groups

Think of  a task or treatment group in which you’ve 
participated and consider the following.

Critical Thinking Questions
What kind of  group was it? What was the group’s pur-
pose? To what extent was the group effective (i.e., did it 

achieve its goals)? Why or why not? How would you 
describe the group’s functioning? Who led the group 
and how well was it directed? How could the group’s 
functioning have been improved?
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also available, but CSWE has determined that they 
need not be accredited. CSWE’s membership is com-
posed primarily of  social work educators but also 
includes practitioners. CSWE develops guidelines for 
the social work curriculum as  explained in Chapter 1. 
In social work, accreditation is the official confirma-
tion that a school, college, or program fulfills the 
necessary requirements in curricular development, 
program structure, resources, and academic achieve-
ment to assume that status.

It is important to make sure a social work pro-
gram is accredited. To be eligible for licensure or 
certification, many states require graduation from 
an accredited program. In the United States there 
are currently 463 accredited baccalaureate (BSW) 
programs with 17 more in candidacy for accredi-
tation, and 191 master’s (MSW) programs with 19 
more in candidacy (CSWE, 2008a). According to the 
Group for the Advancement of  Doctoral Education 
(GADE), there were 74 doctoral (Ph.D. or DSW) 
programs in the United States as of 2006 (remember 
these are not accredited by CSWE as CSWE only 
accredits BSW and MSW programs) (U.S. Depart-
ment of Labor, 2008).

Careers in Social Work
Because social workers are employed in such varied 
areas of  human life, it is difficult to gather accurate 
data on what members of  the entire profession are 
doing. The Bureau of  Labor Statistics predicts that 
between 2006 and 2016 the number of  social work-
ers will increase by 22%, “which is much faster than 
the average for all occupations” (U.S. Department of 
Labor, 2008).

Highlight 5.5 summarizes the findings of  two 
surveys addressing the fi elds of  practice in which 
social workers are employed. Ongoing research by 
a group involved with the Association of  Bacca-
laureate Social Work Program Directors (BPD) 
regularly collects information about BSW gradu-
ates that refl ects BSW employment both at gradua-
tion and 2 years thereafter (hereafter referred to as 
alumni) (G. H. Hull, personal communication, 
November 22, 2004; Buchan et al., 2004).7 Another 

in social work and students in accredited social work 
programs can join.

NASW fulfi lls at least fi ve purposes. First, mem-
bership in a professional organization lends cred-
ibility (Simpson & Simpson, 1992). Most, if  not 
all, established professions have an organization 
to which members can belong. Such membership 
 bolsters members’ professional identity, helps them 
identify with other members, and enhances the vis-
ibility of a profession.

NASW’s second purpose is to provide opportu-
nities for networking. State, regional, and national 
conferences and meetings enable members to talk 
with each other and share news and ideas. Such 
meetings also provide a means for fi nding out about 
new career and job opportunities.

NASW’s third purpose is to provide member-
ship services. These include Social Work, a quarterly 
journal that addresses various aspects of  practice; 
NASW News, a national newspaper published almost 
monthly that focuses on relevant research, social 
welfare policy and service issues, and social workers’ 
accomplishments around the country and the world; 
and newsletters published by some state chapters.

NASW’s fourth purpose is to sponsor organized 
efforts for lobbying on behalf  of  socially responsi-
ble social welfare policies and services (Simpson & 
Simpson, 1992). NASW exerts infl uence in support 
of causes and political agendas concurrent with pro-
fessional social work values. It has also helped states 
establish licensing or certification regulations for 
social workers. Highlight 5.4 discusses the impor-
tance of  licensing for social workers and identifi es 
the common levels of practice.

NASW’s fi fth purpose is to publish policy state-
ments on various issues (e.g., youth suicide, health 
care, people with disabilities, affi rmative action, and 
environmental policy) to help guide members in their 
practice (NASW, 2003).

A number of other organizations refl ect more spe-
cifi c facets or subsets of social work. Examples include 
the Association of  Community Organization and 
Social Administration (ACOSA) and the National 
Association of Black Social Workers (NABSW).

The Council on Social Work Education
The Council on Social Work Education (CSWE) is 
the body that accredits bachelor’s and master’s pro-
grams in social work education. A doctorate of  social 
work and doctorate of philosophy in social work are 

7Information is gathered by a BPD team using the Baccalaureate 
Educational Assessment Package [BEAP]. Current members are 
Vicky V. Buchan, Grafton H. Hull, Jr., Jannah Mather, Philip Ng, 
JoAnn Ray, Roy W. Rodenhiser, John P. Rogers, and Marshall L. 
Smith.
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Every state, the District of Columbia, Puerto Rico, the 
Virgin Islands, and every Canadian province have laws 
that define and regulate social work practice, involving 
some form of  licensure or certification (ASWB, 2008). 
Social work licensure means that one has fulfilled des-
ignated requirements to practice social work in a par-
ticular state. Certification is used instead of licensure in 
a number of  states. Some feel that licensure is a stronger 
word, implying more advanced skills than certification. For 
example, a social worker with a bachelor’s degree might be 
certified, and one with a master’s degree licensed.

Many states have several levels of  licensing or certi-
fication and require an examination and possibly some 
work experience (at least for higher levels) to qualify for 
each level (Ginsberg, 2001).

Typically, there are four categories of  practice that 
jurisdictions may legally regulate.

1. Bachelors: Baccalaureate social work degree 
 upon graduation.
2. Masters: Master’s degree in social work (MSW)  
     with no post-degree experience.
3. Advanced Generalist: MSW with two years post- 
     master’s supervised experience.
4. Clinical: MSW with two years post-master’s  direct 
      clinical social work experience. (ASWB, 2008)

The Association of  Social Work Boards (ASWB), 
initiated in 1979, established and sustains licensing 
examinations for social workers in 48 states, the 
District of  Columbia, the U.S. Virgin Islands, and 
Alberta, Canada (ASWB, 2008).8 Although some 
states offer licenses or certification for only one level 
of  practice, most offer such validation at two or more 
levels of  practice. The structure of  examinations and 
specific requirements for each level vary from state to 
state, so people interested in becoming a social worker 
should explore the regulations in their own state, prov-
ince, or jurisdiction. ASWB examinations for each 
level include 170 multiple-choice questions that are 
administered electronically and provide 4 hours for 
test completion (ASWB, 2008). Because of  the differ-
ences from one jurisdiction to another, certification or 
licensure does not automatically transfer from one 
locale to another (ASWB, 2008). Social workers with 
licensure or certification in one state who want similar 
recognition in some other state must complete the 

application process in that other state. A few states 
have special reciprocal agreements where they accept 
each other’s validation.

Note that 37 states, the District of  Columbia, the 
Virgin Islands, and nine Canadian provinces require 
some form of  licensure or certification for BSWs 
(ASWB, 2008). For each social work program, the 
ASWB can report the percentages of people taking the 
ASWB basic examination who pass the first time and 
who pass when they repeat the test.

A major purpose of  licensing is to protect clients 
from unqualified service providers and maintain the 
legitimacy of the profession (Licensure, October 2004). 
Ginsberg (2001) comments on the significance of a  social 
work degree with respect to licensing and getting jobs:

Although there are many professions engaged in 
human services work, it is becoming the law in most 
states that persons may not refer to themselves as 
social workers or hold a position designated as a 
social work job unless they have a social work 
degree. State licensing and regulation laws . . . pro-
vide legal protection for the title of  social worker. 
But even without legal regulation, many social work 
employers want employees with social work prepa-
ration because they understand the social services 
system and have developed some of the skills needed 
to practice social work. (p. 44)

Additional Credentials
Whereas licensing and certification represents minimal 
standards to protect clients as consumers of services, the 
National Association of Social Workers (NASW) creden-
tials represent an even “higher level of  competence” 
(Licensure, October 2004, p. 12). NASW “establishes and 
promotes additional standards and credentials required 
for excellence in the practice of social work. A credential 
certifies that a social worker has achieved competence and 
professionalism beyond a college degree or state license. 
Credentials generally require a degree, supervised experi-
ence, and a standard examination” (NASW, 2004).9 Such 
advanced credentials include these (NASW, 2008):

● Academy of Certified Social Workers (ACSW), “the 
most widely recognized and respected social work 
credential” where workers are “qualified providers 
of services.”

HIGHLIGHT 5.4 

Social Work Licensure and Categories of Social Work Practice

8More information can be obtained at http://www.aswb.org.

9For more information on specific requirements for advanced 
credentials, see http://www.socialworkers.org/credentials.

(continued)

http://www.aswb.org
http://www.socialworkers.org/credentials
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HIGHLIGHT 5.4 (continued)

● Qualified Clinical Social Worker (QCSW), recogniz-
ing social workers “who have met national standards 
of knowledge, skill, and experience in clinical social 
work” (work in settings addressing mental health 
issues or private practice).

● Diplomate in Clinical Social Work (DCSW), “the high-
est distinction bestowed on clinical social workers.”

● Specialty certifications for the MSW in the follow-
ing areas:

 ●  Clinical (CSW-G) and Advanced Social Worker 
in Gerontology (ASW-G).

 ●  Certified Advanced Children, Youth, and Family 
Social Worker (C-ACYFSW).

●  Certified Social Worker in Health Care (C-SWHC).

● Certified Clinical Alcohol, Tobacco, and Other 
Drugs Social Worker (C-CATODSW).

● Certified Advanced Social Work Case Man-
ager (C-ASWCM).

●  Certified School Social Work Specialist 
(C-SSWS).

 ●  Specialty certifications for the BSW in the follow-
ing areas:
● Social Worker in Gerontology (SW-G).
● Certified Children, Youth, and Family Social 

Worker (C-CYFSW).
●  Certif ied Social  Work Case Manager 

(C-SWCM).

survey,  sponsored by the National Association of 
Social Workers (NASW), reviews the major fi elds 
of  practice in which MSWs (full-time) tend to be 
employed (O’Neill, 2003). Respondents in this 
study were all NASW members, the vast majority 
of  whom have MSWs (versus BSWs as their high-
est degree or degrees in other fields). Note that 
dashes in the chart refl ect lack of  data due to dif-
ferent data-gathering techniques.

Be cautious when interpreting this informa-
tion, however, because a major difference between 
the two surveys involves social workers’ years of 
experience. For example, BSW respondents have 
only 2 years experience at the time of  the survey, 
whereas MSWs have a median (midpoint) of  16 
years (Survey Data, 2004). There’s no way to tell 
how results might differ if  both groups had identi-
cal experience.

Note that the two surveys refl ect some different 
categories because data were not gathered in iden-
tical ways. The categories listed here for MSWs 
refl ect only those in which the most social workers 
were  employed. Because of  this and because some 
responses didn’t fit clearly into defined categories, 
none of the columns add up to 100%.

It’s interesting to note that few social workers (of 
BSWs, 1.2% at graduation and 1.8% 2 years after) 
are employed in public welfare and income mainte-
nance. This refutes the stereotype of a social worker 

sitting in a drab offi ce reviewing applications for wel-
fare checks. Rather, the BSW survey refl ects the wide 
range of  practice contexts where social workers fi nd 
employment.

Let’s focus for a moment on the differences in 
employment settings experienced by BSWs who 
have jobs at graduation and what they’re doing as 
alumni 2 years later. Figure 5.1 highlights the dif-
ferences in practice areas where most BSWs find 
jobs. Whereas over a third of  people at graduation 
fi nd jobs in corrections, for 2-year alumni this drops 
to only 3%. What are the implications? Might it be 
that it’s relatively easy to fi nd jobs in corrections, 
but most people discover they don’t like it and leave 
quickly?

The second most common job placement for 
BSWs at graduation is child welfare and protec-
tive services: 12.6% of  BSWs start out there. Two 
years later this fi gure jumps to 18.7% of  BSWs sur-
veyed. BSW alumni also shift in greater numbers to 
the fi elds of  mental health, aging, and health care. 
Smaller increases occur in family services, school 
social work, developmental disabilities, and crisis 
intervention.

Figure 5.2 compares BSW alumni with MSWs 
concerning their fields of  practice. Three  major 
trends immediately surface. First,  the larg-
est proportion of  MSWs (37%) work in mental 
health. Second, most BSWs work in the child 



Practice Settings 129

HIGHLIGHT 5.5 

Employment Settings for Social Workers 
by Fields of Practice

BSWs
(Employment at 

Graduation)

BSWs
(2 Years 

Postgraduation)

MSWs

Corrections/criminal justice  34.5% 3.0%    –%
Child welfare/child protective services 12.6 18.7 –
Child welfare/family – –  7
Youth services 7.1 – –
Mental/behavioral health 6.1 14.9 37
Aging/geriatrics 5.4 11.1  4
Family services 5.3 7.9 –
Mental retardation/developmental 
  dis abilities

5.0 6.0 –

Alcohol, drug, or substance abuse 4.4 3.9   3
Crisis intervention 2.9 4.3 –
School social work 2.6 5.5  5
Health/medical care 2.5 7.3  8
Violence/victim services 2.2 2.0  1
Education/training 1.7 2.1 –
Housing 1.2 1.3 –
Public assistance/public welfare 1.0 1.5 –
Adult protective services  .7        .7 –
Community planning  .7 1.5 ,1
Group services  .6  .9 –
Rehabilitation  .5 1.0 –
Grief/bereavement  .3  .7 –
Income maintenance  .2  .3 –
Occupational/EAP10  .1  .4 1
Adolescents – – 3
Disabilities – – 1

10EAP stands for Employee Assistance Programs, which are services provided by organizations that focus on the prevention and 
treatment of workers’ mental health and adjustment problems that interfere with their work performance. Chapter 13 describes 
them more fully.

welfare/ family arena (26.6%).11 Third, BSWs 
are also somewhat more likely to work in the 
areas of  aging and disabilities than their MSW 

counterparts.12 Note that although fewer than 
1% of  MSWs cited “community development” as 
their major practice field, 4% indicated that they 
were engaged in this area to some extent.

12Note that the BSW study uses the term mental retardation/
developmental disabilities, whereas the MSW study simply uses 
the word disabilities.

11Note that the categories in the BSW study of  child welfare/
protective services and family services were combined to refl ect this 
result. The intent is to compare this fi gure with the MSW study’s 
category of child welfare/family.
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and 5.5, respectively. Data were gathered differently 
in the two surveys, so the charts use different for-
mats to illustrate results. BSW alumni were asked 
to cite their four prioritized major roles; Figure 5.4 
summarizes what they felt their fi rst major role was 
(G. H. Hull, personal communication, November 22, 
2004). Over 38% identifi ed case management (the 
coordination of  needed services provided by any 
number of  agencies, organizations, or facilities) 
as their primary role. Advocacy (speaking out on 
behalf  of  clients to promote fair and equitable 
treatment or gain needed resources) was cited by 
more than one-quarter of  respondents. Other roles 
mentioned were counseling, identifi ed by almost 12%; 
administration, almost 8%; coordination, almost 5%; 
brokering (linking client systems to needed resources), 
almost 2%; and providing education and training, 
 almost 2%. Other roles (consultant, mediator, facilita-
tor, and so on) were identifi ed by fewer than 1% each.

The NASW survey asked MSWs what services 
they typically provided to their clients without pri-
oritizing them (Survey Data, 2004). As Figure 5.5 
 illustrates, 81% identifi ed counseling, 23% informa-
tion and referral, 22% screening and assessment, 
20% case management, 14% crisis management, 
and 7% medication adherence assistance services. 
It’s notable that “social workers in organiza-
tional settings provided more information/referral, 

An alternative approach to examining where 
social workers are employed involves the structure 
and funding sources of  the agency. An earlier part 
of  this chapter discussed public and private organi-
zational settings. Figure 5.3 depicts where BSWs (at 
their fi rst social work job) and MSWs are employed 
in the public and private sectors (G. H. Hull, per-
sonal communication, November 22, 2004; O’Neill, 
2003). This can provide clues regarding where to 
seek jobs.

Most social workers at both the BSW and MSW 
level are employed in private social service agencies, 
with the rest (more than a third) working in pub-
lic agencies. Over one-third of  BSWs get their fi rst 
social work job in private nonprofit nonreligious 
settings (e.g., family service agencies, Planned Par-
enthood, United Way). In contrast, over one-third 
of  MSWs work in private for-profi t agencies. This 
probably refl ects the signifi cant number of  MSWs 
providing private therapy in agencies where a major 
goal is to make a profi t. Note that BSWs are also 
more likely than MSWs to work in public state 
agencies. The smaller percentages of  practitioners 
 working for the federal government include both 
military and nonmilitary jobs, with military jobs 
being less common.

Services provided to clients by BSWs and MSWs 
also vary somewhat, as illustrated in Figures 5.4 
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problem for a specifi ed fee. Twenty-three percent of 
MSWs surveyed work only in private practice, 18% 
work both in private practice and organizational set-
tings, and 45% work only in organizational settings 
(Survey Data, 2004, p. 8).

screening/assessment, case management, and crisis 
interventions than those in private practice settings” 
(p. 8). Private practice focuses on providing some 
type of  counseling or therapy, usually within an 
offi ce context, to address some psychological issue or 
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state government, individual and family services, 
and other residential care facilities.

2. “Medical and public health social workers” (20.2% 
of the total) who “provide psychosocial support to 
people, families, or vulnerable populations so they 
can cope with chronic, acute, or terminal illnesses, 
such as Alzheimer’s disease, cancer, or AIDS.” 
Subcategories in this practice include work in gen-
eral medical and surgical hospitals, home health 
care services, local government, nursing care facil-
ities, and individual and family services.

3. “Mental health and substance abuse social work-
ers” (20.5% of  the total) who “assess and treat 
individuals with mental illness or substance abuse 
problems, including abuse of  alcohol, tobacco, 
or other drugs.” Subcategories in this practice 
area include local government; psychiatric and 
substance abuse hospitals; individual and family 
services; residential mental retardation, mental 
health and substance abuse facilities; and outpa-
tient mental health and substance abuse centers.

Figures 5.6 through 5.8 report the median annual 
earnings for the various subcategories in these three 
general dimensions.14 Figure 5.9 summarizes median 
annual earnings for the remaining 11.1% of  social 
workers who do not fit into these three practice 
dimensions; these jobs include other social work 
positions in local government, state government, and 
individual and family services.

Figure 5.10 compares median annual earnings in 
all four categories refl ected in Figures 5.6 through 
5.9 (U.S. Department of Labor, 2008). Social workers 
who work in mental health and substance abuse had 
median annual earnings of  $35,410. “The middle 
50 percent [in this category] earned between $27,940 
and $45,720.” Child, family, and school social 
workers had median annual earnings of  $37,480. 
“The middle 50 percent [in this category] earned 
between $29,590 and $49,060.” Medical and public 
health social workers had median annual earnings 
of  $43,040. “The middle 50 percent [in this cate-
gory] earned between $34,110 and $53,740.” Social 
workers not falling into any of  these categories had 
median annual incomes of  $43,580. “The middle 
50 percent [of  this remaining unlabeled category] 
earned between $32,530 and $56,420.”

When we compare Figures 5.4 and 5.5, at least 
two implications are evident. Both BSWs and MSWs 
provide counseling and case management. However, 
BSWs are much more likely to view case manage-
ment as a major role, whereas MSWs tend to focus 
on counseling. Second, over one-quarter of  BSWs 
identify advocacy as a major function, which we 
have established as a critical basis of the profession.

Social Work Salaries
When looking at salary data, remember that there is 
tremendous variation in salary from one geographic 
location, field of practice, and type of job (e.g.,  direct 
service versus administration) to another. Standards 
of  living (including rent, utilities, and taxes) vary 
dramatically between parts of  the country. Take 
this into consideration when reading the salary 
data discussed here. The idea is to give you a general 
picture of what to expect as a BSW entering the field 
and as a seasoned MSW who has been in the field 
many years.

It makes sense that more education usually pro-
vides greater opportunities and potentially higher 
salaries. BSWs tend to work at the foundation level 
of practice with skills that apply to social work fi elds 
of  practice across the board, whereas MSWs tend 
to specialize. People with MSW degrees earn signifi -
cantly more than those with BSWs (G. H. Hull, per-
sonal communication, November 22, 2004; O’Neill, 
2003).

The Bureau of  Labor Statistics13 cites annual 
earning information for social workers (U.S. Depart-
ment of  Labor, 2008). However, please note that it 
does not distinguish between BSWs and MSWs. It 
also divides the fi elds of practice differently than the 
other surveys, structuring information within the fol-
lowing three major dimensions (U.S. Department of 
Labor, 2008):

1. “Child, family, and school social workers” (47.4% 
of  the total) who “provide social services and 
assistance to improve the social and psychologi-
cal functioning of children and their families and 
to maximize the well-being of  families and the 
academic functioning of  children.” Subcatego-
ries in this practice area include work in elemen-
tary and secondary schools, local government, 

13For further information, you may access the Bureau of  Labor 
Statistics’ Website at http://www.bls.gov/oco/pdf/ocos060.pdf.

14The median is the midpoint where one half  of  all social workers 
earn more than the median and one half  earn less.

http://www.bls.gov/oco/pdf/ocos060.pdf
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FIGURE 5.8  Median annual earnings for mental health and substance abuse social workers—May 2006.
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FIGURE 5.9  Median annual earnings for social workers in all other areas—May 2006.
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specialize in the aging population or work in rural 
areas” (U.S. Department of  Labor, 2008). Rural 
communities find it more difficult to recruit social 
workers. Many practitioners prefer to work in urban 
areas where there’s usually greater access to a wider 
range of  activities and resources. The older adult 
population is growing and will continue to increase 
as the “baby boomers” retire and eventually require 
more services. Note that the NASW specialty certifi-
cations concerning gerontology mentioned in High-
light 5.5 are new additions to the list.

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following statements:

A  Identify the context of social work practice today 
in organizations and communities.

Social services include the tasks that social work 
practitioners and other helping professionals per-
form with the goal of  improving people’s health, 
enhancing their quality of  life, increasing autonomy 

Prior research has established a number of  other 
facts (Practitioners Surveyed, 2003; Survey Data, 
2004). Social workers in private practice (which 
requires an MSW) earn higher salaries than work-
ers in organizational contexts. Practicing for longer 
periods of  time as a social worker also is related to 
higher earnings. One 2004 survey found that the 
average salary for NASW members (the vast major-
ity of  whom are MSWs) was $51,192, implying that 
MSWs earn signifi cantly higher wages than BSWs 
(Brandwein, 2008).

Brandwein (2008) reports that another infl uential 
variable involves gender. Employment in professions 
characterized by a majority of  women, like social 
work, pay less than occupations where men prevail. 
In 2004, male social workers earned 14% more than 
their female counterparts, even when other variables 
such as educational level, fi eld of practice, and prac-
tice experience were controlled.

The Future Employment Outlook 
for Social Work
The Bureau of  Labor Statistics indicates that the 
future employment outlook for social workers is 
“favorable, particularly for social workers who 

FIGURE 5.10  Median annual earnings for social workers in the four major dimensions of practice—May 2006.
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Urban social work is practiced within the context 
of large cities, with their vast array of social problems, 
exceptional diversity, and potential resources. Urban 
communities are characterized by their own special 
conditions. Problems characterizing urban commu-
nities include multiple problems resulting from dense 
population, widespread occurrence of  discrimina-
tory behavior, migration of people unprepared for the 
stress of urban living, fi nancial shortfalls or unavail-
ability of resources for a large population, and higher 
stress levels. Urban social workers should pay close 
attention to human diversity, understand their agency 
environment, seek resources in the external urban 
environment, and use advocacy when necessary.

D  Identify some of the major professional 
associations in social work.

Professional organizations in social work include 
the National Association of  Social Workers and the 
Council on Social Work Education.

E Describe social work licensure.
All states have laws that define and regulate social work 
practice, involving some form of licensure or certifica-
tion. Typical categories of licensure include bachelors, 
masters, advanced generalist, and clinical. NASW pro-
vides a range of advanced and specialized credentials.

F  Propose questions to stimulate critical thinking 
about participation in various systems.

Critical thinking questions addressed community 
involvement, support from social networks, and 
group participation.

G  Discuss employment settings for social workers 
in terms of fi elds of practice and compare 
earnings.

There is a wide range of  fields of  practice in social 
work. Many students earning a bachelor’s degree 
in social work are most likely to get jobs in correc-
tions and, secondly, in child welfare. Two years after 
graduation, BSWs are most likely to work in child 
welfare, mental health, aging, family services, and 
health care, in descending order. The largest propor-
tion of MSWs work in mental health.

Most social workers at both the BSW and MSW 
level are employed in private social service agencies, 

and independence, supporting families, and helping 
people and larger systems improve their functioning 
in the social environment. A community is “a num-
ber of  people who have something in common with 
one another that connects them in some way and 
that distinguishes them from others” (Homan, 2008, 
p. 8). From a social work perspective, communities 
are entities in which citizens can organize or be orga-
nized to address mutual concerns and improve their 
overall quality of life.

B  Explain the core treatment approaches in micro, 
mezzo, and macro practice.

Micro practice is intervention involving an indi-
vidual client (a micro system). Working with fami-
lies combines micro and mezzo practice because it 
involves a small group (i.e., the family) linked by ties 
of  an intimate nature. Social networks can provide 
various types of  support to family members. Mezzo 
practice is social work intervention with groups. 
Treatment groups include therapy, support, educa-
tional, growth, and socialization groups. Task groups 
include teams, treatment conferences, administrative 
groups, delegate councils, committees, and social 
 action groups. Macro practice is intervention involv-
ing organizations and communities (macro systems). 
Traditional macro practice or community organi-
zation may involve three approaches—social plan-
ning, locality development, and social action. Macro 
practice can address agency policy change, project 
initiation, and program development. The point of 
generalist social work practice is to seek change at all 
three levels of practice, depending on what the client 
system needs.

C  Explore the special contexts of social work in 
rural and urban communities.

Rural communities involve those having low population 
density, being located far from urban hubs, and concen-
trating activities in some specialized area such as farm-
ing or lumbering. Social workers practicing in rural 
communities must be true generalists, providing a wide 
range of services. They must work in close cooperation 
with other agencies. They must strive to understand the 
community and its values, developing relationships with 
community residents. Dual or multiple relationships 
must be addressed carefully. It’s important to empha-
size the strengths inherent in a rural community.



138  Social Work Practice

various settings in which social work takes place. 
Part III of  this book includes three chapters focus-
ing on social welfare policy. Policy establishes the 
parameters for what social workers can do, includ-
ing how they practice and in what contexts. The 
next chapter lays the groundwork for understand-
ing policy by reviewing the history of  social welfare 
and social work.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/ 
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

with the rest (more than a third) working in public 
agencies. When identifying practice roles, BSWs tended 
to identify case management, advocacy, and counsel-
ing, in that order. A large majority of MSWs identify 
counseling as a major role, then information and refer-
ral, screening and assessment, and case management.

Median annual earnings differ across fields of 
practice. Lowest earnings are in mental health and 
substance abuse, with increasing median earnings 
fi rst by child, family, and school social workers, then 
by medical and public health social workers, and 
 fi nally by social workers who don’t fall within these 
categories. MSWs tend to earn appreciably more 
than BSWs.

LOOKING AHEAD

Building on the process of  social work practice dis-
cussed in the last chapter, this chapter described 

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman


CASE STUDY FOR CRIT ICAL THINKING 

An Older Adult Woman with 
Multiple Needs

The case presented here involves an older adult woman facing various problems. 
Critical thinking for this case focuses on the assessment phase of  the planned-
change process in social work. Chapter 4 discussed how assessment in general-
ist practice stresses understanding the many aspects of  a problem. Information is 
needed about the client and about those aspects of  the client’s environment that 
the worker feels are useful. The social worker might help this client by focusing 
on the individual (micro), family (micro/mezzo), group (mezzo), and community 
and organizational (macro) levels of  practice. Aspects of human diversity are also 
important to explore.

Case Study: A social services worker in a rural county receives a call about Geor-
gia from Georgia’s neighbor. Georgia, age 84, lives in an old farmhouse where she 
has lived for most of  her life. Georgia’s health is deteriorating. She is falling more 
and more frequently, and her eyesight is failing. The neighbor worries that Georgia 
may fall, break something, and lie helpless for days.

The worker visits Georgia to assess her and her situation. The worker needs in-
formation to make decisions about what he and Georgia can do. Georgia may need 
some supportive services or even health care center placement.

The information needed falls into four major categories. These include micro, 
mezzo, and macro levels of assessment in addition to consideration of elements of 
human diversity. In each category, problems must be defi ned and strengths identifi ed.

Critical Thinking: How would you use the three-step Triple-A critical thinking pro-
cess to establish what might be done in this case? First, ask questions. On the micro 
level, you might ask

● What are Georgia’s most critical problems?
● What things about Georgia contribute to her problems?
● What are Georgia’s primary strengths upon which a treatment plan might be 

built?
● How does Georgia feel about herself and her situation?

On the family (micro/mezzo) level, you might ask

● Does Georgia have any relatives in the immediate vicinity?
● Does she have children who are available to help out?
● What are her relationships with relatives who might be accessible?

On the mezzo level, you might ask

● Does Georgia have friends she can talk to?
● Do people visit her? If  so, how often?
● Does she have opportunities to get out of the house at all?

Practice Settings 139
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On the macro level, you might ask

● What services might be available to help Georgia with her identifi ed problems?
● Is there a Meals on Wheels program available (through which daily hot meals 

are delivered to older adults at minimal cost)?
● Is there a Visiting Friends program through which paraprofessionals (people 

with specialized training who perform a limited range of  professional tasks 
under the professional’s supervision) regularly visit older adult residents in their 
homes and help them with shopping, paying bills, making medical appoint-
ments, and so on?

● If  needed services are not available for Georgia and other needy older adult resi-
dents, should you seek to get some developed?

Concerning aspects of diversity, you might ask

● Are there any signifi cant aspects of  diversity characterizing Georgia and her 
situation?

● What is her ethnic and racial heritage? How does this affect her life 
circumstances?

● Is Georgia being treated differently or in a discriminatory manner because of 
her age (and people’s unfair, preconceived notions about older people and their 
abilities)?

● Is Georgia suffering any negative consequences because she is a woman and is 
being treated in a sexist manner?

The second step in critical thinking involves assessing the established facts and 
issues involved. Did you get as much information from Georgia as possible? Are 
there any other potential sources of information you can think of?

The third step in critical thinking is asserting a concluding opinion. What might 
be your fi nal recommendations for providing Georgia with the resources and ser-
vices needed to enhance her quality of life?
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P A R T  T H R E E

SOCIAL WELFARE 
POLICY

CHAPTER  6    An Overview of Social Welfare and 
Social Work History

CHAPTER  7   Policy, Policy Analysis, Policy Practice, and Policy 
Advocacy: Foundations for Service Provision

CHAPTER  8  Policies and Programs to Combat Poverty

Part 3 of  this book includes three chapters that introduce social welfare policy as 
the groundwork for social service provision. Policy dictates how social welfare pro-
grams may be implemented. It also structures the context in which practitioners 
can do their work.

Chapter 6 provides a brief  overview of social welfare and social work history. 
History provides the necessary background to understand how people think about 
social welfare and develop social welfare policy.

Chapter 7 describes social welfare policy development and the structural com-
ponents of  policy. Because policy drives what programs can do, it must be clearly 
understood. The chapter explores value perspectives on social responsibility and 
social welfare program development. Additionally, it formulates an approach to 
policy analysis to evaluate how social welfare policy affects and serves clients. 
 Finally, it defi nes policy practice and policy advocacy as basic responsibilities of 
generalist practitioners.

Chapter 8 describes the policies and programs that are designed to combat 
poverty in the United States. The concept of  poverty is defi ned, and explanations 
for its existence discussed. Social insurance and public assistance are defi ned and 
discussed, along with specifi c programs under the umbrella of each.
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C H A P T E R  6
An Overview of Social Welfare 
and Social Work History

You might feel that history is boring and irrelevant in view of alarming 
 contemporary issues, rapidly accelerating technological advances, and global 
political, economic, and social concerns. However, events in history have shaped 
our current ways of thinking. To comprehend how and why social welfare pro-
grams are the way they are today, it is critical to understand social welfare 
history. Current social welfare policy and programs didn’t simply appear out 
of nowhere. Rather, a long history of ideas, values, and events has shaped the 
present—and paves the way for the future. Figure 6.1, which introduces this 
chapter, identifies major events in the history of social work.

The profession’s history is intertwined with the history of social welfare. Social 
work grew and matured in response to signifi cant social trends, events, and 
needs as they occurred over time. What social workers could do in the past and 
what they can do now are governed by social welfare policies and programs.
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A Time Line of Major Events in Social Work
1898 First training course offered for “charity worker” by New York Charity Association
1918 Formation of American Association of Medical Social Workers
1919  Formation of Association of Training Schools for Professional Social Work (later becoming 

the American Association of Schools of Social Work [AASSW])
 Formation of National Association of School Social Workers
1920 Formation of American Association of Social Workers
1926 Formation of American Association of Psychiatric Social Workers
1927  AASSW development of educational requirements for its membership that quickly evolved into ac-

creditation standards for MSW programs
1929  Beginning of Great Depression that opened doors for social workers in the public sector
1936 Formation of American Association of Group Workers
1942 Formation of National Association of Schools of Social Administration (NASSA)
1943 Recognition of NASSA as offi cial accrediting body for baccalaureate programs
1946  Formation of National Council on Social Worker Education (NCSWE) to coordinate AASSW and 

NASSA activities
 Formation of Association for Study of Community Organization
1949 Formation of Social Worker Research Group
1952  Formation of Council on Social Work Accreditation (CSWE) reflecting the merger of AASSW and 

NASSA
 Writing of fi rst CSWE Curriculum Policy Statement and Accreditation Standards
1955  Formation of National Association of Social Workers (NASW)
 Formation of National Association of Puerto Rican Hispanic Social Workers
1956 Publication of profession’s primary journal, Social Work
1960 NASW approval of Code of Ethics
1960s War on Poverty that focused attention on social change versus individual pathology
1962 CSWE development of criteria for accrediting BSW programs
1968 Formation of National Association of Black Social Workers (NABSW)
 Formation of National Association of Puerto Rican Social Service Workers (NAPRSSW)
1969  Formation of Association of American Indian Social Workers (now called National  Indian Social 

Workers Association)
 Formation of Asian American Social Workers organization
1974 CSWE accreditation of BSW programs
1976 NASW establishes Political Action for Candidate Election (PACE)
1977 Formation of Group for Advancement of Doctoral Education in social work (GADE)
1979  Incorporation of American Association of State Social Work Boards (AASSWB) to  synchronize state 

licensing procedures
1982 Formation of Association for Advancement of Social Work with Groups (AASWG)
1984  CSWE declares common generalist practice foundation for both BSW and MSW programs
1987  NASW initiates Center for Social Policy and Practice to disseminate information about social wel-

fare policy
1991 Formation of Academy of Certifi ed Baccalaureate Social Workers (ACBSW)
1996 NASW approval of revisions of Code of Ethics
1998 U.S. social workers commemorate over 100 years of social work

FIGURE 6.1  Major events in the history of the social work profession in the United States
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It is beyond the scope of this book to provide a detailed history of social 
welfare and social work.1 Therefore, our focus will be on the key trends, events, 
and fi gures. The time line depicted in Figure 6.3 at the end of this chapter sum-
marizes some of these events.

Note that when we talk about ideas, trends, and social movements over time, 
it is impossible to quantify them as abruptly halting one year and being replaced 
by something else the next year. Ideas and concepts change gradually, and tran-
sitions between them are indistinct. Therefore, this chapter will periodically refl ect 
some overlap from one section or historical period to another.

Because Europe, especially England, provided the primary model for the 
development of current social welfare strategies in North America, we will ini-
tially focus on what occurred there. We will then concentrate on events and 
developments in the United States from the early years to the present.

Learning Objectives
A Describe some of the early European approaches to social welfare.
B Review some of the main events characterizing the history of social 

welfare in the United States.
C Describe some of the issues and events affecting American Indians, 

Hispanics, African Americans, and Asian Americans over 
U.S. history.

D Focus on some of the historical issues concerning mental health, 
children and families, people with disabilities, and older adults.

E Propose questions to stimulate critical thinking about various 
historical trends and events.

F Discuss major events involved in the history of the social work 
profession.

G Provide a foundation for understanding social welfare policy and 
policy development.

1Many thorough books have been written about social welfare and social work history. This chapter 
can provide only a brief  overview of  and introduction to major concepts. For futher, more extensive 
information, you might refer to From Poor Law to Welfare State by W. I. Trattner (New York: Free 
Press, 1999); A New History of Social Welfare by P. J. Day (Boston: Allyn & Bacon, 2006); The Faces 
of Social Policy: A Strengths Perspective by C. J. Tice and K. Perkins (Pacifi c Grove, CA: Brooks/Cole, 
2002); Social Welfare: A History of the American Response to Need (7th ed.) by J. Axinn and M. J. Stern 
(Boston: Allyn & Bacon, 2008); Milestones by R. L. Barker (Washington, DC: NASW Press, 1999), or 
to topics such as “Social Welfare History,” “Social Welfare Policy,” “Social Work Professon: History,” 
“National Association of  Social Workers,” and “Council on Social Work Education” in T. Mizrahi & 
L. E. Davis (Editors-in-Chief), Encyclopedia of Social Work (New York: Oxford, 2008).



146  Social Welfare Policy

competitive wages, political leaders passed legislation 
to regain social control. For example, the Statute of 
Laborers, passed in 1349, restricted the unemployed 
from moving about and established maximum wages 
allowable. The intent was to make people stay put 
and take whatever work was available there instead 
of seeking better options.

In 1531 another statute was passed forbidding 
able-bodied people from begging, with violations 
punishable by bloody public whippings while naked. 
However, this legislation also provided for designated 
government figures to help people unable to work 
(referred to as the “impotent poor”) by assigning them 
legitimate areas where they could beg. Subsequent 
laws addressed who should receive aid, from whom, 
and under what conditions, as well as what punish-
ments should befall those who did not obey the rules.

The English Elizabethan Poor Law of 1601
The 1601 Elizabethan Poor Law is often considered 
the first piece of legislation establishing coherent, con-
sistent public support for needy people through local 
taxes. It also was the first to establish categories of 
eligible recipients by identifying the following three:

 1. Dependent children without relatives capable of 
supporting them were placed in service under 
whatever citizen placed the lowest bid for public 
reimbursement to provide the child’s care. Boys 
served as apprentices, theoretically being taught 
a trade, until their 24th birthday, and girls pro-
vided domestic help until they were either 21 or 
married.

 2. The impotent poor included those who were 
physically or mentally unable to work. They were 
given either “indoor relief ” (i.e., placed inside 
institutions providing food and shelter called 
almshouses or poorhouses) or “outdoor relief ” 
(i.e., offered the opportunity to live outside of  
the institution but receive material help in the 
form of food, clothing, and fuel).

 3. The able-bodied poor were provided any substan-
dard employment available and forced to work 
or suffer jail or other punishment, even death. 
Some people were forced into workhouses, spe-
cial facilities in which poor people were forced 
to work and live. Unlike the impotent poor, 
these people were considered undeserving of 

Early European Approaches 
to Social Welfare
Some of  our current basic ideas about how people 
should or should not be treated can be traced back a 
millennium to medieval times. Until the mid-1300s, 
feudalism reigned in Europe as the principal type of 
political organization. In this system, wealthy landed 
gentry oversaw the labor of landless serfs who made 
a living by working their overseer’s lands. In return, 
serfs received general protection and care during 
sickness and old age.

Other sources of  aid included medieval hospitals 
that provided refuge and care for older adults, the 
impoverished, orphans, and people with serious ill-
nesses and disabilities, as well as charitable help from 
the church. These times refl ected a rigid social struc-
ture with little mobility, free choice, or potential for 
personal growth and change. Grounded in Judeo-
Christian thought, a common theme was that those 
who were better off should provide help to those who 
were poor. That some people were poor and others were 
rich was perceived as an unalterable fact of life. The 
church played a primary role in redistributing resources 
from the rich to the poor. It emphasized “good deeds, 
love of one’s enemies, and entry into heaven through 
mercy and charity” (Trattner, 1999, p. 3).

England After Feudalism’s Demise
As time passed, trade increased, technology 
bloomed, and the feudal system with its rigid hier-
archy of  power and social expectations underwent 
a gradual demise. With the development of  urban 
factories, rural people were drawn to the cities look-
ing for work and, they hoped, better wages. Central-
ized government became stronger, and the church 
lost both political and financial power. With these 
changes, people gained mobility and independence 
but lost much of the safety and security the old feu-
dal system had provided. Many wandered in search 
of work, with pain, suffering, and poverty the norm.

Political leaders decided that something must be 
done to control the mobile population and provide 
some relief  for the poor. In 1348 the Black Death 
(bubonic plague) began its destruction of  almost 
a third of  the English population, causing a seri-
ous labor shortage. As people migrated in search of 
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Three important ideological trends resulted from 
these reforms (Garvin & Tropman, 1998). First, 
public attitudes toward the poor became hostile and 
resentful. Second, the public came to blame the poor 
for their poverty. Why couldn’t those people pull 
themselves up by their bootstraps and make it on 
their own? Today we would refer to this as a form of 
blaming the victim—that is, ascribing fault to the peo-
ple who are hurt, have problems beyond their con-
trol, have few resources, or have been victimized by 
some crime or unexpected circumstance. This refl ects 
the attitude that if  only poor people would expend 
a little more effort and put in a full day’s work every 
day, they wouldn’t be poor (Barker, 2003). The third 
result of  these reforms was the concept of being less 
eligible (Garvin & Tropman, 1998; Reid, 1995). This 
is the idea that benefi ts should be lower than what 
the poorest working people could earn. People who 
received public assistance, then, would always be 
poorer than the poorest people who worked.

U.S. Social Welfare History: Early 
Colonization to the Mid-1800s
Early poor laws in the American colonies closely 
resembled, and in some cases were identical to, those 
in England, although each colony remained unique 
in its specific legislation. The colonists maintained a 
strong sense of individualism and commitment to per-
sonal freedom; however, they also expressed concern 
for the well-being of others and respect for a sense of 
community (Reid, 1995). The result was an interest-
ing and uneven blend of programs and services, such 
that the beneficiaries of some programs received sub-
stantial help and others received very little.

The colonists viewed the poor as a natural part of 
the social order and the community. In many ways, 
this refl ected an institutional view of social welfare—
namely, it’s simply society’s ongoing responsibility to 
provide its citizens with needed benefi ts and resources.

Services often refl ected a mix of  public and pri-
vate collaboration, with services being provided in a 
relatively informal manner (Reid, 1995). Local gov-
ernment units assumed responsibility of  administer-
ing aid but often called upon local churches for help 
(Dolgoff & Feldstein, 2007).

Early residency requirements for assistance were 
established. Communities tended to provide aid for 
their own residents, shunning strangers. Communities 
also made decisions about who was worthy to receive 

help because they should be able to take care of 
themselves.

One later change in the poor laws, the 1662 Law 
of  Settlement, established a notable new principle 
of  social welfare service provision, the residency 
requirement. Potential aid recipients were required 
to establish that they had dwelled in some location 
for some designated time before they could receive 
assistance or benefi ts from the political body govern-
ing that location. And people who had moved and 
needed help were required to return to their former 
parish (a portion of  a county coinciding with the 
original religious parish and serving as a unit of 
local government) to receive help.

The Speenhamland System
In 1795 what became known as the Speenhamland 
system (because it was developed in Speenhamland, 
England) reflected a new approach to the prob-
lems of  working poor people. Bread had became so 
expensive that many poor people could not afford it. 
Speenhamland government leaders responded by ini-
tiating the policy of supplementing the income of all 
poor people so that everyone would have what was 
deemed the minimum income necessary for survival.

Unfortunately, the result was an unexpected fl op 
for two reasons (Garvin & Tropman, 1998; Reid, 
1995). First, wages fell. Why would employers pay 
higher wages when the government would supple-
ment workers’ wages to the minimum necessary for 
survival? Why shouldn’t employers let the govern-
ment pay the difference to have wages reach the 
minimum level, rather than taking it out of their own 
pockets? Second, unemployment soared because 
people didn’t have to work. They would get the same 
amount whether they worked or not. And even if  they 
did work, they had little chance of getting ahead. In 
other words, there were no work incentives—logical 
rewards or benefi ts that encourage people to work.

The English Poor Law Reforms of 1834
As time passed, people began to resent the Speen-
hamland system for two reasons (Garvin & Tropman, 
1998): (1) It cost a fortune to support everyone, and 
(2) people felt it created a dependent population of 
people who would never get out of poverty. The Poor 
Law Reforms of  1834 significantly reduced all out-
door relief and brought back workhouses as the only 
place where able-bodied people could receive benefits.
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(Reid, 1995). Therefore, great almshouses were built 
in which the poor could be housed and converted 
into industrious, functional citizens.

Focus on Mental Health and Mental Illness
In colonial America, people who had mental illness, 
often referred to as “lunatics,” typically were cared 
for by their own families or boarded out to other 
families, with communities paying these families to 
provide care (Dembling, 1995; Fellin, 1996, p. 56). 
As time passed, people with mental illness increas-
ingly were placed in almshouses, clustered together 
with the poor and people with other disabilities.

By the early 19th century, the moral treatment 
movement, the first of  three focusing on mental 
health policy, had been initiated by Philippe Pinel, 
a French physician who worked in a Parisian hospi-
tal for the “insane.” The idea was that people with 
mental illness “should be treated with humane, sym-
pathetic, and personal care in a hospital or asylum 
setting” (Fellin, 1996, p. 57; Lin, 1995; USDHHS, 
1999). (Figure 6.2 summarizes the three major men-
tal health movements occurring in the United States 
during the 19th and 20th centuries. The last two will 
be described in greater detail later in the chapter.)

In the United States, the movement assumed “more 
of  a moralistic flavor related to the idea that bad 
habits lead to tendencies toward mental disorders” 
(Fellin, 1996, p. 57; Rochefort, 1993). Structured, “cor-
rective” settings providing a remedial environment 

benefits and who was not. This demonstrated the 
concept of  the worthy versus the unworthy poor; the 
former deserved help and the latter did not (the impli-
cation being that they were doing something wrong).

The worthy poor were pitied, and the community 
found ways to care for them. One of the easiest was 
for families to take turns housing the poor during the 
year. A second way to help the poor was to reduce their 
taxes. Still another way involved providing free medical 
attention to them, with physicians either donating such 
care or receiving inducements such as tax breaks.

Dependent children were frequently placed in 
apprenticeships. This was viewed positively for a 
number of reasons (Trattner, 1999). First, apprentice-
ships afforded them some connection with a family 
and the related stability. Second, it provided a con-
text in which they might be disciplined and taught to 
become good citizens. Third, it saved the community 
the cost of caring for children. Finally, it trained chil-
dren to develop a useful skill and become productive 
community members. And because labor was scarce 
in colonial America, people who had learned trades 
were highly valued. Highlight 6.1 discusses some of 
the early philosophical views about children.

By the 1820s and 1830s, ideas were changing, and 
people were beginning to view poverty as a “social 
problem” and “a potential source of  crime, social 
unrest, and long-term dependence” (Reid, 1995, 
p. 2209). Therefore, interest began to turn to reform. 
People now believed that outdoor relief  had spoiled 
poor people and that it resulted only in dependence 

HIGHLIGHT 6.1

Early Philosophical Views About Children

Trattner (1999) presents some of  the early philosophi-
cal perspectives on children. From colonial times 
to the 1870s, children were viewed as similar entities 
with little individuality—they were all thought to be 
innately evil and lazy. Therefore, they required super-
vision to keep them busy and out of  trouble so that 
they might grow up to be “industrious, upright, godly” 
adults (Trattner, 1999, p. 110). By the mid-18th cen-
tury, however, philosophical thinking was changing. 
John Locke’s tabula rasa (clean slate) approach sug-
gested that children were inherently pure and good. It 
was society and its negative influences that corrupted 
children as they grew up.

Effects of  the environment became increasingly 
important from a number of  perspectives. Social Dar-
winism, espoused by 19th-century English sociologist 
Herbert Spencer, highlighted the importance of geneti-
cally inherited attributes, but also stressed the ability of 
the environment to influence these traits over time. Sig-
mund Freud emphasized the importance of early nurtur-
ing within the family and its effect on child development.

In general, trends in thinking reflected an increasing 
focus on children’s welfare (Kadushin & Martin, 1988). 
People began to believe that children’s environment 
and the treatment they received affected what kinds of 
adults they grew up to be.
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America. Rather, North America had been populated 
for 25,000 years or more (Day, 2006; Lewis, 1995). 
During initial European colonization, there were hun-
dreds of different nations with a wide range of well-
developed, self-sufficient societies (Weaver, 2003, 2008).

Residents of a conquered society generally remain 
on their own land and at least retain hope of regain-
ing control. European victory over American Indian 
nations, however, usually resulted in their permanent 
removal from their lands, pressures to surrender 
their values and culture, and imposed submission to 
external laws and regulations.

Treaties
As whites pushed westward in exploding numbers 
and with an insatiable desire for land, the United 
States, newly formed and in its infancy, decided to 
deal with First Nations Peoples by developing trea-
ties. The United States viewed treaties as ways “of 
defining both the legal and political relationships” 
between the federal government and various nations 
(Lewis, 1995, p. 218). The first treaty to be estab-
lished (of  more than 600 over the next century) was 
with the Delaware nation in 1778. Congress finally 
ceased making treaties with nations in 1981 when 
“agreements” and legislation formally replaced the 
treaty process (Lewis, 1995, p. 219).

Other Early Policies
A significant early piece of  legislation was the 1781 
Articles of Confederation. This was related to treaties 

were thought to help cure mental illness (Lin, 1995, 
p. 1705). Highlight 6.2 focuses on Dorothea Dix, an 
early advocate for the humane treatment of  people 
with mental illness.

Focus on American Indian (First Nations 
Peoples) History: Treaties and Federal Control2

Most of  social welfare history in the United States, 
including that discussed thus far, is written from a very 
white perspective (Lewis, 1995). In reality, American his-
tory did not begin in 1492 when Columbus “discovered” 

HIGHLIGHT 6.2

Dorothea Dix: Mental Health Advocate

A notable early advocate during the 1840s for people 
with mental illness was Dorothea Dix (Barker, 1999; 
Fellin, 1996; Trattner, 1999). A volunteer Sunday 
school teacher in a Massachusetts women’s prison, she 
was appalled by the treatment of  people with mental 
illness who were placed there. She waged a dynamic 
publicity campaign condemning the deplorable condi-
tions in which these people were forced to live.

Trattner (1999) explains how Dix “described vividly 
how many of  the unfortunate crazed were impounded 
in cabins, cages, closets, stalls, and other pens of  one 
kind of  another, often chained and then abandoned to 
filth and neglect, or else brutally beaten—a horrifying 
picture” (p. 65).

Beginning in Massachusetts and then focusing 
on other states, she insisted that it was the public’s 
responsibility to establish hospitals providing more 
humane treatment and medical care for persons with 
mental illness.

As a result of  Dix’s and her followers’ efforts, over 
30 state mental hospitals were established (Fellin, 1996). 
Unfortunately, “although well intentioned, her selling 
and marketing of  state-run institutions were based on 
two dubious premises: first, that such asylums were 
the most cost-effective means of  treatment, and sec-
ond, that insanity was a highly curable phenomenon” 
(Gomory, 1997, p. 165).

Movement
Time 
Frame Emphasis

Moral 
treatment

1770s–1900 Humane treatment in 
structured institutional 
settings

Mental 
hygiene

1900–1945 Specialized psychiatric 
units and psychotherapy

Deinstitu-
tionalization

Early 1950s 
to present

Provision of care in 
people’s own 
communities

FIGURE 6.2  Major mental health movements in the 
United States

2For greater detail and good introductory content on American 
Indians, see Lewis (1995, pp. 216–231), which provides an excel-
lent beginning source for understanding some of the crucial issues 
experienced by First Nations Peoples.
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After gold was discovered in Georgia in 1828, the 
tension increased between the Cherokee and their 
non-Native counterparts. Although the Cherokee 
challenged the legality of  the 1830 Indian Removal 
Act in the Supreme Court and at fi rst appeared to 
be successful, it was determined that they could be 
removed if  they signed a treaty to that effect (Golden 
Ink, 1997). Against the majority’s will, in 1835 a 
small faction (less than 3%) of the Cherokee Nation 
signed such a treaty relinquishing all land east of the 
Mississippi in return for promised new western lands, 
cash, equipment, and supplies (Cherokee Messenger, 
1995; Golden Ink, 1997). Three years later, 17,000 
Cherokee men, women, and children were torn 
from their land and made to endure squalid condi-
tions on a 1,200-mile trip to Indian Territory in the 
West (Cherokee Messenger, 1995). On that journey 
4,000 perished “from hunger, exposure, and disease” 
(Cherokee Messenger, 1995). This infamous journey 
is aptly and sadly called “The Trail of Tears.”

In all, during the 1830s between 70,000 and 
100,000 American Indians were uprooted from their 
homes and herded to Oklahoma (Lewis, 1995).

Focus on Chicano/Chicana History: The Treaty 
of Guadalupe Hidalgo
The history of  the Southwest and its early inhabit-
ants merits attention, especially in view of  the large 
and growing U.S. Chicano/Chicana population. 
Beginning in 1519 the Spanish conquistadors, along 
with their Native allies, conquered the Aztec Empire 
in Central Mexico; from there expansion took place 
in all directions, overtaking areas including Arizona, 
New Mexico, Texas, and California (National Park 
Service, undated). Colonization of  these regions 
continued with many of the residents having a mixed 
heritage including Spanish and Native American 
ancestry (National Park Service, undated).

In view of a growing population, increasing infi l-
tration by Anglos (whites), and budding trade with 
other areas, the struggle for control of  land esca-
lated. Texas declared itself  an independent republic 
in 1836, but continued grappling with Mexico over 
its southern boundary (Library of  Congress, 2004). 
When the United States decided to annex Texas 
in 1845, the boundary struggle with Mexico con-
tinued. Confl ict intensifi ed and war was declared in 
1846, initiating the Mexican-American War. Sub-
sequently, the United States attacked Mexico on 
numerous fronts, eventually capturing Mexico City 
in  mid-1847 (Library of  Congress, 2004). The result 

because it gave “the federal government sole and 
exclusive authority over Indian affairs,” reinforcing 
the government’s right to make treaties in any way 
it saw fit (Lewis, 1995, p. 218). Thus the federal gov-
ernment could develop treaties regardless of  First 
Nations Peoples’ locations in North America. The 
implication is that, as the government broke treaties, 
First Nations Peoples could be moved from place to 
place, usually further west.

Other significant pieces of  legislation, the Trade 
and Intercourse Acts passed between 1770 and 1834, 
reinforced two more ideas (Canby, 1981; Lewis, 1995). 
One was that American Indians and non–American 
Indians should be separated. The other was that 
the federal government should control all relations 
 between American Indians and whites. The federal 
Bureau of Indian Affairs,  established in 1824, refl ected 
an attempt to address issues with American Indians.

The theme during this period was “the belief  
that Indians were culturally inferior and that the 
American government had a responsibility to raise 
them to the level of  the rest of  society, which meant 
to ‘Christianize and civilize’ ” them (Lewis, 1995, 
p. 218). White people believed that the federal gov-
ernment should interfere not only in political mat-
ters but also in social, economic, religious, and 
cultural practices.

Removal Policy
Tensions continued to mount as whites pushed west-
ward into American Indian territory. The Indian 
Removal Act, passed in 1830, resulted in thousands 
of  American Indians being removed from their own 
lands and relocated to distant “reservations” that 
were generally smaller than their homelands and had 
clearly defined boundaries. There they experienced the 
spread of  disease and numerous restrictions such as 
being forbidden to participate in spiritual ceremonies.

The Cherokee Nation poses a heartrending 
 example of  the cruel removal practice. By the early 
1800s, the Cherokee had called western Georgia home 
for almost 1,000 years (Cherokee Messenger, 1995). 
By this time the nation had adopted many European 
customs, including women wearing gowns, and had 
developed a system of “roads, schools, and churches” 
(Cherokee Messenger, 1995). Their literacy rate 
in their own tongue was 90%, they published a bilin-
gual newspaper and a range of  textbooks, and they 
established a “written constitution” as an  independent 
nation (Lewis, 1995, p. 218). Most of them worked as 
farmers and ranchers (Golden Ink, 1997).
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of  Lincoln’s opposition to slavery.3 It was not until 
1863 that he issued the Emancipation Proclamation, 
declaring freedom for all slaves in Confederate states 
at war with the Union. Note that this sidestepped 
the issue of freedom for slaves in border slave states, 
including Delaware, Kentucky, Maryland, Missouri, 
and West Virginia (Tice & Perkins, 2002).

Focus on African Americans: 
The Freedmen’s Bureau
A major problem during this era involved the newly 
freed, dislocated former slaves, who had no property 
and few resources. Although charity groups in the 
North sent supplies and volunteers to help displaced 
people, this only scratched the surface in terms of 
meeting people’s needs. National concern about the 
issues and needs resulted in Congress establishing 
the Bureau of Refugees, Freedmen, and Abandoned 
Land (more commonly known as the Freedmen’s 
Bureau) in 1865. (Note that its formal name empha-
sizes how legislators sought to avoid giving African 
Americans preferential treatment [Jansson, 2009].) 
This bureau, the “first federal welfare agency” (Reid, 
1995, p. 2210), established “a precedent for federal 
participation in social welfare during emergency 
periods” (Axinn & Stern, 2008, p. 96).

The Freedmen’s Bureau was placed under the 
auspices of  the War Department. This emphasized 
its temporary, crisis-related (postwar) purpose, as 
opposed to status as an institutional program designed 
to meet ongoing needs. Eligibility for resources was 
based purely on need. In its initial 3 years, the bureau 
distributed rations to 18.3 million people, over 28% 
of  whom were white (Day, 2006; Tice & Perkins, 
2002). Additionally, it provided transportation home 
for refugees, distributed medical supplies, built 46 
hospitals, and established over 4,300 schools for 
African American children (Axinn & Stern, 2008). 
The Freedmen’s Bureau was disbanded in 1872.

One of  the Freedmen’s Bureau’s initial goals was 
to distribute 40 acres of  abandoned or confiscated 
land to each male refugee. This could be accom-
plished only if  the government took possession of 
such property and legally distributed it. The results 

was the  February 2, 1848, signing of  the Treaty of 
Guadalupe Hidalgo, in which Mexico ceded more 
than half  of  its territory to the United States, includ-
ing contemporary Arizona, New Mexico, and upper 
California, in addition to portions of  Colorado, 
 Nevada, and Utah in exchange for $15,000,000; 
 additionally, Mexico recognized U.S. retention of 
Texas with its southern boundary at the Rio Grande 
(U.S. National Archives and Records Adminis-
tration, undated). (The remaining portions of 
present-day states were ceded under the 1853 Gads-
den Purchase [Curiel, 1995].)

The Treaty of Guadalupe Hidalgo did address the 
rights of Mexicans living in the ceded regions. It pro-
vided the options of retaining their land and becoming 
U.S. citizens, which the vast majority chose, or moving 
south into Mexico (Curiel, 1995). Although the treaty 
guaranteed land, personal, and religious rights, Anglos 
generally opted to ignore these guarantees (Day, 
2006). Many Anglos took Chicano landowners to 
court over land rights, usually winning because many 
Chicanos had lost proof of land titles during the con-
fl ict and could not afford to hire attorneys to defend 
themselves adequately (Day, 2006). As a result, 
Chicanos were generally disenfranchised from their 
property and their rights, becoming strangers in their 
own land (Curiel, 1995). Many were forced into hard 
agricultural labor that Anglos preferred not to do. 
Anglos commonly viewed Chicanos as a “minority” 
group with its own culture; although Chicanos out-
numbered Anglos and were living in their own home-
lands, they were marginalized, discriminated against, 
and commonly treated as second-class citizens (Curiel, 
1995). This set the stage for the discrimination and 
many of the issues Chicanos must deal with today.

The Civil War Era
The Civil War (1861–1865) had a huge impact on 
the social structure of the United States. Day (2006) 
explains that it “affirmed federal responsibility over 
states’ rights and laid the groundwork for the United 
States to become a welfare state” (p. 206).

Jansson (2009) describes how, despite the fact 
that the main confl ict concerned “the legal status of 
slaves,” President Abraham Lincoln (whose adminis-
tration lasted from 1861 until his 1865 assassination) 
did not initially propose an immediate end to slav-
ery (p. 140). Although his decisions were apparently 
made in the context of  political concerns, such an 
omission might raise questions regarding the strength 

3Possible reasons for Lincoln’s hesitation in eradicating slavery 
include having as a top priority keeping the Union together, believ-
ing that the Constitution gave him no authority to free slaves, being 
concerned that the Confederacy would only “fi ght harder” and the 
war would last longer if  slaves were freed, and fearing alienation 
of the border slave states (Tice & Perkins, 2002, p. 74).
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proponent of  placing children in homes other than 
their own instead of  in institutions. Brace gathered 
up thousands of juvenile paupers from the New York 
City streets and sent them to live with farm families in 
the Midwest. He believed that farmers were the ideal 
citizens and that farming was the ideal occupation. 
A staunch believer in the importance of the environ-
ment, as stressed by Social Darwinism, Brace felt 
that placing children in such positive environments 
would make them better, more productive citizens.

By the early 20th century, most large cities had 
their own children’s aid societies that placed or 
“farmed out” children to families instead of putting 
them in institutions. This movement reflected the 
beginnings of foster care and adoption in the United 
States. Highlight 6.3 discusses the early development 
of protective services.

Settlement Houses, Charity Organization 
Societies, and Generalist Social Work
In response to the rapidly growing social problems, 
two social and ideological movements became the 
foundation for social work practice in the 1880s 
and continued into the early 1900s (Lewis & Suarez, 
1995). They were the settlement house movement 
and charity organization societies.

Settlement Houses
Settlement houses were “places where ministers, stu-
dents, or humanitarians ‘settled’ (hence the name) to 
interact with poor slum dwellers with the purpose of 
alleviating the conditions of capitalism” (Smith, 1995, 
p. 2130). Settlement houses “wanted to be ‘neigh-
bors’ to the poor and to help communities solve self-
identified problems, such as day care, literacy, and 
citizenship” (Popple, 1995, p. 2282). Additionally, the 
people developing them “advocated for child labor 
laws, urban parks, women’s suffrage, public housing, 
and public health” (Smith, 1995, p. 2130).

Settlement houses formed a strong foundation for 
generalist social work practice within communities in 
at least three ways (Smith, 1995). First, the settlement 
house approach addressed the problems of  people 
in an environmental context instead of  focusing on 
individual pathology. Environmental problems cre-
ated diffi culties for individuals, who were not viewed 
as the targets of  blame, punishment, and change. 
Settlement houses thus focused on addressing social 
issues and improving living conditions, especially for 
the poorest and least fortunate people.

of this program were modest: Only a little over 1% of 
eligible African Americans were allocated property 
(Jansson, 2009). President Andrew Johnson (whose 
administration lasted from 1865 to 1869) subse-
quently proclaimed that the African Americans had 
no legal right to these properties and forced recipients 
to return land to its former owners (Jansson, 2009).

The 1870s to 1900
Economic growth skyrocketed between the Civil War 
and the early 20th century (Axinn & Stern, 2008). 
Three broad trends emerged in the United States 
both economically and socially (Garvin & Cox, 
1995). The first was industrialization. Mammoth 
growth in manufacturing and technology brought 
with it a “wide range of  social problems” including 
“problems of  working hours and conditions, safety, 
and child labor” (Garvin & Cox, 1995, p. 65).

The second trend was urbanization. Concurrent 
with the centralization of industry within urban set-
tings was the tremendous growth of  urban popula-
tions. Masses of  people moved from rural to urban 
areas in search of  work and prosperity. Unfortu-
nately, most were forced to move into the oldest, most 
crowded, and least sanitary portions of the cities.

The third trend was explosive immigration, pri-
marily from northwestern Europe. Immigrants 
brought with them their own problems. Many came 
from poor rural environments and had little to start 
their lives with in this country, and many became ill 
during the immigration process. Immigrants usually 
were forced to live in some of  the worst conditions 
and accept whatever work they could fi nd.

Focus on Children: Early Policies
The 1870s saw the origins of  child welfare policy as 
it has evolved today (Karger & Stoesz, 2006). Prior 
to this time, abandoned, unwanted, or orphaned 
children had been placed in almshouses along with 
adults suffering from poverty and disabilities. By 
this time, however, people were beginning to view 
children as special beings requiring treatment quali-
tatively different from that provided adults and peo-
ple with disabilities. Orphanages intended solely for 
children began to multiply, replacing almshouses as 
places to house children. This practice was, however, 
still institutional placement.

The Reverend Charles Loring Brace, founder of 
New York’s Children’s Aid Society, became the fi rst 
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Lewis and Suarez (1995), the “emphasis was not on 
lay communal expertise but on scientific practice and 
expert knowledge” (p. 1769). They continue that “the 
underlying assumption was that individual need was 
a result of  moral turpitude and that moral teaching, 
combined with minimal assistance, would support 
people in taking care of  themselves” (p. 1769). Ini-
tially, the societies used “friendly visitors” who tried 
to help people figure out how to solve their problems 
(Brieland, 1995, p. 2247).

As time passed, charity organization societies 
sought to establish a base of  scientific knowledge 
and apply it to the helping process. The scientific 
emphasis in fi elds such as medicine and engineering 
inspired this orientation. The societies “wanted to 
study the problem of  dependence, gather data, test 
theories, systematize administration, and develop 
techniques that would lead to a cure” (Popple, 1995, 
p. 2283). The impetus to obtain social work profes-
sionalism began when the societies recognized the 
fact that friendly visitors needed more education and 
training to perform their tasks effectively (Brieland, 
1995; Popple, 1995).

Charity organization societies focused on cur-
ing individuals, not on empowering communities. 

Second, an environmental focus led naturally to 
an emphasis on advocacy and social reform. (Advo-
cacy is the act of  standing up for and defending the 
cause of another.) This is appropriate when the macro 
social environment requires change to meet people’s 
needs.

Third, settlement houses emphasized the empow-
erment of  people. At its most basic level, empower-
ment involves providing people with authority or 
power. According to the settlement house perspec-
tive, people had strengths and capabilities to effect 
their own change. Families and neighborhoods were 
seen as potential vehicles for positive change. The 
concepts of  community organization and group 
work (both described in Chapter 5) developed within 
the settlement house context. Jane Addams and 
 Ellen Gates Starr opened perhaps the most famous 
settlement house, Hull House, in Chicago in 1889. 
Highlight 6.4 focuses on Jane Addams, an immensely 
important fi gure in the development of  social work 
and advocacy for social change.

Charity Organization Societies
The settlement perspective contrasted strikingly with 
charity organization societies (COS). According to 

HIGHLIGHT 6.3

Th e Early Development of Protective Services

The concept of protective services was born under some 
unusual circumstances in 1874. Etta Wheeler, a New 
York City relief  worker for the poor, discovered that 
Mary Ellen Wilson, age 9, who had been an indentured 
servant since age 18 months, “was being tied to a bed, 
whipped, and stabbed with scissors” (Karger & Stoesz, 
2006, p. 392). It was subsequently determined that 
Mary Ellen was the illegitimate child of  her tormentor 
Mary Connelly’s first husband.

Wheeler “sought help from the police, benevolent 
societies, and charitable gentlemen,” but to no avail 
(Watkins, 1990, p. 501). Finally, in desperation, she 
appealed to the president of  the New York Society for 
the Prevention of Cruelty to Animals. Interested in the 
case, he helped Wheeler get “a special warrant” from a 
New York Supreme Court judge to remove Mary Ellen 
from the abusive home (Watkins, 1990, p. 502).

Historical and current myths often imply that 
children living in the 1870s had to be categorized as 

animals before they could receive legal protection 
(Watkins, 1990). In reality, the court never treated Mary 
Ellen as if  the same laws applied to her as to animals. 
However, the case received extensive publicity focusing 
on how Mary Ellen had been treated worse than what 
was legally allowed for animals. It brought to people’s 
attention how children were sometimes in need of pro-
tective treatment.

What happened to Mary Ellen? Wheeler’s own 
mother, and later her sister, took Mary Ellen in; Mary 
Ellen “was married at age 24 and had two daughters” 
(Watkins, 1990, p. 502). “As a punishment to herself, 
but more as a warning to others,” Mary Connelly was 
sentenced to “one year in the Penitentiary at hard 
labor,” the maximum sentence possible (“Mary Ellen,” 
1874, p. 8; Watkins, 1990, p. 502). As a result of  Mary 
Ellen’s case, societies for the prevention of  cruelty to 
children were established all over the country in the late 
1800s and early 1900s.
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HIGHLIGHT 6.4

Jane Addams

Jane Addams “built her reputation as the country’s 
most prominent woman through her writing, her set-
tlement work, and her international efforts for world 
peace” (Jane Addams Hull-House Museum, 1997). She 
attained “worldwide recognition in the first third of the 
20th century as a pioneer social worker in America, 
as a feminist, and as an internationalist” (Haberman, 
1972).

Born in Cedarville, Illinois, on September 6, 1860, 
Jane was the youngest of  six children in a well-to-do 
family. Her mother died when Jane was 2. Six years 
later, her father remarried and she gained two step-
brothers. Jane deeply respected her father, John Add-
ams, a miller, who was “a shrewd and careful investor” 
and one of Cedarville’s “leading citizens” (Stroup, 1986, 
p. 2). John “was a local political leader who served for 
16 years as a state senator and fought as an officer in 
the Civil War; he was a friend of  Abraham Lincoln, 
whose letters to him began ‘My Dear Double D-’ed 
Addams’ ” (Haberman, 1972).

“Because of a congenital spinal defect, Jane was not 
physically vigorous when young nor truly robust even 
later in life,” although the defect was corrected later by 
surgery (Haberman, 1972).

After graduating from the local school, Jane sought 
a college education at the Rockford Female Seminary 
(later called Rockford College) and graduated in 1881 as 
class valedictorian. Shortly afterward, her father died, 
which distressed her greatly as “she lost one of the most 
powerful influences in her life” (Stroup, 1986, p. 6).

Jane subsequently pursued further study in the field 
of  medicine. “For seven months she worked at her 
medical studies with considerable zeal and secured high 
marks for her efforts. But the strain was too much, and 

her health broke down, forcing her to return to Cedar-
ville” (Stroup, 1986, p. 6). Over the next few years, Jane 
“was hospitalized intermittently, traveled and studied in 
Europe for 21 months, and then spent almost two years 
in reading and writing and in considering what her 
 future objectives should be” (Haberman, 1972). Jane 
“wanted more in life” than marriage; if  “her brothers 
could have careers in medicine and science, why couldn’t 
she? Besides, she disliked household  duties and the 
prospect of raising children held no appeal” (Women in 
 History, 2005).

Stroup (1986) describes Jane’s initial thoughts about 
the settlement house movement:

[In the spring of  1887 at age 27], Jane went to 
Madrid along with four friends [including Ellen 
Starr]. Their tour included a bullfight, and when her 
friends left the arena because of  the brutality, Jane 
stayed to see five bulls killed. She was drawn to the 
activity because of  its callousness and at the same 
time repelled because of her idealism. This seems to 
have been a significant experience in her life because 
the very next morning she approached Ellen Starr 
with the idea of  establishing a “big house” right 
in the middle of  “horrid little houses” as a means 
of  bringing help to the poor. Ellen was enthusias-
tic about the idea, and from this experience, Hull 
House was conceived. Its birth had to wait until 
Jane and Ellen discovered the work of  Cannon 
Samuel Barnett in the East Side of London.

Toynbee Hall had come into existence only four 
years prior to Jane Addams’s visit. Barnett was its 
first warden, or “head resident,” and it was the first 
settlement house. Its staff  was composed of univer-
sity men, mainly from Oxford, who lived in the slums 
of London . . . to learn conditions firsthand and to 
contribute to the improvement of life there with their 
own personal and financial resources. . . . It was this 

(continued)

organization movement and a signifi cant force in the 
early defi nition of social work.

Focus on American Indians: Attempts 
at Assimilation
Earlier we discussed how treaty formulation and 
tribal relocation characterized the early treatment 
of American Indians. From the 1870s to 1900, a new 
trend, assimilation, emerged, perhaps because the 

Traditional social casework developed from the former 
approach. Additionally, because expert knowledge 
was emphasized, the signifi cance of  administration 
and supervised practice was incorporated in the 
casework concept. This emphasis on expertise con-
trasted sharply with the settlement approach, which 
stressed the empowerment and self-suffi ciency of all. 
Highlight 6.5 focuses on the life and contributions of 
Mary Richmond, a primary proponent of the charity 
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known as the Dawes Act) (Lewis, 1995, p. 219). Its 
intent was to assimilate American Indians by giv-
ing them land and potential citizenship in return for 
their turning their backs on their culture and becom-
ing “productive” citizens (Lewis, 1995, p. 219).

One problem was that the European orientation 
of  white Americans emphasized the importance of 
individuals owning their own property. The concept 
of  sharing communal land, so integral to American 

federal government was “developing a conscience” 
(Lewis, 1995, p. 219). In this context, assimilation 
is the process of  incorporating another culture into 
the mainstream culture. The assimilated culture (i.e., 
that of  First Nations Peoples) was thus expected to 
assume the dominant culture’s values and practices 
while relinquishing its own. The “most devastat-
ing piece of  Indian legislation in the United States” 
was the Indian General Allotment Act of 1887 (also 

HIGHLIGHT 6.4 (continued)

idea of the settlement house that Jane Addams also 
finally used. She believed that what Barnett had been 
able to do for the poor people of London she might 
attempt for the poor people of  Chicago. She had 
found her mission, the purpose that she had struggled 
to find for so many years. (p. 9)

In 1889 with Ellen Gates Starr, an art teacher, Jane 
rented a house from “Charles J. Hull, an early resident 
of  Chicago” who “had built his house when the neigh-
borhood was young. It was a two-story brick house, set 
back from the street, and it seemed perfect as a settle-
ment house” (Stroup, 1986, p. 10). “Programs at Hull 
House, which became models for other settlements, 
included children’s clubs; nurseries; an art gallery; a cir-
culating library; an employment bureau; a lunchroom; 
and classes in history, music, languages, painting, 
dancing, and mathematics. [Jane] . . . fought corrupt 
aldermen and was appointed neighborhood sanitation 
inspector, seeking to gain more services” for people in 
need (Quam, 1995, p. 2572).

“Hull House was a refuge for individuals who had 
no other place to turn in time of  trouble. One child, 
for example, was lodged at the House until he could 
return to live with his parents. His mother didn’t want 
him because he had been born with a cleft palate. On 
another occasion, a new bride took shelter in Hull 
House because her husband beat her during the first 
week of marriage” (Stroup, 1986, p. 12).

Jane “directed her efforts at the root causes of  pov-
erty” and continued living and working at Hull House 
until her death (Women in History, 2005). However, she 
was also actively involved in many other organizations 
and causes. She and her colleagues “forged a powerful 
reform movement” that initiated projects including “the 
Immigrants’ Protective League, the Juvenile Protective 
Association, the first juvenile court in the nation, and 
a Juvenile Psychopathic Clinic (later called the Insti-
tute for Juvenile Research)” (Jane Addams Hull House 

Museum, 1997). Hull House workers advocated for and 
helped pass laws involving child labor and mandatory 
education, which eventually spread to the national level. 
“They worked for legislation to protect immigrants from 
exploitation, limit the working hours of women, . . . rec-
ognize labor unions, and provide for industrial safety” 
(Women in History, 2005).

Jane, an exceptional speaker, often spoke pub-
licly on the behalf  of  human welfare. She also wrote 
11 books and published many articles. Her national 
efforts involving advocacy to improve social conditions 
included being the first female president of the National 
Conference of Charities and Corrections (an organiza-
tion of  social welfare agencies that changed its name 
to the National Conference of  Social Work in 1917). 
Jane was involved in establishing the Chicago Federa-
tion of Settlements in 1894, and later helped found the 
National Federation of Settlements and Neighborhood 
Centers in 1911. Additionally, she was a member of 
national associations and committees too numerous to 
name here that were aimed at improving a wide range 
of social conditions and policies. She was a robust sup-
porter of women’s right to vote.

Jane was also a strong advocate for international 
peace. She initially helped form and later became pres-
ident of  the Women’s Peace Party in 1915. She served 
as a delegate for a wide range of  peace conferences 
around the world. Against opposition, she advocated 
for the United States to denounce war and join with 
other countries to form global organizations striving 
for international harmony. Because of  her efforts, she 
was awarded the Nobel Peace Prize in 1931. Jane died 
in 1935 “three days after an operation revealed unsus-
pected cancer” (Haberman, 1972). She is remembered 
and revered as one of  the most important advocates 
for human rights and well-being ever living in this 
country.
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children’s education, forcing them to abandon their 
own language, religion, and customs and to dress, 
speak, and act like whites. Second, government offi -
cials ignored the authority of  tribal leaders when 
addressing legal and political issues. Third, mission-
aries were sent to reservations to “civilize” American 
Indians and purge them of their traditional spiritual 
beliefs and practices (Lewis, 1995, p. 220).

Indians, was neither understood nor respected. Over 
the ensuing 35 years, the Dawes Act resulted in the 
loss of  75% of  all American Indian lands, much of 
it being sold to non-American Indians or reverting 
back to federal control (Lewis, 1995).

At least three other thrusts were involved in assim-
ilation (Lewis, 1995). First, the Bureau of  Indian 
Affairs assumed responsibility for American Indian 

HIGHLIGHT 6.5

Mary Richmond

Born on August 5, 1861, in Belleville, Illinois, Mary 
Ellen Richmond, “a frail woman who spent most of 
her life overcoming chronic invalidism in order to help 
others” (Trattner, 1999, p. 255) “was the only surviv-
ing child of  Henry and Lavinia Richmond” (Webster
.edu, 2005). Tragedy struck Mary at the age of  3 when 
her mother became sick and died. She was then sent “to 
live with her grandmother and two aunts in Baltimore” 
(Webster.edu, 2005). “Frequently ill, she spent a lonely, 
unhappy childhood in Baltimore” (Trattner, 1999, 
p. 255). There she attended high school, graduating in 
1878. At that time one of her aunts became ill, so Mary 
assumed responsibility for her care until the aunt died 
10 years later. Soon after her aunt’s death Mary began 
working for the Baltimore Charity Organization as an 
assistant treasurer in 1989, becoming its general secre-
tary two years later.

As early as 1897, Mary began to advocate for the 
development of professional schools of social casework 
(which emphasizes helping individuals and families) 
and structured social work education programming. 
In 1899 she wrote the first book that provided a thor-
ough description of  practical techniques used in doing 
charitable work with poor people called Friendly Vis-
iting Among the Poor. Topics included suggestions for 
exploring health, child care, religious involvement, and 
financial management (Webster.edu, 2005). Her basic 
belief  was that the poor could be helped and reformed 
by using structured, planned methods.

In 1900 Mary became general secretary of  the Phil-
adelphia Society for Organizing Charity, where she 
stressed the use of  volunteers (Longres, 1995, p. 2605). 
In 1909 she became the director of the Charity Organi-
zational Department of  the Russell Sage Foundation, 
where she conducted major social work research. The 
New York School of  Philanthropy provided another 
setting where she taught and conducted research over 
the following years. One of Mary’s major achievements 

was the development and wide dissemination of  edu-
cational materials training workers in the process and 
techniques of social casework.

Mary “wrote Social Diagnosis, the first book to 
address professional social work practice, in 1917. A guide 
for the beginning caseworker, the book outlined ways to 
diagnose and assess need, and it greatly influenced the 
new profession” (Segal, Gerdes, & Steiner, 2004, p. 50). 
Mary focused on defining typical tasks performed by 
early charity workers, especially those related to assessing 
the causes of families’ poverty and dependence (Popple 
& Leighninger, 2005). She steadfastly investigated the 
process used by charity organization workers and estab-
lished a process involving “diagnosis, prognosis, and 
treatment as entities in a chainlike series; the treatment 
of  individuals, then, was an extended, logical process, 
the techniques of  which could be ordered, described, 
analyzed, and transmitted from one generation of social 
workers to another” (Trattner, 1999, p. 255). Mary’s work 
established social casework as a cornerstone of  social 
work by emphasizing individual functioning within the 
person’s and family’s environment. Although her pri-
mary focus was the individual and family, she did not 
disapprove of social reform involving larger systems; she 
simply felt that such reform efforts were generally unsuc-
cessful and that work with individuals would always be 
necessary (Trattner, 1999). In essence, Mary provided the 
first articulate formulation of social work theories and 
techniques upon which the profession could be based.

Mary was a self-taught woman with no college back-
ground who read extensively and applied her knowl-
edge in various avenues of  social work research. It is 
interesting that despite her lack of formal training, she 
strongly advocated for professional social work educa-
tion and the formal provision of  necessary knowledge 
and techniques. Mary died in 1928 after a flourishing 
career in which she served as one of  the founders of 
professional social work.
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trend was to pursue cooperative goals for the good of 
society rather than focus on the interests of the indi-
vidual; one result was the “expansion and improve-
ment of local agencies” (Leiby, 1987, p. 765).

The following are some of the major events char-
acterizing this era:

● The National Association for the Advancement of 
Colored People (NAACP), “the largest and oldest 
of the U.S. civil rights organizations,” was created 
in 1909 (Barker, 2003, p. 286). Initially formed in 
outrage over the lynching of  African Americans, 
and currently having over 1,500 chapters in all 
50 states, the NAACP protects the rights of 
African Americans through legal proceedings, 
enforcement of  civil rights laws, and provision of 
information to the public (Barker, 2003).

● The National Urban League was established in 
1911 in response to “an extensive study of the social 
and economic conditions of  African Americans 
in New York City. The league sought, as it does 
now, to pursue social and economic opportunities 
for African Americans in urban communities” 
(Leashore, 1995, p. 105).

● Between 1911 and 1919, most states initiated 
pension programs that provided assistance to single 
mothers (Barker, 1999; Jansson, 2009). These were 
the fi rst fi nancial assistance programs for mothers 
with dependent children.

● A major step forward in the development of 
pro tective services was the first White House 
Conference on Dependent Children in 1909. The 
“resulting strong recommendation in favor of family 
care strengthened the movement for home rather 
than institutional care for dependent and delinquent 
children” (Trattner, 1999, p. 216). The conference 

Assimilation attempts were finally mildly 
obstructed in 1934 with the Indian Reorganization 
Act. It “prohibited the further allotment of  tribal 
lands to individuals,” established a credit fund to 
provide tribes with loans, and gave American Indians 
preference for being hired in the Bureau of  Indian 
Affairs (Lewis, 1995, p. 221).

Even this restructuring met with resistance from 
many First Nations Peoples. As was typical, the act 
“did not incorporate any ideas or concepts of  what 
the Indians culturally felt about authority or lead-
ership or an American Indian concept of  political 
structures” (Lewis, 1995, p. 221). Focus on Critical 
Thinking 6.1 raises some questions regarding the 
effects national policy can have on people’s self-
determination.

The Progressive Period: 
1900 to 1930
The years from 1900 to 1930 were characterized by a 
progressive movement (Axinn & Stern, 2008; Karger 
& Stoesz, 2006), although settlement houses and 
charity organization societies continued to charac-
terize the early 20th century. Historical overlap and 
gradual transitions among trends occur as people’s 
ideas change slowly over time.

The progressive period focused on “an active, mor-
ally responsible government” that addressed corrup-
tion in politics and business by establishing regulations 
(Reid, 1995, p. 2212). In this era of reform and activ-
ism, people felt that government was responsible for 
their welfare. Many people, therefore, tackled  major 
issues including “child labor, women’s suffrage, immi-
gration, and temperance” (Reid, 1995, p. 2213). The 

FOCUS ON CRITICAL THINKING 6.1

Government Policy and Self-Determination for 
First Nations Peoples

Critical thinking involves asking questions, assess-
ing facts, and asserting a conclusion. What are your 
answers to the following?

Critical Thinking Questions
● To what extent did U.S. policy concerning Ameri-

can Indians reflect a racist orientation rather 

than appreciation for and nurturance of  cultural 
differences?

● What types of  policies might have been more sensi-
tive to and supportive of American Indians’ cultural 
differences and strengths?

● What policies do you think should have been insti-
tuted during this era?
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in court against whites, even if  one of  their number 
had been murdered by a white citizen.) They were 
disallowed from owning mines by tax levies, could 
not become citizens, were required to attend segre-
gated schools, and could not vote” (Jansson, 2009, 
p. 135). Blatant racism and apprehension that Chi-
nese immigrants were stealing jobs away from their 
white counterparts resulted in the Chinese Exclusion 
Act of 1882, which denied them further access to the 
country (Jansson, 2009; Lu, 2008).

Japanese immigrants soon began to replace the 
Chinese in the U.S. labor market (Jansson, 2009). 
Like the Chinese, they were the victims of  stereo-
types and discrimination; for example, their chil-
dren, too, attended segregated schools, they were 
prohibited from marrying interracially, laws banned 
the ownership of land, unions prohibited their entry 
into certain skilled trades, and instead they were 
diverted into manual labor jobs less appealing to 
white employees (Murase, 1995). Japanese immigra-
tion soon began to be politically discouraged, and 
fi nally the Immigration Acts of  1924 halted Asian 
immigration almost altogether, a state of  affairs 
lasting until 1968 (Day, 2006). This act limited the 
number of  immigrants allowed from any particular 
nationality to 2% of  that nationality’s population 
living in the United States in 1890. The effect was a 
greater percentage of  people of  Northern European 
heritage being admitted because a greater percentage 
already lived in the United States; because few Japa-
nese lived in the United States during 1890, few were 
subsequently  allowed admission (Jansson, 2009).

Focus on Chicano/Chicana and Puerto 
Rican Immigration
Initiated by the Mexican Revolution of  1910, a 
 “major wave” of Chicano/Chicana “merchants, land-
owners, and professionals, as well as laborers” entered 
the United States as refugees (Curiel, 1995, p. 1234). 
As many as a million Chicanos/Chicanas migrated 
to the United States between 1910 and 1930 (Curiel, 
1995; Meier, 1990). Substantial immigration con-
tinued across a 2,000-mile, relatively open boundary 
until 1924 when the U.S. Border Patrol was born; even 
then people continued to cross over to work on farms, 
orchards, and ranches and in food-processing plants 
(Jansson, 2009). White farmers and businessmen pro-
moted Chicano/Chicana immigration. Hiring migrant 
labor was much cheaper than employing other citizens 
at minimum wage. No legal consequences existed for 

was such a success that it has been held every 
10 years since, except for 1981 when the Reagan 
administration canceled it (Karger & Stoesz, 2006). 
Another important result of the initial conference 
was the formation of the U.S. Children’s Bureau in 
1912. One of its purposes was to collect systematic 
information on children. This marked the first 
time that children’s welfare had been considered 
signifi cant enough to spur creation of a permanent 
federal agency to oversee it (Trattner, 1999).

● In 1920 the 19th Amendment to the U.S. Constitu-
tion granted women the right to vote.

Focus on Mental Health Policy
Mental health policy in the beginning of  the 20th 
century reflected the mental hygiene movement, 
replacing the earlier focus on moral treatment. The 
mental hygiene movement, which lasted from about 
1900 to about 1945, was characterized by three main 
ideas (Fellin, 1996; Lin, 1995; USDHHS, 1999). First, 
people were becoming disillusioned with mental 
hospitals and the substandard conditions in many. 
Second, although institutionalization was not aban-
doned, alternative types of  care such as specialized 
psychiatric units in hospitals were being developed. 
This paved the way for the next mental health move-
ment (community mental health), which focused on 
treatment within the community context. Finally, the 
concept of “mental illness” began to replace “insan-
ity,” and psychotherapy as a treatment method gained 
in popularity. Chapter 13 discusses psychotherapy 
and mental health issues generally in greater detail.

Focus on Asian Immigration
The “progressive period” label notwithstanding, this 
era was not so progressive for Asians and Hispanics 
trying to enter the United States. The first Asian peo-
ple to immigrate to the United States during the mid-
19th century were Chinese, who came to the United 
States like many others seeking a better life (Jansson, 
2009). They often performed “manual labor for farm-
ers, manufacturers, miners, and the railroads” (Jans-
son, 2009, p. 135). Chinese immigrants were easy to 
exploit. “They could be paid minimal wages (coercive 
tactics were used when they threatened to strike for 
higher wages) and used to depress the wages of white 
workers, and they did not constitute a political threat 
because as ‘aliens’ and people of  color they were 
denied legal rights. (The California Supreme Court 
ruled in 1854 that Chinese  people could not testify 
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the federal government to control and provide social 
services (Leiby, 1987). The Great Depression of  the 
1930s had a global impact, obliterating the idea that 
individuals control their own destiny. It became clear 
that the world contained various macro systems that 
worked together to profoundly affect individual lives. 
The United States was plagued by huge decreases in 
manufacturing productivity and wages, on the one 
hand, and skyrocketing unemployment, on the other. 
Banks closed, farmers lost everything, and urban pov-
erty spread (Garvin & Tropman, 1998). Highlight 6.7 
focuses on more of the Depression’s consequences.

President Franklin Delano Roosevelt (holding 
 offi ce from 1933 to 1945) aggressively addressed the 
crisis. In 1933 he initiated the New Deal, a vigorous 
plan that created a wide range of  social programs 
and signifi cantly extended federal control in social 
welfare matters. Reid (1995) contends that the New 
Deal established a new perspective on how a welfare 
state operates that still is in effect today.

Early Initiatives of the New Deal
In view of  the social and economic crisis, Roosevelt 
initiated a range of programs to address people’s dire 

employers who hired people without documentation 
even if these employers were fully aware of their status. 
Employers did not concern themselves with the work-
ers’ conditions and could readily discourage protests.

When the Great Depression (described next) 
shook the economy in the 1930s, many Americans, 
including Chicanos, lost their jobs and found them-
selves desperately competing for survival (Curiel, 
1995). To  decrease the economic pressure entire Chi-
cano families were abruptly deported; shockingly, it 
is estimated that half  of the deportees were U.S. citi-
zens (Curiel, 1995).

Puerto Ricans migrated to the United States 
throughout the 20th century. (Highlight 6.6 provides 
a brief  history of Puerto Rico.) Upon obtaining U.S. 
citizenship in 1917, Puerto Ricans gained the ability 
to readily travel back and forth without constraints.

The Great Depression 
and the 1930s
The Great Depression was initiated by the shock-
ing stock market crash of  1929. The general trend 
over the next decade was an increasing reliance on 

HIGHLIGHT 6.6

A Brief History of Puerto Rico

Campos (1995) presents a thumbnail sketch of  Puerto 
Rico’s history. The Taino Indians were the original 
inhabitants of  Puerto Rico, which became a Spanish 
possession after Christopher Columbus “discovered” 
it in 1493. (Note how condescending the word discov-
ered is when the island had probably been occupied for 
many centuries.) The Spanish conquerors believed that 
gold was plentiful on the island and coerced the Indians 
into working the mines. Poor treatment resulted in many 
Indian deaths, while others escaped the island entirely. 
When the available gold supply was exhausted, the Span-
iards turned to agriculture, bringing in African slaves to 
work in the fields. Slavery was finally abolished in 1875.

The 19th century saw increased immigration to 
Puerto Rico from China, Spain, and other European 
countries, which together with the existing Spanish, 
 Indian, and African residents resulted in a significantly 
diverse population (Campos, 1995). In 1898, after 
the Spanish-American War ended, Spain gave Puerto 
Rico to the United States under the Treaty of  Paris of 
1899. No Puerto Rican representatives were allowed to 

participate in this process or to influence what was to 
happen to their country. Puerto Rico then came under 
U.S. military rule until the U.S. president appointed an 
American governor two years later.

Many Puerto Ricans, who attained U.S. citizenship 
in 1917 under the Jones Act, expressed ambivalence 
about that new status. One faction felt it was an asset, 
while another preferred that Puerto Rico pursue inde-
pendence. It wasn’t until 1950 that Puerto Ricans were 
allowed to write their own constitution; in 1952 they 
could first elect their own governor and legislature.

Currently, a close relationship exists between Puerto 
Rico and the United States where both are commit-
ted to a common citizenship, legal tender, protection, 
and the value of  democracy. Practically speaking, 
the United States retains control over specified arenas 
including “military defense,” “foreign affairs, and federal 
agencies” (e.g., the U.S. Post Office) (Campos, 1995, 
p. 1246). Puerto Rico has primary control over its educa-
tional system, budget, governing laws, and correctional 
system.



160  Social Welfare Policy

The Civilian Conservation Corps
Another program developed as part of  the New 
Deal was the Civilian Conservation Corps (CCC), 
also created in 1933. This program initially recruited 
males between 18 and 25 who were receiving public 
assistance, and transported them to revitalize parks 
in the West and participate in reforestation, flood 
prevention, and fire control projects. Once again, the 
intent was to provide employment to a population 
that had an exceptionally high unemployment rate. 
Similarly, the National Youth Administration (NYA) 
provided part-time work for high school and college 
students to encourage them to remain in school.

The Public Works Administration
In 1935 Roosevelt established the Public Works 
Administration (PWA). The PWA’s intent was to 
“stimulate depressed industries” by contracting with 
private businesses to build public facilities, thereby 
increasing the number of available jobs (Barker, 2003, 
p. 351). Projects tended to be extensive and complex, 
such as “bridges, airports, dams, and school build-
ings” (Jansson, 2009, p. 229).

The Works Progress Administration
Similarly, in 1935 Roosevelt established the Works 
Progress Administration (WPA) (renamed the 
Works Projects Administration in 1939). This was 
yet another program designed to provide work for 
unemployed people with various skills. One thrust 
was to support the “work of artists, musicians, writ-
ers, and scholars” (Barker, 2003, p. 468). WPA also 

needs. The New Deal’s basic philosophy was “relief  
for the unemployed through provision of jobs. Direct 
relief  was to be a temporary, necessary expedient 
until those who were employable could be employed” 
 (Axinn & Stern, 2008, p. 185). Roosevelt pursued a 
three-pronged approach involving “cash relief, short-
term work relief, and the expansion of employment” by 
hiring unemployed workers to undertake public works 
(Axinn & Stern, 2008, p. 189). The programs developed 
provide examples of what a government can do for its 
citizens during a national economic emergency.

The Federal Emergency Relief Act
In 1933 Roosevelt signed the Federal Emergency 
 Relief  Act (FERA), which provided federal grants to 
the states that would be administered by government 
units at the state and local levels to people in need. 
Although FERA’s intent was to aid the unemployed, 
many working poor who could not earn enough to 
support their families also received aid. Additionally, 
it established camps for displaced persons, provided 
loans to college students, and purchased and sold 
4 million acres of land to tenant farmers.

The Civilian Works Administration
Shortly after FERA was signed into law, Roosevelt 
assumed his presidential prerogative and created 
the Civilian Works Administration (CWA) in 1933. 
The CWA channeled funds to finance various public 
works such as building roads, cataloging resources 
in libraries, digging drainage ditches, and renovating 
parks. The intent, of course, was to create jobs.

HIGHLIGHT 6.7

Human Conditions During the Great Depression

Jansson (2005) lists some of  the immediate conse-
quences of the Depression:

● People from all levels of  socioeconomic status were 
affected.

● Some families were forced to leave their homes and 
live in tents, and some had to share a small apart-
ment with at least two other families.

● Single women clustered together in a single resi-
dence and often were compelled to depend on a 
single wage earner for sustenance.

● People raised crops in home gardens when they 
couldn’t afford to buy food.

● Teenagers were booted from their homes to fend for 
themselves when families couldn’t afford to support 
them.

● Middle-class citizens “feared foreclosure or evic-
tions” and “had to pawn family possessions” to keep 
afloat.

● Starvation and malnutrition were rampant.
● Health care was often unavailable because people 

were denied care when they couldn’t pay for it.
● Serious disturbances in family life and suicides were 

common occurrences. (pp. 172–173)
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coupons that can be used in place of  cash. Social 
insurance is a government program providing ben-
efits related to certain designated risks working peo-
ple assume; these include “old age, disability, death 
of  a breadwinner, unemployment, and work-related 
injury and sickness” (Barker, 2003, p. 404). It’s a 
type of insurance because workers and their employ-
ers pay premiums while they’re working. They then 
receive benefits when encountering the specified con-
ditions permitting benefits. The idea is that benefits 
are people’s right: They worked and paid the premi-
ums, and so deserve the benefits.

The Social Security Act established old age insur-
ance (pensions) for older adults, in addition to un-
employment insurance and worker’s compensation 
for the unemployed (Tice & Perkins, 2002). Unem-
ployment insurance provides cash benefi ts to employ-
ees who lose their jobs. Workers’ compensation gives 
cash benefi ts to employees who suffer work-related 
injuries or illness.

Public Assistance
In contrast to social insurance, public assistance 
programs are based on need. Public assistance is a 
government program providing financial resources 
to people who can’t support themselves. The Social 
Security Act established public assistance for older 
adults (Old Age Assistance), dependent children in 
single-parent families and children with disabili-
ties (Aid to Dependent Children), and people who 
are blind (Aid to the Blind) (Tice & Perkins, 2002, 
pp. 154–156).

Often there is much greater stigma attached to 
people receiving public assistance than to those 
receiving social insurance. Many feel that it’s their 
own fault that they’re needy and that they should 
do something about it. Unlike people receiving 
social insurance, the argument goes, they never 
paid premiums for public assistance and so don’t 
really deserve benefits. (Note that people receiv-
ing public assistance may also be eligible for social 
insurance benefi ts, depending on their work history 
and status.)

In reality, through no fault of  their own, many 
people are in serious need of  help—including many 
children. Although they are treated as a scourge 
primarily because of  the costs, public assistance 
programs currently pay less than 23% of  the total 
benefits paid by social insurance (U.S. Census 
Bureau, 2007). Highlight 6.8 focuses on public assis-
tance for children and families.

provided jobs in a wide range of  activities, from 
“heavy construction [of  dams, bridges, parks, roads, 
and airports] to the painting of  murals in local 
libraries and orchestral performances in the schools” 
(Axinn & Stern, 2008, p. 191; Jansson, 2009).

An End to the Programs
FERA, along with CWA, was terminated when the 
Social Security Act of 1935 was passed; CCC, NYA, 
PWA, and WPA saw their demise in the early 1940s at 
the beginning of World War II. Much of the legisla-
tion passed during the Depression was not intended 
to be permanent; rather, its purpose was to provide 
temporary jobs so people could support themselves 
during those hard times instead of  being forced to 
accept charity (Day, 2006).

The Social Security Act of 1935
The most notable piece of  legislation shaping social 
welfare policy during this period was the Social Secu-
rity Act of  1935. Consisting of  11 titles (or major 
parts, each of  which addresses a specified issue and 
program), this legislation totally reconfigured the 
social welfare system and placed the burden on the 
federal government to provide a coordinated system 
of resources. It established a structure of  benefits in 
three major categories: (1) social insurance, (2) pub-
lic assistance, and (3) health services (“federal mon-
ies for state and local public health works”) (Tice & 
Perkins, 2002, p. 156). (Note that, because of  their 
significance, Chapter 8 elaborates upon current poli-
cies and programs in greater detail. Although the 
Social Security Act of  1935 forms the basis for cur-
rent policies and programs, numerous modifications 
and additions to the social welfare system have been 
made since that time.)

Federal legislation affects service provision in two 
basic ways. First, it provides federal funding to states 
to help them pay for programs and services. Without 
federal help, states often wouldn’t have the money for 
many resources and services. Second, federal legisla-
tion imposes rules on the states that receive funding. If  
a state wants federal money, it must abide by the rules 
or forfeit the funding. All states want money. There-
fore, federal legislation has set the stage for the types 
of programs that states must provide by making rules 
and establishing requirements to receive funding.

Social Insurance
Social insurance and public assistance both provide 
financial benefits—benefits in the form of  cash or 
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home and business loans, and employment services” 
to help them return to civilian life (Segal & Brzuzy, 
1998, p. 33).

It is beyond the scope of  this chapter to dis-
cuss the intricacies of  World War II. However, the 
history of  social welfare includes not only poli-
cies providing services that enhance people’s wel-
fare but also those depriving people of  resources 
and even causing them harm. Unfair, racist treat-
ment is of  special concern to social workers. 
Highlight 6.9 addresses the atrocious and unjust 
treatment of  Japanese Americans during World 
War II.

War and Wealth: The 1940s
The U.S. involvement in World War II (1941–1945) 
brought an end to the Depression as unemployment 
plummeted and incomes rose significantly (Axinn & 
Stern, 2008). Many people felt optimistic about the 
future and believed that the Social Security Act had 
adequately solved most of  the problems related to 
poverty.

A significant piece of  1940s legislation was the 
Serviceman’s Readjustment Act of  1944, commonly 
referred to as the G.I. Bill. Its purpose was to give 
veterans opportunities for “education and training, 

HIGHLIGHT 6.8

Public Assistance for Children and Families

The Social Security Act of  1935 expanded the govern-
ment’s responsibility for the well-being of children and 
their families. Title IV, Aid to Dependent Children 
(ADC) (later changed to Aid to Families with Dependent 
Children [AFDC] in 1962 to emphasize the importance 
of the family), “provided public relief to needy children 
through cash grants to their families”; another provision, 

Title V, broadened the role of the Children’s Bureau to 
provide greater protection for children at risk of poverty, 
maltreatment, or delinquency (Karger & Stoesz, 2006, 
p. 393). The current public assistance program, which 
replaced AFDC in 1996, is Temporary Assistance for 
Needy Families (TANF), discussed further along with 
other public assistance programs in Chapter 8.

HIGHLIGHT 6.9

Japanese American Internment During World War II

On December 7, 1941, Japan bombed Pearl Harbor, 
and the United States entered the war the following day. 
Within days, Japanese Americans were placed under 
close and hostile public scrutiny. A few weeks later, 
California declared that Japanese Americans could no 
longer assume any civil service positions including hold-
ing public office. Japanese American citizens were fired 
from their jobs, forced to close their businesses, unlaw-
fully confined, and even viciously assaulted (Day, 2006).

Although Roosevelt declared that all German, 
Italian, and Japanese aliens should leave the West 
Coast, only Japanese Americans were pressured to 
remain away more permanently (Day, 2006). Japanese 
American soldiers were identified and discharged or 
assigned menial labor like kitchen work.

By the fall of  1942, permanent detention (concen-
tration) camps called “relocation centers” were estab-
lished throughout the West, especially in California. 
With no trial or due process, over 112,000 Japanese 
Americans, two-thirds of  whom were citizens, were 
forced to leave their homes and live in guarded camps 
until their release in 1944.

The secretary of  the treasury charged the Federal 
Reserve Bank of  San Francisco to look after Japanese 
American property, and the Farm Security Admin-
istration was supposed to do the same for Japanese 
farms and equipment. However, little, if  anything, 
was done. The detainees lost $400 million worth of 
property, of  which less than 10% was ever returned 
(Day, 2006).
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Civil Service Commission of the County of Alameda, 
1967). Later court decisions eliminated man-in-the-
house rules altogether (King v. King, 1968; Shapiro v. 
Thompson, 1969).

Amendments to the Social Security Act
A major 1950 piece of  social welfare legislation 
 involved amendments to the Social Security Act. 
Public assistance coverage was broadened to include 
people who had temporary and permanent disabili-
ties through a program entitled Aid to the Disabled 
(later called Aid to the Permanently and Totally 
Disabled) (Tice & Perkins, 2002). Additionally, the 
ADC program was expanded to provide benefits to 
primary caregivers of  dependent children (Axinn & 
Stern, 2008).

The End of School Segregation
In a landmark ruling in 1954 in Brown v. Board of Ed-
ucation, the Supreme Court overturned the “separate 
but equal” doctrine and declared that racial segrega-
tion in public schools was unconstitutional—even 
when separate schools provided the same quality 
of  education. Although this decision paved the way 
for stopping blatant racial discrimination in various 
other public settings such as train and bus stations, 
restaurants, and recreational facilities, it took many 
years of struggle to effectively put this principle into 
practice (Pollard, 1995).

Peace and Complacency: 
The 1950s
During the 1950s, the population exploded, result-
ing in the current huge bloc of  aging baby boomers. 
(Chapter 10 addresses issues related to older adults 
more thoroughly.) Many people think of  the 1950s 
as a period of  domestic complacency and relative 
conservatism. Criticisms of  social welfare policy at 
the time focused on restricting eligibility for ben-
efits and making it difficult to continue getting them 
 (Axinn & Stern, 2008).

For example, one social worker employed in 
a county public assistance program during those 
years refl ects on how policies urged workers to liter-
ally look under beds and in closets to determine if  
“there was a man in the house.” Two somewhat con-
fl icting assumptions were at work (Axinn & Stern, 
2008). First, it was assumed that a legally unat-
tached man living in the home of  a family receiv-
ing benefi ts made the home morally unsuitable for 
raising children. Second, such a man should be able 
to provide support for the family so it would no 
longer require benefits. (Focus on Critical Think-
ing 6.2 poses some questions regarding the appro-
priateness of  these policies.) A California Supreme 
Court decision in 1967 effectively ended such 
policies when the court determined that workers 
could not be fired for failing to comply with such 
rules (Axinn & Stern, 2008; Benny Max Parrish v. the 

FOCUS ON CRITICAL THINKING 6.2

Personal Rights of Assistance Recipients

Critical thinking involves the three-step, Triple-A pro-
cess: (1) ask questions, (2) assess facts, and (3) assert 
a conclusion. How would you answer the following 
questions?

Critical Thinking Questions
● To what extent should the government be allowed to 

intervene in the personal lives of people who receive 
financial assistance?

● To what extent should the government be allowed to 
intervene in the personal lives of its employees?

● To what extent should the government be allowed to 
intervene in your personal life?

● How should governmental intervention differ, if  at 
all, concerning its involvement in the lives of people 
receiving assistance or people it employs, or in your 
own life?

● To what extent is the assumption true that a man 
romantically involved with a mother should be 
expected to provide her and her family financial 
support? To what extent, if  any, does this reflect a 
sexist approach?
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now this was no longer the case. Public assistance 
rolls were escalating regardless of  whether employ-
ment was available.

The Public Welfare Amendments of 1962
Under the administration of  President John F. 
Kennedy (serving from 1961 until his assassina-
tion in 1963), significant new amendments to the 
Social Security Act were passed. The Public Welfare 
Amendments of  1962 were rooted in the idea that 
supportive social services would enhance welfare 
recipients’ ability to get back on their feet and even-
tually become self-supporting. Services included 
job training, job placement, and counseling, among 
others (Trattner, 1999).

The act directed the federal government to assume 
75% of  the cost of  providing social services to peo-
ple receiving public assistance. This was a tremen-
dous incentive for states to provide services because 
they had to assume only 25% of the fi nancial burden 
for doing so. The idea was to reduce welfare rolls. 
Unfortunately, this did not work, and welfare rolls 
continued to escalate.

The “Great Society”
During the 1960s, President Lyndon B. Johnson 
(whose administration lasted from 1963 to 1969) ini-
tiated the “War on Poverty” in an effort to fashion a 
“Great Society.” The intent was to eliminate poverty 
and provide a high quality of life for all. The War on 
Poverty was founded on the idea that what poor fam-
ilies really needed was encouragement and training 
to acquire needed job skills, allowing them to achieve 
economic independence (Leiby, 1987). However, the 
poor faced not only economic hardship, but also psy-
chological and sociological barriers (e.g., prejudice 
and discrimination) to living effective, successful lives 
(Leiby, 1987). Some theorists referred to the poor as 
living in a culture of poverty—the pattern of  values, 
norms, and expectations conveyed from one genera-
tion to another that limits people to a life of poverty 
and discourages them from taking advantage of eco-
nomic and social opportunities (Barker, 2003; Karger 
& Stoesz, 2006). The War on Poverty intended for 
poor families to be offered and have greater access 
to the resources and services they needed to pursue 
economic independence and a better quality of life.

As a result, numerous new programs were devel-
oped at the federal level, as the War on Poverty was 

Focus on Mental Health: The 
Deinstitutionalization Movement
After World War II, the third mental health movement 
of the last century gained momentum, and it contin-
ues to characterize mental health service provision to 
this day (Fellin, 1996). The deinstitutionalization move-
ment (following the mental hygiene movement) focuses 
on providing services and care for people within their 
own communities rather than in institutional settings 
(Fellin, 1996; Lin, 1995;  USDHHS, 1999). It stresses 
placing people back in the community and providing 
mental health treatment and services to them there. 
The deinstitutionalization movement resulted from 
the increasing belief that, with outpatient psychother-
apeutic treatment and psychotropic drugs (i.e., drugs 
intended to affect mental or emotional functioning), 
people with mental illness could function in the com-
munity environment (Fellin, 1996; USDHHS, 1999). 
This effort has also been referred to as the community 
mental health movement.

The 1960s and the War 
on Poverty
Any sense of  optimism or complacency in the 1950s 
began to weaken as the 1960s began and poverty 
remained a large problem. Three dynamics shaped 
this view (Axinn & Stern, 2008). First, large pock-
ets of  poverty characterized various regions of  the 
country, and attention was focused on what could be 
done to ameliorate this poverty. For example, “if  the 
people of  Appalachia suffered from the decrease of 
jobs in coal mining, then the expansion of  factory 
employment seemed appropriate” (Axinn & Stern, 
2008, p. 247). Questions might be raised regarding 
what could be done to stimulate employment and 
industrial growth in that area.

A second dynamic shaping the nation’s perspec-
tive on poverty involved the fact that the risk of 
poverty for people of  color was signifi cantly greater 
than for whites. People of  color clearly experienced 
regular discrimination in employment throughout 
the country.

The third dynamic concerning poverty involved 
the fact that public assistance rolls were escalat-
ing even as unemployment decreased. Prior to the 
1960s, the two had a correlated relationship. That is, 
when unemployment was low, public assistance rolls 
declined because more people were working. But 
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Amendments to the Social Security Act in 1967 
reorganized resource and service distribution. These 
changes

divorced income maintenance functions from social 
services functions and split public welfare depart-
ments into two sections: social services, whose 
workers provide counseling services and services to 
neglected, abused, or dependent children and older 
people; and assistance payments, whose workers 
determine eligibility and set amounts of  grants 
based on state levels of need, number in family, and 
their own discretion. (Day, 2006, p. 349)

The driving force behind this change was the 
idea that “services to the poor should not be con-
nected to whether they receive fi nancial aid” (Day, 
2006, p. 349).

Focus on Mental Health: The Community 
Mental Health Centers Act
In 1963 the Community Mental Health Centers 
Act was passed, providing federal funding for com-
munity “mental health centers, training programs, 
and outpatient treatment programs” (Barker, 1999, 
p. 19). This, of  course, was a manifestation of  the 
deinstitutionalization movement. However, problems 
arose for three reasons (Lin, 1995, p. 1706). First, 
treating people in the community was much more 

entirely a federal initiative (Leiby, 1987). The Eco-
nomic Opportunity Act of  1964 established a range 
of  programs including Volunteers in Service to 
America and Operation Head Start, among many 
others. Highlight 6.10 describes some of  these pro-
grams. Primary efforts were concentrated on fi ghting 
poverty in poor neighborhoods and communities 
by increasing jobs, resources, and opportunities for 
residents (Karger & Stoesz, 2006). Such programs 
encouraged citizen participation. This was a time of 
activism for professional social workers on behalf  
of  various populations in need, refl ecting a renewed 
optimism that poverty could be eliminated and a 
good quality of life enjoyed by all.

Many other initiatives were undertaken during 
the War on Poverty. For instance, the Food Stamp 
Act of  1964 initiated a program in which eligible 
needy families could receive coupons that could 
be exchanged for food. Another initiative involved 
greatly expanded coverage by the Social Security Act 
in 1965 to include Medicare (a social insurance pro-
gram of  health care for older adults) and Medicaid 
(a public assistance program of health care for needy 
children and families). The Housing and  Urban 
Development (HUD) Act of 1968 provided new low-
income housing opportunities for  eligible families. 
Chapter 8 describes all four of  these  programs in 
greater detail.

HIGHLIGHT 6.10

Th e Economic Opportunity Act of 1964

The following programs were established when the Eco-
nomic Opportunity Act, also referred to as the “antipov-
erty bill,” was passed in 1964 (Trattner, 1999, p. 322):

● Volunteers in Service to America (VISTA): A pro-
gram designed to recruit volunteers to work in 
urban and rural neighborhoods experiencing eco-
nomic and cultural problems, and to assist residents 
in enhancing their communities.

● Job Corps: A program that recruited impoverished 
youths ages 16–24 from disadvantaged urban and 
rural communities, and provided them with “resi-
dential training, employment, and work skills” 
(Barker, 2003, p. 232).

● Upward Bound: A program targeting school-age chil-
dren and presenting them with special educational 

resources and incentives to prevent them from drop-
ping out of school.

● Neighborhood Youth Corps: A program employing 
teenagers in local organizations.

● Operation Head Start: A program giving preschool-
ers resources designed to meet educational, health, 
and recreational needs throughout the year.

● Community Action Program (CAP): A program 
that developed and coordinated efforts by neighbor-
hood organizations to fight poverty and improve 
social and economic conditions for community resi-
dents. (Operation Head Start was initially funded 
and coordinated under CAP.)
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to the next (Dobelstein, 2003). Chapter 10 discusses 
service provision to older adults in detail.

Civil Rights in the 1960s
The concept of civil rights “refers primarily to claims 
by African Americans and other minorities of color, 
women, and people of  different sexual orientations 
to be free to do the same kinds of  things and have 
the same kinds of  civil entitlements that everyone 
else in the society enjoyed” (Garvin & Tropman, 
1998, p. 255).

During the early 1960s, “poverty was widespread 
in America, and nonwhite people were systemati-
cally discriminated against in all facets of  American 
life” (Day, 2006, p. 335). It might be said that the 
civil rights movement actually began in 1955 when 
organizers selected a young African American min-
ister named Martin Luther King, Jr., to spearhead 
a bus boycott in Montgomery, Alabama (Jansson, 
2009). The protesters refused to comply with the 
public policy whereby African Americans were rel-
egated to the backs of  buses while whites got to sit 
in the front. After a long period of  controversy and 
confl ict, including violent acts of retribution against 
African Americans, the policy was withdrawn.

The Civil Rights Act of 1964 was the most impor-
tant piece of  civil rights legislation since the Civil 
War. Pollard (1995) summarizes its major features:

The act strengthened voting rights and mandated 
equal access in a number of key areas. Any program 
receiving federal funding was forbidden to discrimi-
nate on the basis of race, color, religion, or national 
origin. . . . The U.S. Department of Education was 
authorized to desegregate public education. The 
Civil Rights Commission was given expanded inves-
tigative power. The Equal Employment Opportunity 
Commission [EEOC] was established to oversee 
civil rights in employment. (p. 499)

Establishment of  the EEOC was important 
because it provided a mechanism to enforce the new 
regulations. The Civil Rights Act of  1964 made it 
 illegal to deprive African Americans of  the right to 
vote on the basis of  minor technicalities or policies 
aimed at discriminating against them (Day, 2006). 
Such practices had deprived them of  political clout 
since they had gained the right to vote. The act also 
prohibited discrimination in employment and seg-
regation in public places such as hotels, restaurants, 

complicated and difficult than anticipated. Second, 
many professionals preferred not to work with this 
population with its long-term problems. Third, com-
munities either did not have or would not commit the 
resources necessary to sustain community care. As a 
result, many people with mental illness ended up on 
the streets or in jail, for lack of better placement and 
services. These problems continue to this day.

Note that during the 1960s a trend toward legal 
advocacy developed (Lin, 1995). As a consequence 
of the civil rights movement, it focused on emphasiz-
ing and clarifying the rights of  mental patients. Two 
court cases are particularly signifi cant (Lin, 1995). 
In Wyatt v. Stickney (1971) a federal court ruled that 
mental patients should not be exposed to extreme 
or possibly damaging types of  treatment. And in 
O’Connor v. Donaldson (1975) “the Supreme Court 
ruled that mental illness and need for treatment are 
not sufficient justification for involuntary confine-
ment” (Lin, 1995, p. 1706).

Focus on Older Adults: The Older Americans 
Act of 1965
Unlike the Social Security Act, the Older Ameri-
cans Act (OAA) of  1965 is not a policy to provide 
programming and resources directly to people. 
Rather, it establishes an “administrative structure” 
for the coordination and delivery of  social services 
to older people (Barusch, 2009, p. 430; Dobelstein, 
2003). The OAA created an Administration on 
Aging (AOA) under the auspices of  the Depart-
ment of  Health, Education, and Welfare to oversee 
state and area offices throughout the country. Sup-
port for resources and services is based on “partner-
ships between federal, state, and local authorities” 
(Barusch, 2009, p. 429).

Benefits coordinated by AOA offices include 
transportation; provision of  hot meals delivered to 
people’s homes or provided at senior centers (“focus 
points” where seniors can gather for a variety of pur-
poses); preventive health care such as inoculations 
or health education; recreation; home care (in which 
various services involving health, daily living support, 
or other social services are provided in people’s own 
homes); information; and resource referral  (Barusch, 
2009; Dobelstein, 2003, p. 258). Anyone age 60 or 
over is eligible for services, regardless of  their eco-
nomic status. Because the focus is on coordination of 
services, not prescriptions about what should be pro-
vided, services vary dramatically from one location 
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In 1962, when the Community Service Organization 
ignored his pleas to advocate more intensively on the 
behalf of farmworkers, Chavez quit and founded the 
National Farm Workers Association (NFWA). He 
then traveled from farm to farm and camp to camp, 
recruiting members and urging workers to strive for 
fair wages and improved health conditions. In addi-
tion to better wages, issues included providing rest 
breaks, making clean drinking water available, pro-
hibiting dangerous pesticide use, and providing pro-
tection from agricultural hazards. In 1965 the NFWA 
initiated a successful 5-year strike and boycott against 
grape growers. In 1966 it became affiliated with the 
American Federation of  Labor–Congress of  Indus-
trial Organizations (AFL–CIO), the oldest and most 
extensive labor union in the United States.

Chavez continued leading vital advocacy efforts 
on the behalf  of farmworkers until his death in 1993 
at the age of  66. He was “the first Chicano leader 
to achieve nationwide recognition, and he became a 
national symbol of  social justice for both Chicanos 
and non-Chicanos” (Curiel, 1995, p. 1235).

Focus on American Indians: Striving for 
Self-Determination
As with other population groups, the 1960s reflected 
the beginning of  a more progressive era for Native 
Americans in their quest for self-determination. 
 Despite the fact that policies enacted in the 1950s 
aimed at terminating the special status of  and ben-
efits for certain tribes, and even breaking up reser-
vations, these were eventually abandoned during 
the 1960s. The 1960s began a period of  activism in 
which “Native American protest groups formed to 
assert their rights” (Tice & Perkins, 2002, p. 212).

and theaters (Barker, 2003; Day, 2006). Focus on 
Critical Thinking 6.3 raises some key questions con-
cerning the act and the issues it addresses.

Focus on Mexican Americans: The Chicano/
Chicana Movement
No clearly defined dates exist for the “Chicano move-
ment” (Curiel, 1995). During the 1960s, various Chi-
cano/Chicana groups came together to address their 
social and economic plight. Common goals included 
“the maintenance of an ethnic identity, the assertion 
of  the positive value of  Chicano culture,” and “the 
improvement of the socioeconomic status of the group 
as a whole” (Curiel, 1995, p. 1235). A key issue involved 
how Chicano/Chicana income levels continued to lag 
significantly behind those of their white counterparts.

Because Chicano/Chicana agricultural labor-
ers were prevented from joining labor unions, they 
lacked power and were deprived of economic oppor-
tunities to get ahead (Day, 2006). A leading political 
fi gure and vigorous advocate for the rights of  farm-
workers was Cesar E. Chavez. Born in 1927 in Yuma, 
Arizona, on a farm homesteaded by his grandfa-
ther in the 1880s, he was to become one of  the most 
famous activists of the 20th century.

Chavez’s family became migrant agricultural 
workers when they lost their farm during the Great 
Depression. At age 25, Chavez was picking apricots 
on a farm near San Jose, California, when a commu-
nity organizer for a Hispanic-based self-help group, 
the Community Service Organization, recruited him 
to work for the grassroots (i.e., sponsored directly by 
citizens) organization. He began working part-time, 
went on to work full-time, and eventually became 
the organization’s director.

FOCUS ON CRITICAL THINKING 6.3

Civil Rights

Consider the following questions:

Critical Thinking Questions
● Why did it take so long to establish equal rights for 

people of color?
● If  you were denied certain rights held by others on 

the basis of some personal characteristic, how would 
you feel?

● If  you were forced to sit in the back of a bus because 
of  some personal characteristic, how would you 
feel?

● How might you react to such circumstances?
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The struggle for self-determination continues today 
(Lewis, 1995). At least two critical social policy issues 
emerge (Weaver, 2008). First, Native Americans must 
have rights to govern themselves and make their own 
decisions instead of being the victims of coercion by 
the federal government. Second, ongoing economic 
development must be pursued. Lewis (1995) is skepti-
cal regarding these goals, declaring that “economic, 
social, and political changes will not occur until 
there is a solid recognition among policymakers that 
American Indian people represent a departure from 
mainstream values and worldviews” (p. 224).

A Return to Conservatism 
in the 1970s
As the 1960s ended, so did the War on Poverty. The 
public was sick of  the seemingly endless spending 
and questionable results. Johnson also had been 
battered by intense opposition to the Vietnam War 
and was increasingly unpopular in the polls. As 
a result, he withdrew from the presidential race, 
which was then won by Richard M. Nixon (who 
served from 1969 until his resignation in 1974). 
Nixon and subsequent presidents Gerald Ford 
(serving from 1974 to 1977) and Jimmy Carter 
(serving from 1977 to 1981) “were relatively con-
servative presidents who had little outward interest 
in major social reforms. Yet, social spending rose 
dramatically during this . . . [supposedly] conserva-
tive period” (Jansson, 2009, p. 326).

Old Age, Survivors, Disability, 
and Health Insurance
One notable change in social welfare benefit provi-
sion occurred in 1971 when it was proposed that the 
public assistance programs Old Age Assistance, Aid 
to the Blind, and Aid to the Permanently and Totally 
Disabled became social insurance programs. In 1972 
these programs were replaced by the Supplemen-
tary Security Income (SSI) program. Because social 
insurance programs provide benefits to workers and 
their families based on their right to them rather than 
their need, recipient rolls soared. The changes obvi-
ously reflected a shift in public opinion regarding 
who was considered needy and who had the right to 
receive benefits without question. Older adults and 

Tice and Perkins (2002) indicate

The most famous of  these groups, the American 
Indian Movement (AIM), staged protests at Alca-
traz in 1969, by then an unoccupied prison island, 
and in 1973 at Wounded Knee on Pine Ridge Res-
ervation. In the former instance, AIM was trying 
to exercise its claimed treaty rights to unused fed-
eral lands. The protesters were removed in 1971. 
At Wounded Knee, they were armed and protesting 
the domination of the tribal government by whites. 
This action ended in violence as federal civilian and 
military forces took control of the reservation. Two 
Native Americans were killed and two federal offi -
cials wounded. (p. 212)

Historically, First Nations Peoples were often discouraged from 
practicing their customs. Here, women celebrate their culture by 
performing traditional dances in Gallup, New Mexico.
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permanent home as soon as possible when return to 
their birth parents is not viable.

Conservative Extremes in the 
1980s and Early 1990s
President Ronald Reagan (serving from 1981 to 
1989) launched an overt return to conservative social 
welfare policies. Reagan “discounted the importance 
of  racism and discrimination” and maintained that, 
“if  they tried,” African Americans, Hispanics, and 
American Indians could become just as successful as 
whites (Jansson, 2009, p. 368). He viewed American 
males as rugged individualists who could accomplish 
almost anything if  they tried. Similarly, he ascribed 
to women “primarily domestic functions” and failed 
to appoint many women to significant positions of 
power during his presidency (or his California gover-
norship in the 1960s and 1970s) (Barrett, 1983; Jans-
son, 2009, p. 369). His primary accomplishments 
were (1) reducing taxes, (2) significantly increasing 
the defense budget, and (3) slashing social welfare 
spending (Haynes, 1991).

Reagan’s frugal social welfare policies contin-
ued during President George H. W. Bush’s term 
(from 1989 to 1993). Results included significant 
increases in the numbers of  people living in poverty, 
in homelessness, in the numbers of public assistance 
recipients, and racial tension leading to various con-
frontations (Karger & Stoesz, 2006).

Focus on People with Disabilities: 
1990s Legislation
Two positive pieces of legislation passed in the 1990s 
are of  special significance for people with develop-
mental or other disabilities in terms of  improving 
access to resources (DeWeaver, 1995). The Ameri-
cans with Disabilities Act (ADA) of  1990 requires 
that public buildings, areas, and workplaces provide 
ready access to people with physical or mental dis-
abilities. The intent is to let them actively involve 
themselves in everyday life as readily as possible.

The second important piece of  legislation is the 
Developmental Disabilities Assistance and Bill of 
Rights Act of  1990. This law accomplishes several 
things—including establishing grant programs for, 
promoting advocacy on behalf  of, and requiring 

people with disabilities automatically received ben-
efits without having to prove they were poor enough 
to need such resources.

Focus on Social Welfare Policies Concerning 
Child and Family Welfare
Despite conservative times, one emerging concern 
involved child abuse and neglect. LeVine and Sallee 
(1999) describe conditions from the 1950s to 1970s: 
“The majority of  services to children were financial 
in nature and not treatment oriented. Furthermore, 
what services and counseling children received were 
inconsistent and unorganized. Thus child abuse and 
neglect were ‘rediscovered’ in the late 1960s and early 
1970s” (p. 31).

In 1974 the Child Abuse Prevention and Treat-
ment Act was passed in response to increasing public 
concern about child maltreatment. To receive fund-
ing, states must establish a centralized reporting 
agency, collect systematic data about child maltreat-
ment, and pass laws to protect children under age 18 
from maltreatment (Liederman, 1995).

In 1975 Title XX of  the Social Security Act was 
passed; it “provides federal funding to states to assist 
children and families in crisis” (Liederman, 1995, 
p. 428). One of  its major goals was to prevent insti-
tutionalization of  children (Barker, 2003; LeVine & 
Sallee, 1999).

The Indian Child Welfare Act of 1978 addressed the 
importance of maintaining children’s racial and cul-
tural identity. It refl ected a response to concerns that 
American Indian children were being removed from 
their homes and placed in non–American Indian  foster 
family and adoptive homes. The concern was that 
the linkage with their heritage, customs, and  cultural 
identity was being severed. The act thus required that 
American Indian children be placed in homes that nur-
ture the distinctive values, customs, and heritage of 
American Indian culture (Liederman, 1995).

The 1980 Adoption Assistance and Child Welfare 
Act had an impact on programs for children and 
families in two signifi cant ways (Liederman, 1995). 
First, federal funding helped states assess, treat, 
and prevent child maltreatment. Second, funding 
was made available to states to help them pay for 
out-of-home care for children when necessary. This 
 legislation also stressed the importance of  perma-
nency planning for children—that is, fi nding them a 
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addition to enacting federal penalties and develop-
ing social services to decrease domestic violence.

The Conservatism of 
George W. Bush
The election of  George W. Bush in 2000 and his 
reelection in 2004 marks an era of  what he terms 
“compassionate conservatism.” This is the philoso-
phy that although government should not interfere 
directly with people’s lives, it should help people to 
help themselves. The compassionate part involves the 
fact that people should be helped. The conservative 
part concerns the idea that people should be respon-
sible for their own actions and lives. Bush’s presi-
dency has been characterized by at least three major 
themes (Blau, 2007; Jansson, 2009).

First is the emphasis on homeland security. 
 Domestic and foreign policy have been critically 
intertwined during his terms because of  the costs 
involved. With a fi nite amount of  money available, 
spending in one area limits funding available to 
finance other areas. After two airplanes slammed 
into the World Trade Center towers on September 
11, 2001, Bush initiated a “war on terrorism” and 
established a Homeland Security Agency.  Despite no 
solid evidence, Bush maintained that Iraqi leaders 
were concealing weapons of  mass destruction and 
that there were relationships between Iraq and the 
Afghanistan terrorist organization Al Qaeda (which 
took responsibility for the September 11 attack) 
(Jansson, 2009). Bush demanded information about 
the alleged weapons, failed to get enough for his sat-
isfaction, and declared war on Iraq in spring 2003, 
despite little international support. Although Bush 
declared victory on May 1, the costs involved to 
maintain control and to rebuild the social and politi-
cal infrastructures have skyrocketed far beyond ini-
tial projections (Jansson, 2009). Money spent on the 
war and security issues takes potential funding away 
from many social programs in addition to escalating 
the national debt. Bush initiated huge increases in 
defense spending while concurrently slashing spend-
ing on domestic programs (Jansson, 2009). Questions 
have also been raised  regarding “the administration’s 
policy of  monitoring of  communications in this 
country without a court order” (Blau, 2007, p. 117).

A second theme characterizing Bush’s presi-
dency is the push to trim the federal government 

adequate services for people with developmental 
disabilities (DeWeaver, 1995). Chapter 11 discusses 
both pieces of legislation more thoroughly.

Welfare Reform in the Clinton Era
When Bill Clinton was elected president in 1992 (his 
service ending in 2001), liberals hoped for positive 
changes in social welfare policy. However, he faced a 
Senate and House of  Representatives dominated by 
Republicans as early as 1994, so most of his propos-
als were squelched. Clinton should be recognized, 
however, for decreasing some proposed reductions in 
spending on social programs and reducing proposed 
tax cuts, in addition to ending annual budget deficits; 
note that had surpluses been applied to strengthen-
ing Social Security and Medicare, the nation might 
not now be in such dire financial straits in terms 
of  its deficit and future support of  these programs 
(Jansson, 2009).

A major conservative policy established during his 
presidency is the Personal Responsibility and Work 
Opportunities Act (PRWOA) of 1996, which affects 
public assistance, SSI, immigrants’ ability to receive 
benefits, child care, and nutritional and food pro-
grams. One of  its facets, Temporary Assistance for 
Needy Families (TANF), described more thoroughly 
in Chapter 8, greatly restricts benefi ts compared to the 
program preceding it (Aid to Families with Depen-
dent Children [AFDC]). TANF essentially changed 
“welfare as we know it” by placing time limits on ben-
efi ts, allowing states great discretion in benefi t distri-
bution, and establishing stringent work requirements.

Additional signifi cant pieces of  legislation imple-
mented during the Clinton era were the Family and 
Medical Leave Act of  1993 and the Crime Bill of 
1994 (Axinn & Stern, 2008; Jansson, 2009; Marx, 
2004). The Family and Medical Leave Act requires 
that both public and private employers with 50 
or more employees provide each employee up to 
12 weeks of unpaid annual leave after a birth or child 
adoption, while caring for an ill family member, or 
during recuperation from illness (Axinn & Stern, 
2008). Although health benefi ts must continue, the 
fact that the time is unpaid discourages many people 
from using this option. Leave only applies to caring 
for a spouse, child, or parent; others like a mother-in-
law or a partner don’t qualify (Axinn & Stern, 2008). 
The 1994 Crime Bill increased funding for hiring 
more police officers and building more prisons, in 
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Chapter 10 further addresses the issue of  saving or 
improving Social Security.

When Bush first took office he initiated and suc-
ceeded in getting a huge tax cut. The rationale was 
that giving money back to people would stimulate the 
economy because they would spend that money, which 
would in turn benefi t business and the economy. How-
ever, critics maintained that the cut would have little 
effect on the economy because it primarily benefi ted 
the wealthy, who wouldn’t spend the money anyway; 
in reality, 1% of the population received 40% of the 
tax benefi ts (Jansson, 2009). Giving money to the rich 
and taking programs and benefi ts away from the poor 
increases inequity and the chasm between the rich and 
the poor.

Focus on Critical Thinking 6.4 raises some issues 
to consider for the future of social welfare.

The Development of the Social 
Work Profession
The time line portrayed in Figure 6.1 at the begin-
ning of  this chapter contained major events in the 
development of  the social work profession, which 
is integrally involved with the progression of  social 
welfare history. To some extent, social work’s roots 
can be traced to the settlement house and charity 
organization movements.

Despite the different paths taken by the two 
movements, “social work pioneers were clear about 
the primary commitment owed to the poorest and 
most oppressed and disenfranchised members of our 
population” (Landon, 1995, p. 1101). Social work 
education actually began in 1898 “when the New 
York Charity Organization Society offered a summer 
training course for charity workers” (Beless, 1995, 
p. 635). In the early 20th century, social workers 
continued to seek a professional identity regarding 
what social work practice involved. The emphasis on 
scientifi c advances and the enticing new therapeutic 
approaches introduced during the first half  of  the 
century (e.g., psychodynamic and social learning 
theories) strengthened the profession’s commitment 
to social casework (Landon, 1995). Social casework 
stressed therapeutically helping individuals and fam-
ilies solve their problems. Thus the target of  change 
was the individual or family.

The divergence between the settlement orienta-
tion, emphasizing group and community work, 

and give more decision-making capabilities to the 
states. Critics of  this trend caution that this results 
in inconsistent access to resources and programs, in 
addition to greater inequities between the “haves” 
and “have nots.”

A third theme involves shifting service provision 
from the public to the private sector. Bush main-
tains that private organizations and businesses are 
generally more efficient than government agencies 
and give people a wider range of  choices (Jansson, 
2009). Bush has also supported “faith-based initia-
tives” in which public funding would go to religious 
organizations, a plan that Congress did not support 
(Jansson, 2009). Although many religious organiza-
tions have a long history of providing effective social 
services, those receiving public funding have always 
carefully separated service provision from religious 
activities (Jansson, 2009). Bush proposed allowing 
such organizations greater freedom in terms of how 
they spend funding and combine these two facets. 
Critics of this view question the validity of using pub-
lic funds to sponsor religious activities and wonder 
how such activities could be monitored for fairness 
and objectivity. A problem with financing religious 
activities with public funding involves a basic right 
to religious freedom. Which religious services should 
be supported? Those sponsored by Christians, Mus-
lims, Roman Catholics, Jews, Buddhists, Unitarians? 
To what extent should public taxes fi nance religious 
doctrines and projects in which not everyone believes?

Bush has also supported the privatization of  
Social Security, in which employees would be allowed 
to pursue their own investment plans instead of pay-
ing Social Security taxes. Critics of  this plan raise 
the following questions (Ip, 2004): What proportion 
of  traditional Social Security taxes should be made 
available for private investment? To what extent will 
most people be able to make sound investment deci-
sions, especially in unpredictable markets? Would 
people face much greater risk of  losing most or all 
of  their benefi ts because of private investment strat-
egies? Would traditional benefi ts be signifi cantly cut 
because of  less money being directed into the tradi-
tional Social Security system? Privatization of Social 
Security seemed like a potentially better idea when 
the stock market was booming and people were earn-
ing signifi cant annual percentages of gain. However, 
after the dramatic plunge in 2008, privatization was 
seldom being mentioned. No one knows what will 
happen—if anything—under newer administrations. 
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the foundation for the initial accreditation standards 
for master’s degrees in social work education (Stuart, 
2008).

Accreditation is the recognition and confi rmation 
that an organization like a nursing home, mental 
health center, university, or other social service pro-
vider meets specific standards developed to make 
certain that the services provided are appropriate 
and effective. Accreditation with respect to social 
work education means that accredited programs 
must comply with a range of  standards. These 
address curricular content and structure, staffing, 
adherence to nondiscrimination policies, adequate 
fi nancial support from the college or university, and 
other variables.

Social Work During the Great Depression
During the Great Depression, the Social Security 
Act switched many aspects of service provision from 
the private to the public sector. Thus the type of 
social work jobs available and the characteristics of 
people getting them shifted. Popple (1995) describes 
the change. Prior to the Depression, social work was 

and the individually oriented charity organization 
approach remained strong. Therefore, three method 
tracks—casework, group work, and community 
 organization—characterized social work through the 
1950s. Casework was further fortifi ed by developing 
fi elds of  practice or specializations that were gener-
ally incorporated under its umbrella. These included 
medical social work, psychiatric social work, child 
welfare, and school social work (Brieland, 1995).

Early Development of Social Work Education
Beless (1995, p. 635) describes the initial develop-
ment of  formal social work education in the United 
States. In 1919, 17 U.S. and Canadian schools of 
social work joined together to form the Association 
of  Training Schools for Professional Social Work. 
This organization soon changed its name to the 
American Association of  Schools of  Social Work 
(AASSW) and by 1927 had “developed educational 
requirements for membership in the organization” 
(p. 635). The AASSW also began developing crite-
ria for what was considered adequate preparation 
for professional social work practice. These formed 

FOCUS ON CRITICAL THINKING 6.4

What Are Future Issues in Social Welfare?

Since the September 11, 2001, destruction of the World 
Trade Center, attention has been focused on the “war 
on terrorism” and on the aftermath of the war in Iraq. 
Many resources are being diverted to national and 
international security and to supporting troops. What 
effects will this have on domestic social welfare pro-
grams? Specific issues include the following.

Critical Thinking Questions
● Should Social Security be privatized, so that work-

ers could invest funds however they saw fit, instead 
of the government holding funds and making invest-
ment and spending decisions, as is now the case?

● What should be done about rapidly escalating health 
care costs, especially for the huge number of citizens 
with no health insurance? To what extent is univer-
sal national health insurance coverage, available at 
little or no cost to everyone, an option?

● What is the future of  Medicare in view of  the 
increasing proportion of older adults compared with 

working people, who support Medicare through 
taxes? What will happen when more people receive 
benefits from a much smaller contributing pool?

● What will happen to children and families currently 
receiving public assistance when their time-limited 
benefits end?

● To what extent should we continue to build new pris-
ons to house an ever-increasing number of  inmates 
at enormous public expense instead of  focusing on 
treatment and rehabilitation?

● What should be done about the scarcity of low-cost 
housing and the large population of  homeless peo-
ple roaming the streets?

● Where should spending priorities be placed? On the 
“war on terrorism”? Supporting troops on an inter-
national level? Cutting the national deficit? Expand-
ing social programs?
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(Stuart, 2008). Highlight 6.11 explores how accredita-
tion for social work programs was established.

Social Work in the 1950s
We have established that the economy grew rapidly 
during and after World War II with the increased 
demand for production of goods. Despite the CSWE’s 
call for social work to assume a broader role in seek-
ing social justice (via its Curriculum Policy Statement 
and accreditation standards), the relative affluence 
of the 1950s once again encouraged social workers to 
turn to psychotherapy and casework (Popple, 1995). 
During this decade, 85% of  social work students 
selected casework as their orientation of  choice 
(Popple, 1995). MSWs dominated the scene, and 
BSW programs were not yet being accredited.

Formation of the National Association 
of Social Workers
In 1955 seven separate professional organizations 
came together to form the National Association 
of  Social Workers (NASW) (Brieland, 1995). The 
intent was to provide “a major force to advance the 
profession” and look “toward a program that would 
be broader in scope and richer in content than any 

close to becoming a profession of  graduate degrees 
only. “The nature of  the social worker’s task was 
coming to be defined as . . . providing skilled case-
work services based on a thorough understanding 
of  psychotherapy” (p. 2286). Many clients were not 
poor but suffered from other problems such as men-
tal health. Efforts to change communities and social 
policies were most often overlooked.

The Depression changed all this, however. The 
Social Security Act spurred a massive increase in the 
number of  social work jobs, the majority of  which 
“involved helping basically well-adjusted people 
deal with problems brought about by unemploy-
ment” (Popple, 1995, p. 2287). Essentially, these 
jobs required different skills than the ability to per-
form therapy, as many master’s degree social work-
ers (MSWs) were doing. The need became evident 
for practitioners to work in the public sector assisting 
people in solving their problems, meeting their needs, 
and obtaining necessary resources—tasks unrelated 
to providing “therapy.” Thus numerous bachelor’s 
degree social workers (BSWs) were being employed 
in these jobs. However, MSWs refused to accept 
BSWs as professional colleagues, and AASSW would 
not  acknowledge baccalaureate social work programs 

HIGHLIGHT 6.11

Social Work Accreditation at the Baccalaureate 
and Master’s Levels

By 1942 several undergraduate social work programs 
had formed their own separate organization, the 
National Association of  Schools of  Social Adminis-
tration (NASSA). By 1943 NASSA “was recognized 
as the official accrediting body for baccalaureate pro-
grams” that developed and oversaw their curricular and 
program standards (Beless, 1995, p. 635).

Having two accrediting bodies for social work edu-
cation was awkward and confusing. Therefore, in 1946 
a coordinating body, the National Council on Social 
Work Education (NCSWE), was created to research 
the situation and make suggestions for achieving bet-
ter coordination and consistency. The subsequent 
report and recommendations resulted in the birth 
of  the Council on Social Work Education (CSWE) 
in 1952, representing the merger of  the American 

Association of  Schools of  Social Work (AASSW) and 
NASSA (Beless, 1995). At this time, the first Cur-
riculum Policy Statement and accreditation standards 
were issued that reflected new guidelines for master’s 
education concerning curricular content and structure 
(Brieland, 1995). Additionally, students were required 
to “develop a social philosophy rooted in an appre-
ciation of  the essential dignity of  human beings” 
(Brie land, 1995, p. 2255). Such a broad goal inferred 
that social work should be more than merely case-
work. Rather, social work should seek to benefit soci-
ety in general and oppressed populations in particular. 
Although the CSWE’s objective was to oversee social 
work education, at this time it viewed undergraduate 
education as “preprofessional” and declined to offer 
these programs accreditation.
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had MSW degrees (Popple, 1995). Needless to say, 
it did not enhance the profession’s reputation or 
accountability that the vast majority of  the people 
doing social work were not considered social work-
ers. Thus a logical move was to emphasize the BSW 
as the viable entry-level qualification to the social 
work profession. People performing social work jobs 
should be social workers. CSWE began developing 
criteria for accrediting BSW programs in 1962 and 
fi nally offered accreditation to programs in 1974.

The prolific development of  BSW programs in 
the late 1960s and early 1970s emphasized the need 
for a generalist foundation for social work practice 
(Landon, 1995). Many social work leaders began call-
ing for a unifi ed foundation for social work practice 
(Bartlett, 1970; Boehm, 1959) and referring to  social 
work practice as occurring among various sized 
systems (Pincus & Minahan, 1973; Schwartz, 1961; 
Siporin, 1975). Social workers needed a broad base 
of  skills to work with individuals, families, groups, 
organizations, and communities. Baccalaureate and 
master’s programs required differentiation regarding 
purpose. The fact that CSWE made accreditation 
available to BSW programs in 1974 and required a 
generalist practice foundation for the BSW level of 
practice was a big forward step. Another important 
step occurred in 1984 when CSWE “declared that the 
required foundation material at both undergraduate 
and graduate levels should consist of the knowledge, 
values, and skills essential to generalist practice” 
(Landon, 1995, p. 1102).

Other important developments including the fi rst 
NASW Code of Ethics in 1960, the establishment of 
Political Action for Candidate Election (PACE) in 
1976, and increasing attention to BSW professional-
ism are illustrated by the time line introducing this 
chapter.

Social Work Today
Currently, the “profession has come to the more real-
istic position that the BSW is considered the entry-
level degree and that the MSW provides advanced, 
specialized training” (Popple, 1995, p. 2290). (As 
later chapters will explain, BSWs can provide many 
services such as crisis intervention, case manage-
ment, community organization, and the linking 
of  clients with services while working with a wide 
range of  populations. MSWs usually fulfill more 

specialty organization could provide” (p. 1747). The 
following organizations participated in the merger 
(Brieland, 1995; Goldstein & Beebe, 1995).

● The American Association of  Group Workers 
(founded in 1936).

● The American Association of  Medical Social 
Workers (founded in 1918).

● The American Association of  Psychiatric Social 
Workers (founded in 1926).

● The American Association of  Social Workers 
(founded in 1921).

● The Association for the Study of  Community 
Organization (founded in 1946).

● The National Association of  School Social 
Workers (founded in 1919).

● The Social Work Research Group (founded in 
1949).

The need for a unifying generalist approach was 
inherent in this merger. Many social work leaders 
and educators became increasingly concerned about 
the profession’s commitment to rectifying social 
injustice and advocating on behalf  of  positive social 
change.

Social Work in the 1960s to the Early 1980s
The 1960s and the War on Poverty produced a new 
focus on social change versus individual pathology. 
Many came to realize that poverty and other vast 
 social problems still existed in the United States. A 
series of federal administrations began implementing 
antipoverty programs. At first, these programs gen-
erally disregarded social workers because the intent 
was to empower the poor themselves (Popple, 1995). 
However, it soon became clear that expertise was 
needed “in community organization, administration, 
and direct service with clients” for programs to run 
effectively (Popple, 1995, p. 2288). As a result, most 
social work schools added “policy, planning, and 
administration” areas of  specialization to their cur-
ricula (Stuart, 2008, p. 162). This probably reflected 
the growing awareness of  the importance of  work-
ing with and within organizations as a major facet of 
generalist practice.

At this point, the social work profession faced 
a serious problem—namely, fewer than a quarter 
of  all people holding social work jobs were identi-
fi ed as professional social workers because only they 
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used expert knowledge to support people in caring for 
themselves through the use of friendly visitors. Mary 
Richmond was an early advocate for the development 
of professional schools of social casework.

During the Progressive period from 1900 to 1930, 
people felt that government was responsible for 
people’s welfare. Many issues were tackled includ-
ing “child labor, women’s suffrage, immigration, and 
temperance” (Reid, 1995, p. 2213). Many advocacy 
groups were established, and steps were taken toward 
meeting human needs.

The Great Depression was initiated by the stock 
market crash of  1929. The general trend over the 
next decade was an increasing reliance on the fed-
eral government to control and provide social ser-
vices. President Franklin Delano Roosevelt initiated 
a range of programs, referred to as the New Deal, to 
address people’s dire needs. Programs included the 
Federal Emergency Relief  Act, the Civilian Works 
Administration, the Civilian Conservation Corps, 
the Public Works Administration, and the Works 
Progress Administration.

The Social Security Act of  1935 established cur-
rent programs for social insurance, public assistance, 
and health services. A signifi cant piece of  1940s leg-
islation was the Serviceman’s Readjustment Act of 
1944, commonly referred to as the G.I. Bill.

The 1950s marked a time of  relative peace and 
complacency. During this period the population 
exploded, resulting in the current large bloc of aging 
baby boomers. Aid to the Permanently and Totally 
Disabled became a later amendment to the Social 
Security Act. The year 1954 marked the end to 
school segregation in Brown v. Board of Education.

The 1960s was characterized by the War on Pov-
erty in an effort to fashion a “Great Society.” Pov-
erty became a primary focus of public attention and 
numerous new social welfare programs were devel-
oped. The Economic Opportunity Act of 1964 estab-
lished programs including Volunteers in Service to 
America (VISTA) and Operation Head Start among 
many others.

The 1970s marked a return to conservatism, fol-
lowed by increasing conservatism during the 1980s and 
early 1990s. The Clinton era from 1992 to 2001 was 
marked by the squelching of most of his proposals by 
the Republican Senate and House. Clinton did man-
age to diminish cuts in social programs and decrease 

 specialized functions such as providing psychother-
apy, working in supervision and administration, or 
assuming higher levels of  decision-making responsi-
bility.) “Generalist programming is embedded in the 
profession, both in practice and education” (CSWE, 
2008b; Landon, 1995, p. 1106).

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following statements:

A  Describe some of the early European 
approaches to social welfare.

The 1601 English Elizabethan Poor Law is  considered 
the first piece of  legislation establishing coherent, 
consistent public support for needy people through 
taxes. The Speenhamland system initiated a policy of 
supplementing the income of all poor people so that 
everyone would have the necessary minimum income. 
The English Poor Law Reforms of 1834 significantly 
reduced all outdoor relief  and brought back work-
houses as the only place where able- bodied people 
could receive benefits.

B  Review some of the main events characterizing 
the history of social welfare in the United States.

Early poor laws in the American colonies closely 
resembled, and in some cases were identical to, those 
in England, although each colony remained unique in 
its specific legislation. The poor were viewed as part 
of  the natural social order in communities. Services 
often reflected a mix of public and private collabora-
tion, frequently provided informally. Early residency 
requirements for assistance were established.

Economic growth skyrocketed between the Civil 
War and the early 20th century. In the early 1900s 
settlement houses and charity organization societies 
were founded. Settlement houses were “places where 
ministers, students, or humanitarians ‘settled’ (hence 
the name) to interact with poor slum dwellers with the 
purpose of  alleviating the conditions of  capitalism” 
(Smith, 1995, p. 21430). Jane Addams, along with 
 Ellen Gates Starr, started the fi rst settlement house, 
Hull House, in Chicago. Charity organization societies 
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Lincoln issued the Emancipation Proclamation 
freeing the slaves in 1863. After the Civil War, the fed-
eral government established the Freedmen’s  Bureau 
to distribute rations and land to African Americans 
in need. Very few actually received any land, and 
those who did were forced to return it later.

The fi rst Asian people to immigrate to the United 
States during the mid-19th century were Chinese. 
They experienced blatant racism and limited rights. 
After the Chinese Exclusion Act of  1882, Japanese 
immigrants soon began to replace the Chinese. 
They, too, experienced limited rights. The Immigra-
tion Acts of  1924 halted Asian immigration almost 
altogether.

Advocacy for civil rights for people of color char-
acterized the 1960s. The Civil Rights Act of  1964 
strengthened civil rights and established the Equal 
Employment Opportunity Commission.

D  Focus on some of the historical issues concerning 
mental health, children and families, people 
with disabilities, and older adults.

In colonial times, people who had mental illness, 
often referred to as lunatics, were typically cared 
for by their own families or boarded out to other 
families, with communities paying these families to 
provide care. During the Progressive period in the 
early 20th century, mental health policy reflected 
the mental hygiene movement. This emphasized, 
among other things, alternative types of  care to 
institutionalization. The deinstitutionalization 
movement characterized the period following World 
War II. It stressed the provision of  mental health 
care in the community instead of  in institutions. 
The 1963 Community Mental Health Centers Act 
provided funding for a range of  community mental 
health programs.

The 1870s saw the origins of  child welfare pol-
icy as it has evolved today. Charles Loring Brace 
became the first proponent of  placing children in 
homes other than their own instead of  in institu-
tions. The concept of Protective Services was born in 
1874 with the case of  Mary Ellen Wilson. The 1974 
Child Abuse Prevention and Treatment Act estab-
lished a centralized reporting agency and required 
states to pass laws protecting children under age 18. 
The Indian Child Welfare Act of 1978 addressed the 

tax cuts. The Personal Responsibility and Work 
Opportunities Act of  1996 was passed that replaced 
AFDC for public assistance for needy families.

George W. Bush’s conservative regime in the fi rst 
decade of  the 21st century emphasized homeland 
security, transferring more decision-making power 
from the federal government to the states, increased 
provision of  services from the private sector includ-
ing faith-based organizations, and the privatization 
of  Social Security (the latter two of  which were not 
successful).

C  Describe some of the issues and events affecting 
American Indians, Hispanics, African Americans, 
and Asian Americans throughout U.S. history.

The U.S. government established treaties with Amer-
ican Indians that removed them from their native 
lands and relocated them on distant reservations. 
Anglos considered American Indians as culturally 
inferior. The federal government liberally interfered 
with Native American social, economic, religious, 
and cultural practices. The story of  the Cherokee 
and their Trail of  Tears is especially sad. From 
the 1870s to 1900 the federal government pur-
sued the assimilation (the process of  incorporating 
another culture into the mainstream culture) of First 
Nations Peoples. Native Americans’ struggle for self-
determination escalated during the 1960s.

In 1845 the United States annexed Texas, continu-
ing to struggle over its boundary with Mexico, a sit-
uation greatly affecting Hispanics in the Southwest. 
In the 1848 Treaty of  Guadalupe Hidalgo, Mexico 
ceded more than half  of  its territory to the United 
States, becoming the U.S. Southwest. Although 
Hispanics were often in the majority and were liv-
ing in their native territory, Anglos often treated 
them as a “minority.” After the Mexican Revolu-
tion of  1910 numerous Chicanos/Chicanas fled to 
the United States as refugees to find work. After 
the Great Depression when work was scarce, many 
including U.S. citizens were deported. Puerto Ricans 
obtained U.S. citizenship in 1917 and can travel to 
and from the mainland United States at will. Dur-
ing the 1960s the Chicano movement advocated for 
the appreciation of  Chicano culture and improved 
socioeconomic status for Chicanos/Chicanas, espe-
cially agricultural laborers.
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During the Great Depression, social work switched 
many aspects of service provision from the private to 
the public sector. By 1942, different organizations 
formed to address BSW and MSW accreditation. In 
1946 the National Council on Social Work Education 
(NCSWE) was formed to coordinate accreditation at 
both levels. NCSWE’s fi ndings resulted in the birth 
of  the Council on Social Work Education (CSWE), 
the current body that accredits both BSW and MSW 
programs.

The relative affluence of  the 1950s encouraged 
 social workers to focus on psychotherapy and case-
work instead of  social justice issues. In 1955 seven 
social work organizations joined to form the  National 
 Association of Social Work (NASW).

The 1960s and the War on Poverty produced a 
new concentration on social change versus indi-
vidual pathology. There was some debate regarding 
whether BSW programs should be accredited, but 
CSWE fi nally began accrediting them in 1974 along 
with MSW programs. The prolifi c development of 
BSW programs in the late 1960s and early 1970s 
emphasized the need for a generalist foundation 
for social work practice. Today, generalist prac-
tice, which characterizes the BSW foundation, has 
been established as the foundation of  social work 
practice upon which specializations can be built 
(CSWE, 2008b).

G  Provide a foundation for understanding social 
welfare policy and policy development.

The history of social welfare policy and policy devel-
opment in the United States was examined.

LOOKING AHEAD

Social welfare and social work history pave the way 
for today’s social welfare policy and programs. The 
time line in Figure 6.3 highlights some of  the major 
events in social welfare history as discussed in this 
chapter. The next chapter will discuss policy devel-
opment and the structural components of  policies. 
It will also focus on theoretical perspectives regard-
ing personal values and social welfare policy and 
program development, thereby setting the stage 
for policy and program analysis in various practice 
contexts.

importance of maintaining children’s racial and cul-
tural identity.

The Social Security Act of  1935 is a social insur-
ance program that provided benefi ts to older adults 
and people with disabilities. It also established 
Title IV, Aid to Dependent Children (ADC), provid-
ing public assistance for children in need. In 1962 the 
name was changed to Aid to Families with Depen-
dent Children (AFDC). The Personal Responsibil-
ity and Work Opportunities Act (PRWOA) of  1996 
replaced AFDC and placed a range of limitations on 
public assistance benefi ts.

The Older Americans Act (OAA) of  1965 estab-
lished an administrative structure for the coordina-
tion and delivery of  social services to older people. 
OAA provides numerous benefi ts to people age 60 
or over regardless of  income. In 1972, Supplemen-
tal Security Income (SSI), a social insurance pro-
gram, replaced earlier public assistance programs 
based on need.

Major legislation for people with disabilities 
includes the Americans with Disabilities Act of 1990 
and the Developmental Disabilities Assistance and 
Bill of Rights Act of 1990.

E  Propose questions to stimulate critical thinking 
about various historical trends and events.

To encourage critical thinking, questions were 
posed concerning government policy and the self-
determination for First Nations Peoples, personal 
rights of  public assistance recipients, civil rights, 
and future issues in social welfare.

F  Discuss major events involved in the history of 
the social work profession.

Early social work was based in the settlement house 
and charity organization movements. As a result, 
casework, group work, and community organiza-
tion were the three tracts characterizing social work 
through the 1950s. In 1919, the Association of Train-
ing Schools for Professional Social Work was formed 
by U.S. and Canadian schools of  social work. The 
name was soon changed to the American Associa-
tion of  Schools of  Social Work (AASSW). AASSW 
formed the foundation for initial accreditation stan-
dards for master’s social work education.
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1300s
1348
1349
1531
1601
1662
1795
1834

Feudalistic societies in Europe
Europe devastated by Black Death
Statute of Laborers
Able-bodied people forbidden from begging
Elizabethan Poor Law
Law of Settlement
Establishment of Speenhamland system
Poor Law Reforms

U.S. History
1770s
1778
1824
1830
1838–1839
1840s
1846
1848

1861–1865
1865
1874
1882
1880s
1870s
1899
1900s
1909

1910

1911
1917
1924

1929
1933

1935

1941

1942
1944
1945
1950

Beginning of moral treatment movement in mental health
First treaty between federal government and Native American Delaware tribe
Establishment of Bureau of Indian Affairs
Indian Removal Act
Trail of Tears
Dorothea Dix advocates for people with mental illness
Beginning of the Mexican-American War
The Treaty of Guadalupe Hidalgo (where Mexico ceded more than half of its territory to the 
United States)
Civil War
Establishment of Freedmen’s Bureau
Etta Wheeler initiates child protective services
Chinese Exclusion Act of 1882
Growth of settlement houses and charity organization societies
Federal attempts at assimilation for Native Americans
Treaty of Paris of 1899 (where Spain ceded Puerto Rico to the United States)
Beginning of mental hygiene movement in mental health
Establishment of National Association for the Advancement of Colored People (NAACP)
First White House Conference on Dependent Children
Establishment of National Urban League
First major wave of Mexican immigration in response to the Mexican Revolution of 1910
States begin to establish mothers’ pensions
Jones Act granting U.S. citizenship to all people born in Puerto Rico from then on
Immigration Act of 1924 (which imposed stringent requirements on immigrants entering the 
United States, especially from Asia)
Stock market crash initiates the Great Depression
Federal Emergency Relief Act (FERA)
Establishment of Civilian Works Administration (CSW)
Establishment of Civilian Conservation Corps (CCC)
Establishment of Public Works Administration (PWA)
Establishment of Works Progress Administration (WPA)
Social Security Act of 1935
U.S. enters World War II
Japanese American internment in response to bombing of Pearl Harbor
Permanent relocation centers for Japanese American internment
Serviceman’s Readjustment Act of 1944 (G.I. Bill)
World War II ends
Amendments to Social Security Act adding Aid to Disabled

English History

FIGURE 6.3  Major events in the history of social welfare
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Early 1950s
1954
1962
Early 1960s
1962
1963
1964

Beginning of deinstitutionalization movement in mental health
Brown v. Board of Education ending school segregation
Public Welfare Amendments of 1962
Initiation of War on Poverty and Great Society
Formation of National Farm Workers Association (NFWA) led by Cesar Chavez
Community Mental Health Centers Act
Economic Opportunity Act of 1964
Food Stamp Act of 1964
Civil Rights Act of 1964

1965
1967
1969
1971

1974
1975

1978
1980
1990

1993
1994
1996

2001
2003

Older Americans Act of 1965
Amendments to Social Security Act
American Indian movement protests at Alcatraz
Wyatt v. Stickney
American Indian movement protests at Wounded Knee
Establishment of Supplementary Security Income (SSI)
Child Abuse Prevention and Treatment Act
Passage of Title XX of Social Security Act
O’Connor v. Donaldson
Passage of Indian Child Welfare Act of 1978
Passage of Adoption Assistance and Child Welfare Act
Passage of Americans with Disabilities Act of 1990
Passage of Developmental Disabilities Assistance and Bill of Rights Act of 1990
Family and Medical Leave Act of 1993
Crime Bill of 1994
Personal Responsibility and Work Opportunities Act of 1996 (including Temporary 
Assistance for Needy Families [TANF])
Terrorist attacks on the World Trade Center
War on Iraq
The Medicare Modernization Act of 2003

FIGURE 6.3  (continued)

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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Policies have huge effects on citizens—including you. The following newspaper 
headlines focus on controversial policies and their ramifications:1

“State Legislature May Slash Budget Across the Board: Local Offi cials Furious” 

“County Executives Can Retire as Millionaires—A Retirement Policy Fluke?” 

“Fetuses May Qualify for Federal Aid”2

1Note that the ideas for the fi rst two headlines were based on real events, but details in the ensuing  discussion 
have been altered signifi cantly.
2This headline was taken from the Milwaukee Journal Sentinel, Feb. 1, 2002, page A1, from an article 
by M. Johnson.
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The fi rst headline concerns a northern state legislature’s serious consider-
ation not to share state tax revenues with communities (cities, towns, and vil-
lages). The intent is to address a huge state budget crunch resulting from a 
lagging economy. This decision will result in a 10% decrease in one small 
community’s total budget—hence the headline. Elected community offi cials are 
irate because such decisions by the state have a direct impact on local service 
provision such as garbage pickup, health care services, fi re and rescue emer-
gency services, and law enforcement. They indicate that such a slash focused 
on one budget item could wipe out the entire roads department budget (includ-
ing road repair and snow removal) or the whole fi re department budget and 
half of the rescue squad budget.

Critical thinking about policy: Policy—in this case, state public policy—has 
a direct effect on people’s quality of life. How would you like it if you had to 
take your own garbage to the dump every Saturday because there was no 
pickup? What if your defective electric toaster started a fi re in your kitchen, 
and no fi re department was available to respond to your emergency? What 
if an older relative suddenly collapsed from a heart attack, and there was no 
rescue squad to call for help?

The second headline concerns a county board (the elected group that over-
sees county responsibilities and staff) that has approved a change in retire-
ment policy that was not well publicized to the voting public. The policy’s 
alleged intent is to retain good employees (including the board members 
themselves) by providing generous retirement benefi ts, thus rewarding long-
term employees for staying with the county. However, an investigation by the 
local media reveals that the new policy actually will grant well over a million 
dollars in retirement benefi ts to some highly paid, high-level, long-term county 
employees if they choose to receive their benefi ts in one lump sum. The retire-
ment formula is based on long-term employment and salary level. Therefore, 
only those in high-level positions who receive high salaries will be eligible for 
these extraordinary benefi ts.

Critical thinking about policy: Amazingly, potential recipients include the 
board chair, other long-term board members, and additional county government 
leaders. Most board members claim that they had no idea of the ramifi cations 
of this policy because they had not done the requisite calculations. Much of the 
public feels that the board tried to “pull a fast one” but got caught. A citizen 
group is collecting signatures on a petition calling for a recall election in which 
they can vote current board members out. County government is in turmoil. Such 
huge retirement allocations will hike up county taxes, and citizens will be forced 
to bear the burden. This retirement policy has direct implications for the county’s 
citizens who are fi nancially responsible.

Another negative implication involves the impact on other county employ-
ees’ morale and reputation. The policy is not their fault; they had no input into 
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the decision to enact it. Yet the public is scrutinizing all county employees as if 
they are to blame for the problem. County employees say they work long, hard 
hours and are committed to contributing to a strong community that fosters resi-
dents’ health and well-being. The vast majority of them will receive adequate, 
but certainly not exceptional, retirement benefi ts. It has already been estab-
lished that the controversial retirement formula requires a high salary for the 
extraordinary benefi ts to kick in.

This example shows how policy—in this case, on the local level—has a major 
impact on various groups of citizens. Effects include county citizens’ fi nancial 
responsibility for huge outlays of cash, board members’ potential receipt of large 
sums of money, and innocent county workers’ diminished morale and reputation.

The third headline refl ects a presidential policy decision “that developing 
human fetuses could be classifi ed by states as unborn children so more low-
income women would have access to prenatal care paid by the government” 
( Johnson, 2002, p. A1). The result is that states can choose to provide health 
care to the fetuses via their mothers in programs designed to provide health care 
to children, not women.

Critical thinking about policy: This policy decision resulted in a heated 
 debate between right-to-choose and anti-abortion proponents. People support-
ing the right to choose maintain that pregnant women have the right to decide 
what  happens to their own bodies, including the right to have an abortion. 
People backing the anti-abortion perspective feel that abortions are wrong 
and so should be illegal.

Right-to-choose advocates “immediately labeled the move a blatant attempt 
to establish a fetus as a living person. They believe it lays the foundation . . . to 
make abortion a crime” (p. A1). Rather, these proponents recommended extend-
ing “health care coverage to more women than designating a fetus an unborn 
child” (p. A12). But anti-abortion advocates praised the decision, calling it a 
“compassionate” move to provide health care to pregnant women by expanding 
their access to prenatal care.

This policy has important current and potential implications for pregnant 
women. It paves the way for states to decide whether to pay for health care for 
unborn children—in essence, health care for pregnant women who were not 
eligible for services under child health care programs. It may also have implica-
tions for future judicial decisions concerning women’s right to choose whether to 
have an abortion.

Regardless of where you stand on issues like these, the point is that policies 
signifi cantly affect people. Sometimes they primarily affect only some category 
of people or segment of the population, such as pregnant women. Other times 
they may affect virtually everyone to one extent or another. For example, policy 
changes may result in cutbacks of essential community services or skyrocketing 
taxes for all citizens.
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If you do not have any experience as a recipient of a social welfare program, 
you may not understand how important such programs can be to people who 
depend on their benefi ts. The examples given here illustrate how policies imple-
mented through public services and programs can directly impact someone like 
you or those close to you. Policies regulate a wide range of social programs 
to provide many types of services for various groups of people (e.g., children, 
older adults, people with disabilities, and those with health or mental health 
needs). Social welfare policies provide the basis for social welfare program 
 implementation—what programs can and cannot do.

Learning Objectives
A Defi ne social welfare policy and agency policy.
B Explore the process of policy development.
C Identify the primary structural components of social welfare 

programs.
D Explore the conservative–liberal–radical value continuum and 

examine how values affect policy development.
E Propose a model for analyzing a policy’s appropriateness and 

adequacy.
F Describe policy practice and policy advocacy.
G Identify various methods social workers can use in policy practice, 

including involvement in politics.
H Encourage critical thinking about what kinds of policies should be 

formulated.

Social Welfare Policy
In a very broad sense, we have defined policy as rules 
that govern people’s lives and dictate expectations for 
behavior. Policy determines how governments, com-
munities, and organizations run in a predictable, coor-
dinated fashion. We have also defined social welfare 
policy as the laws and regulations that govern which 
social welfare programs exist, what categories of cli-
ents are served, and who qualifies for a given program. 
Social welfare policy involves “decisions of  various 
levels of  the government, especially the federal gov-
ernment, as expressed in budgetary expenditures, con-
gressional appropriations, and approved programs” 
(Morris, 1987, p. 664). For example, social welfare 
policy determines who is eligible for public assis-
tance. In addition, social welfare policy sets standards 

 regarding the types of services to be provided and the 
qualifications of service providers. For instance, social 
welfare policy specifies what social workers can do for 
physically abused children, in addition to what quali-
fications they must have to work in this practice area.

Note that throughout the rest of  this book, for 
brevity’s sake, when we use the term policy we will 
be referring to social welfare policy. Obviously this is 
the policy arena most relevant to a book about social 
work and social welfare.

Social workers must be well versed in social wel-
fare policies. They must know what is available for 
a client and how to get it. For example, Enrique, a 
social worker for a county social services depart-
ment, has a young female client, Daniela, with three 
small children, who has just been evicted from her 
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they should be implemented. In other words, they 
essentially are the program. Other policies are quite 
vague and require substantial elaboration regard-
ing how they should be put into operation. In these 
instances, the social welfare program becomes more 
extensive than the policy on which it is based.

Consider the following fi ctitious policy: All pub-
licly funded social service agencies have to provide 
child care for their employees. This policy simply 
mandates that agencies must provide this service; 
it does not elaborate upon details. A program must 
be developed that responds to the following ques-
tions, among others: Where will child care be pro-
vided (e.g., in the agency or in a separate day care 
center)? How will child care be funded? Who will 
run the child care center? What kind of environment 
will be available to the children (e.g., a stimulating, 
activity-centered milieu or basic overseeing with lit-
tle interaction)?

Highlight 7.1 expands on how policies structure 
and coordinate people’s lives.

 apartment. Although the rent was relatively low and 
the  apartment small (one bedroom), Daniela had been 
unable to pay the rent for the past 3 months. All her 
money had gone to clothing and feeding her children.

Enrique needs to know what other resources, 
if  any, are available for Daniela and whether she is 
 eligible to receive these resources. Policies determine 
the answers to a variety of  questions: Does Daniela 
qualify for some temporary additional public assis-
tance to help her relocate? Is there a local shelter for 
the homeless available whose policies allow Daniela 
and her children admission? If  so, what is the shel-
ter’s policy for how long she can stay? Is there any 
low-rent housing available? If  so, what does its pol-
icy designate as the  criteria and procedure for admit-
tance? Such questions may continue endlessly.

Social welfare programs are simply the implemen-
tation (i.e., the putting into action) of  social welfare 
policy. Sometimes the distinction between a social 
welfare policy and program is unclear. Some poli-
cies inherently provide detailed directions for how 

HIGHLIGHT 7.1

How Policies Structure and Coordinate Life

Einbinder (1995) maintains that policies serve to synchro-
nize three primary arenas of life: “(1) the government; 
(2) the economy; and (3) private life” (p. 1850). All three 
are integrally intertwined. For example, consider the first 
headline cited at the beginning of the chapter, concerning 
a state slashing its budget. First, the national economy 
suffers a decline. As a result, unemployment increases, 
people reduce their spending, and less money circulates in 
the economy. Thus the state government gets less money 
in taxes (e.g., from personal earnings and sales) and must 
cut its spending. The economy affects government.

Government also affects the economy. Various gov-
ernmental units make decisions about economic policy. 
For instance, a state might decide to decrease taxes lev-
ied on businesses within the state to encourage more 
firms to relocate there. The intent is for more compa-
nies to employ more people, who, in turn, pay more 
taxes. Additionally, because a larger number of  busi-
nesses are contributing to the tax pool, the pool should 
be larger as well, even with a lower tax rate.

People’s private lives are directly affected by both 
the government and the economy. What tax rates 
does the government levy on their earnings? Is the 
economy healthy enough for them to keep their jobs? 
As a result of  these and other factors, do they have 
sufficient resources to purchase bare necessities or 
luxuries? Within this complicated system of  policies 
and controls, are they able to maintain a good qual-
ity of  life?

All citizens should be aware of  what policies exist 
because of  policies’ direct effects on many aspects of 
life. They should also be alert to changes in policies for 
similar reasons.

Social workers must pay special attention to social 
welfare policies for two reasons. First, these policies 
dictate how programs are administered and how ser-
vices are provided. Second, some policies are unfair, 
ineffective, or inefficient, and social workers must advo-
cate for them to be changed.
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Agency Policy
Chapter 1 established that a second type of  policy 
directly affecting social workers’ ability to prac-
tice is agency policy. This entails standards adopted 
by organizations and programs that provide ser-
vices (e.g., a treatment center for troubled youths, a 
department of  social services, or a sheltered work-
shop3 for people with cognitive disabilities).

The terms social services agency, human services 
agency, and social welfare agency can be used inter-
changeably to refer to agencies or organizations that 
provide social welfare services. Similarly, for our pur-
poses, the words agency and organization mean the 
same thing. A social services agency is a coordinated 
system of staff  units and processes providing social 
services. Such agencies typically employ social workers, 
other professionals providing various social services, 
paraprofessionals (people with specifi c knowledge and 
skills who, under close supervision, carry out various 
duties previously undertaken only by professionals), 
clerical staff, and sometimes volunteers (Barker, 2003). 
Services are provided according to a prescribed set of 
social welfare and agency policies.

Agency policy may specify the agency’s struc-
ture, the qualifications of  supervisors and workers, 
the rules governing what workers may or may not do, 
and the proper procedures to follow for completing an 
assessment.

Agency policy may address in greater detail how 
agencies can implement social welfare policy. It can 
iron out the wrinkles and specify rules regarding how 
agency staff should work within their individual agency 

setting. Agency policy can also address  questions about 
how the agency runs on a daily basis. What hours do 
staff  work? How are staff  evaluated for job perfor-
mance and raises? Who is responsible for supervising 
whom throughout the organization structure? This 
involves everyone from the director or chief executive 
offi cer (CEO) running the entire agency down to prac-
titioners working directly with clients.

Social Welfare Policy 
Development
How social welfare policies develop in government 
agencies is an extremely complex process due to the 
many opinions, people, and formal processes involved. 
However, to facilitate your basic understanding and 
emphasize the importance of  policy for social work 
practice, Figure 7.1 depicts a basic six-phase process 
of  how policy is developed and implemented. The 
process proposed here is quite simplistic, but it gives a 
general idea of how policies come into being.

Macarov (1995) provides an example that illus-
trates the policy development process—namely, the 
development of  and change in policy governing the 
provision of fi nancial aid to needy children and fam-
ilies. The value assumption upon which the policy 
was initially based was that it is most desirable for 
children to remain in their own homes, cared for by 
their own parents, rather than being institutional-
ized. Implications concern helping to keep a family 
together even when parents are poor and have trou-
ble supporting children. This value is refl ected in Aid 
to Families with Dependent Children (AFDC), a 
primary program that provided fi nancial assistance 
to poor families with children until 1996, when new 
legislation was passed. (The next chapter discusses 
this and newer legislation more thoroughly.)

1.  Recognition
 of society’s 
 values

2.  Identification
 of problems
 and needs

3.  Identification
 of public 
 opinion

4.  Formulation
 of social 
 welfare policy

5.  Implementation
 through a social
     welfare program

6.  Agency service
 delivery

FIGURE 7.1  Social welfare 
policy development

3A sheltered workshop is an organization that provides testing, 
counseling, social skills training, job training, sheltered employ-
ment, and job placement services for people with various disabili-
ties or needs for rehabilitation (Barker, 2003).
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 adequate care for their families. Although the  societal 
value is that children should remain in their own 
homes, a significant number of parents, mostly single 
mothers who are primary caregivers for children, lack 
resources to provide their children with adequate care. 
What should be done to address this problem?

Phase 3
The third phase of  the policy process involves the 
identification of  public opinion about an identified 
problem and people’s related needs. Society’s cur-
rent values tend to guide public opinion concerning 
what should be done. Public opinion reflects values 
but involves more specific recommendations about 
what should be done to put these values into action. 
Values held by the majority sway public opinion in 
that direction. Dobelstein (2003) refers to such a 
prevailing public view as a normative orientation 
(p. 15).  Highlight 7.2 discusses how the relationship 
between public opinion and policy development is 
often unclear.

Phase 1
The first phase involves recognizing society’s values 
about what is considered important or worthwhile. 
Absolute values are hard to pin down because of the 
tremendous number of people we’re talking about.

Case Example For illustration, we will start with 
the value that children are generally best cared for 
within their own families. The task of  identifying 
society’s values becomes more complex because val-
ues also change over time. For instance, the value that 
children should remain in their own homes might be 
superseded by the value that all parents should work 
to support their families.

Phase 2
The second phase of  the policy process concerns iden-
tifying problems and needs that require attention.

Case Example The problem related to our exam-
ple is poverty and poor people’s inability to  provide 

Policy development is a complex legislative process. Here, then U.S. Senator Barack Obama (D-Ill.) speaks as Senator John McCain 
(R-Ariz., left) and Senator Norm Coleman (R-Minn., center) listen during a committee hearing in Washington, D.C., as they discuss 
lobbying reform in 2006.
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Various factions and interest groups have varying 
degrees of  access to legislators and wield varying 
degrees of infl uence.

● Because policy is formulated in such a political 
environment, the actual policy can change 
dramatically in focus while it is being debated. 
The policymaking process is characterized by 
an ongoing struggle of  give and take, conflict 
resolution, and compromise.

Consider a loosely analogous theoretical situ-
ation regarding how diffi cult it can be to come to 
a satisfactory consensus. Suppose during the fi rst 
meeting of  one of  your classes your instructor indi-
cates that it is the class’s responsibility to determine 
how students will be graded. The only criterion 
given is that some configuration of  exams and 
assignments must be specifi ed and that they must 
not be too easy. Imagine the wide range of  opinions 
students would probably voice. Some would want 
objective exams, and others would prefer essays. 

Case Example For several decades prior to 1996, 
general public opinion maintained that poor families 
should be given minimal assistance to keep children 
in their own homes.

Phase 4
In the fourth phase of  the social policy process, leg-
islators confronted with a problem or need and 
swamped with public opinion undertake the compli-
cated formulation of social welfare policy to address 
the issue. It is beyond the scope of this text to elabo-
rate on all the political processes involved. The fol-
lowing issues complicate the formulation of  social 
policy (Barusch, 2009; DiNitto, 2005; Meenaghan, 
Kilty, & McNutt, 2004):

● It is diffi cult to obtain a problem consensus because 
of the multiple perspectives and opinions involved. 
True public opinion is hard to pin down.

● Legislators’ perceptions of  the problem depend 
on the information and pressure they receive. 

HIGHLIGHT 7.2

Public Opinion and Policy Development

Identification of  public opinion is the third phase of 
the policy development process. Note, however, that the 
process may be more complicated than this. For one 
thing, majority public opinion is not always the decid-
ing factor regarding what policy will be developed. Pol-
iticians usually pay attention to public opinion. Voters 
formulate public opinion, and they also vote politicians 
into or out of  office. Thus it is usually in politicians’ 
best interests to keep voters happy and to promote poli-
cies supported by voters.

However, many times such controversy exists over a 
policy issue that it is virtually impossible to satisfy the 
majority—or even to identify the majority. Sometimes 
many people will be dissatisfied no matter which side 
of  the issue a politician supports. Consider the strong 
opposing opinions people hold over the death penalty 
or the right of women to get abortions.

Other times, it’s difficult for legislators to get accu-
rate information about public opinion on a particular 
issue. National Gallup polls aren’t regularly done for 
every policy issue. Politicians must act on the basis of 
the information that is available. Sometimes this is 

 biased because a small minority feels very strongly 
about an issue and regularly contacts politicians to 
voice their opinion. Consider people who have very 
strong feelings about the right to own guns. Hearing 
only from people supporting that side of  the issue 
might leave legislators with the impression that 
most people hate gun control, when this may or may 
not be true.

Finally, even if  legislators who formulate and vote 
on policy have fairly accurate data on public opinion, 
they may not pay much attention. Because the legisla-
tive decision-making process is so complex (as described 
in the fourth phase of  the policy formulation process), 
public opinion about one issue may get lost. A politi-
cian may need to compromise significantly to get any-
thing passed at all. Sometimes politicians will bargain 
by withdrawing support for one policy in order 
to pass another policy that is more important to them. 
Finally, politicians may receive extreme pressure from 
other party members or powerful leaders to support or 
not support a policy despite their own personal feelings 
to the contrary.
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Phase 6
In the sixth phase of  social welfare policy develop-
ment and implementation, social services are deliv-
ered by social workers and other staff  in the context 
of social service agencies.

Case Example Social service agency staff  work 
directly with clients who apply for and receive 
benefits.

Highlight 7.3 explores how the six-phase process 
of  policy development applies to this case example 
when society’s values change.

Structural Components of 
Social Welfare Programs
Understanding a social welfare policy means inves-
tigating exactly what it says and what it does. There 
are five broad components to explore in order to 
understand any policy: (1) what people’s needs and 
the program’s goals are, (2) what kinds of benefits are 
provided, (3) what the eligibility criteria are to receive 
benefits, (4) how the program is financed, and (5) how 
the program is administered and run (Chapin, 2007, 
p. 134; Dolgoff & Feldstein, 2007, p. 137).

What Are People’s Needs and 
Program Goals?
We have established that social welfare programs 
are the implementation of  policies that are, in turn, 
the results of  public values and opinion and the 
political process. Programs exist to meet certain 
goals related to addressing problems, fulfilling 
needs, or improving people’s lives (Dolgoff  & Feld-
stein, 2007, p. 132; Gilbert & Terrell, 2005). Social 
welfare program goals address a wide range of 
problems including child maltreatment, “teen preg-
nancy, homelessness, and substance abuse.” They 
attend to needs such as “economic security, child 
care, and health care.” They enhance people’s qual-
ity of  life “through such means as education, social-
ization, and recreation” (p. 132).

Goals may be formal and clearly stated or implicit 
and unspoken. Dolgoff  and Feldstein (2007) com-
ment that “the food stamp program, for example, has 
a stated objective to alleviate hunger and malnutri-
tion by enabling low-income households to purchase 
a nutritionally adequate diet”; another stated goal is 
to enhance the market for food grown and distributed 

Some would want two exams, others four, and still 
others none. Some would prefer term papers, and 
others would opt for experiential assignments such 
as visits to relevant organizations or interviews with 
relevant people. Some would advocate for group 
projects, and others would express hatred for group 
projects and desire individual ones instead. It is dif-
fi cult to establish a consensus: Controversy and dif-
ferences of  opinion tend to characterize decision 
making even in a relatively small group. Imagine 
magnifying this many times over in the complex 
legislative process.

Case Example After much legislative debate 
and struggle, Aid to Dependent Children (ADC), 
renamed AFDC in 1962, was initially formulated as 
part of the Social Security Act of 1935.

Phase 5
Following the initial formulation of  social policy, 
the fifth phase of  the social welfare policy process is 
implementation through a social welfare program. 
Rocha (2007) comments:

Once a bill becomes law, policy practitioners may 
think that their task is done; it is only the begin-
ning, however, because the law is then sent to the 
appropriate executive branch agency for interpre-
tation and implementation into a program. Legis-
lative policies are often broad and general in their 
language; it is then up to the various departments 
to interpret the broad language and make it spe-
cifi c enough so that programs can be created and 
implemented. Monitoring this implementation is 
extremely important and is the next target where 
intervention can occur. (p. 151)

Social workers may be called upon to work with 
administrators and agency staff  to fi gure out what 
words mean when translated into actual behavior. 
People may cling to old beliefs and behaviors and 
resist change (Rocha, 2007). Worker input and com-
munication may be necessary to help people who 
will actually be implementing the policy understand 
how they can implement it. This might involve lots 
of  e-mails, reports, conversation, and time.

Case Example The ensuing implementation pro-
cess of  ADC required substantial effort and spec-
ification of  detail to make the program clear and 
functional.
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What Kinds of Benefi ts Are Provided?
What does a particular social welfare program pro-
vide to recipients? Cash? Food? Housing? Coun-
seling? In this context, a benefit is anything a client 
receives through a social welfare program. Because 
different programs serve people with different needs, 
the types of benefit also vary.

Benefits might be divided into two basic 
 categories—cash and in-kind (Chambers & Wedel, 
2005; Gilbert & Terrell, 2005; Marx, 2004). Cash 

internally within the country (p. 132). Low-income 
families using food stamps to “purchase” food results 
in profits for growers, producers, and distributors, 
thereby enhancing the economy. “But food stamps 
may not be used for the purchase of alcoholic bever-
ages and tobacco, pet food, and cleaning and paper 
products, including toilet paper. Implicit in a portion 
of these restrictions is a moral objective to control the 
behavior of  recipients” by regulating what they can 
and cannot buy (Dolgoff & Feldstein, 2007, p. 133).

HIGHLIGHT 7.3

When Values Change

Society’s values—namely, that it is most desirable for chil-
dren to remain in their own homes and be cared for by 
their parents (primarily the mother) rather than being 
 institutionalized—have gradually changed. New values 
stress how parents, including mothers, should work to 
support their families. In light of more and more mothers 
working outside the home, Macarov (1995) explains how 
newer societal values came to characterize child care:

As programs that require . . . parents [receiving finan-
cial assistance] to work became more popular, exten-
sive child care facilities were needed. The desire of 
many mothers to take jobs outside the home also 
made such facilities a growth industry. As a result, 
providing child care outside the home has become 
not only accepted but prestigious. This social change 
led to a value change according to which contact 
with other children, even as early as age 2 or younger, 
is healthy, and professionally trained personnel pro-
vide better care than “amateur” mothers. This has 
reached the point to where working mothers are now 
postulated by some as more caring, and more capable 
of child care, than nonworking mothers. (p. 140)

This change in society’s values led to a change in social 
policy, as illustrated by the following simplified process:

Phase 1—Recognition of society’s (changing) values: 
Society’s values changed from viewing parental child 
care as the optimum choice to viewing day care 
outside of the home as equally or even more valuable. 
(Note that you may or may not agree with Macarov’s 
interpretation of how societal values have changed 
regarding this issue. That’s not the point. The point 
is to provide an example of how policies can change 
in response to modifications in values.)

Phase 2—Identification of problems and needs: The 
problem remains generally the same: A significant 

number of parents, primarily single mothers who 
are primary caregivers for children, lack resources 
to provide their children with adequate care.

Phase 3—Recognition of  public opinion: Society’s 
new values were reflected in public opinion 
regarding this issue. Public opinion stressed the 
importance of  parents, including single mothers, 
working to support themselves and their 
families. Requiring single parents, including 
mothers, to work outside the home means that 
someone must be responsible for caring for 
young children.

Phase 4—Development of social welfare policy: The 
Temporary Assistance to Needy Families (TANF) 
program was enacted in 1996 as part of significant 
legislation restructuring financial assistance 
eligibility and requirements. (Chapter 8 discusses 
this legislation more thoroughly.) This new 
legislation requires parents to receive job training 
and get jobs. It also places a 5-year lifetime limit 
on recipients’ ability to receive TANF payments; 
there had been no time limitation for the earlier 
AFDC.

Phase 5—Implementation through social welfare 
programs:  The TANF program is  being 
implemented throughout the United States. 
Because national policy gives states significant 
discretion in how to distribute benefits, each state 
has developed and is evaluating its own program.

Phase 6—Service provision by workers in agency 
settings: Social workers and other agency staff  
provide resources and services directly to clients 
according to the national policy and to state and 
local programs.
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a range of populations in a variety of contexts. Focus 
on  Critical Thinking 7.1 raises some key issues related 
to cash versus in-kind benefi ts.

What Are the Eligibility Criteria 
for the Program?
Eligibility is the condition whereby people meet the 
designated criteria or requirements to receive bene-
fits (Chambers & Wedel, 2005). For example, to be 
eligible for a particular public assistance program, 
an individual must fulfill the required criteria. Pub-
lic assistance is provision by the government of mini-
mum monetary support to people who are unable to 
provide for themselves.

A common criterion used to determine eligibility 
is a means test—the evaluation of  all the resources 

 benefits  obviously  involve providing eligible clients 
with prescribed amounts of money based on what the 
policies governing the program allow. In-kind benefi ts 
 include virtually any benefi t other than cash. Examples 
are food products (e.g., those available from agricultural 
surpluses), food stamps that can be exchanged for food, 
free school lunches, low-income housing, rent subsidies 
(e.g., whereby programs pay partial rent), day care, 
and personal social services. Personal social  services 
are those intended to enhance people’s quality of life 
by improving their ability to function within their envi-
ronment. Such services (e.g., counseling) usually target 
specifi c groups (e.g., children or older adults) or par-
ticular problems (e.g., family planning or counseling). 
Subsequent chapters will describe  programs imple-
menting policies designed to provide various  benefi ts to 

FOCUS ON CRITICAL THINKING 7.1

Which Benefi ts Are Most Benefi cial to Poor People?

The next chapter discusses poverty and the programs 
implementing policies to help people who are poor. Some 
programs provide minimum cash benefits and allow peo-
ple to determine for themselves how to budget the money 
and spend it. Other programs provide in-kind benefits, 
and the recipients have no choice in what they get.

Dobelstein (2003) questions the value of  in-kind 
benefits versus cash. He indicates that “total federal 
government spending for all social programs, including 
cash and in-kind programs [including medical care], 
when added together is more than enough to raise the 
poor above the present poverty” line (p. 124). (The pov-
erty line is the minimum amount of money the govern-
ment believes a person needs to achieve the lowest 
acceptable standard of living [Orshansky, 1965].)

In other words, Dobelstein maintains that, if  the 
government would divert the money it spends on in-
kind benefits to providing cash directly, it would spend 
no more and possibly spend less. He continues that 
“the share of  cash expenditures as a portion of  all 
 income-maintenance expenditures has been decreasing 
over the past 25 years, while the share of  in-kind bene-
fits has been increasing” (p. 125). (Income maintenance 
programs are all those that provide people with enough 
money, goods, and services to achieve an adequate 
standard of living and quality of life.)

Do you think it is better to provide poor people with 
all cash, all in-kind, or some combination of both ben-
efits? What are the pros and cons of each choice? Con-
sider the following questions.

Critical Thinking Questions
● To what extent does provision of  cash benefits 

allow for personal choice, thereby respecting an 
individual’s right to self-determination and human 
dignity?

● To what extent does the provision of in-kind benefits 
ensure that individuals get their basic needs met?

● To what extent does the provision of  in-kind bene-
fits restrict individuals? For instance, people eligible 
for low-income housing (by having incomes under a 
designated level) must live in the housing provided; 
they have no choice about where to live. Similarly, 
people receiving food stamps must use them for 
food. Although such coupons allow people some 
choice in the food they obtain, recipients cannot 
choose to pay the electric or heating bill or to pur-
chase toilet paper with them.

● What are the advantages and disadvantages of some 
mixture of cash and in-kind benefits?

● Where do your answers stand on the conservative–
liberal continuum and why?
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for teenagers and low-income women” (Armstrong, 
1995, p. 970).

Finally, some programs are fi nanced in a combi-
nation of  ways. For example, a private agency pro-
viding mental health counseling may receive funding 
from various sources. This includes some funding 
through sliding scale fees from clients, some through 
purchase of  service by the state and county for cli-
ents unable to pay for the service themselves, some 
through grants furnished by private foundations, 
and some through charitable contributions from 
local citizens.

How Is the Program Administered and Run?
The fifth structural component involved in under-
standing a social welfare program is the level of 
government that actually oversees and runs the 
program. Is it national, state, or local? Many times 
this involves a combination. For example, con-
sider Medicaid, a program that pays for medical 
and hospital services for eligible people in need. 
(Medicaid is discussed more thoroughly in the 
next chapter.) It is administered by state govern-
ment but overseen at the federal level (Gilbert & 
Terrell, 2005).

Another example involves TANF, mentioned ear-
lier, a primary program providing financial assis-
tance to needy families. (The next chapter also 
describes TANF in greater detail.) TANF policy 
dictates that the federal government grant sums of 
money to states. States then have much discretion 
regarding how to administer the program and spend 
the money. They may channel more into cash ben-
efi ts or provide more in-kind benefi ts like child care 
or nutritional programs for children.

A food bank located in a large city is an exam-
ple of  a locally administered program. Here food 
items such as canned goods and staples like fl our 
and rice are provided to eligible poor people. This 
food bank may be fi nanced by the city and county 
governments and by charitable contributions from 
private citizens.

There are other ways to look at how programs are 
administered and run. For example, you can explore 
program administration and service provision at the 
individual agency level. Chapter 5 reviewed the types 
of social agencies that implement social welfare pro-
grams, including public, private, nonprofi t, for-profi t, 
and proprietary.

clients have at their disposal to determine if  they 
have the means to pay for services or buy things for 
themselves. A means test might include assessment 
of  people’s “income, assets, debts and other obliga-
tions, number of  dependents, and health factors” 
(Barker, 2003, p. 265). If  people fail the means test, 
they are ineligible to receive benefi ts. Eligibility is an 
extremely important concept because it is the key to 
whether a person can obtain benefi ts.

Who Pays for the Program?
How the program is financed entails the fourth 
structural component for understanding a social 
welfare policy. There are several ways to finance 
social welfare programs (Dolgoff  & Feldstein, 2007, 
pp. 134–136). National, state, and local taxes provide 
a primary avenue for getting funds. Sometimes fund-
ing is diverted from the general tax pool (referred 
to as general revenues); other times taxes are ear-
marked to provide specified services. For example, a 
county might increase its sales tax to help pay for a 
new stadium. Or funds from a state lottery might be 
earmarked to subsidize (partially pay for) citizens’ 
property taxes. Finally, taxes might be collected spe-
cifically from employers and their employees to pro-
vide some benefit. Social Security, described more 
thoroughly in later chapters, is an example of  such 
a program.

Sometimes benefi ts are not provided directly by 
government agencies. Rather, funds are collected 
by such agencies through taxes, and then specific 
services are purchased from another social service 
provider. Recall from Chapter 5 that this process is 
referred to as a purchase-of-service agreement. The 
purchasing agency and the provider agency agree in 
advance what types of  services will be provided, for 
how long, and at what cost.

People who receive some benefit may also pay 
for it directly. Of  course, many social welfare pro-
grams provide benefi ts to people with few resources. 
Therefore, a sliding fee scale might be used, with 
the amount paid based on the recipient’s ability to 
pay rather than on fi xed fees. The more income the 
person has, the more he or she is required to pay. 
Planned Parenthood, an agency providing fam-
ily planning services and reproductive health care, 
including contraception, is an example of  an agency 
that uses a sliding fee scale. Such family planning 
“clinics are particularly valuable sources of  care 
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Liberalism, in contrast, is the philosophy that 
supports government involvement in the social, 
political, and economic structure so that all peo-
ple’s rights and privileges are protected in the name 
of  social justice (Jansson, 2008). Social welfare is 
the collective responsibility of  society. It is soci-
ety’s obligation to assist people in adjusting to the 
turbulent and demanding contemporary environ-
ment. People will prosper only if  given the chance 
to. Thus these major principles are involved in 
liberalism:

● It is society’s responsibility to care for and support 
its members.

● Failure to succeed generally is due to complex, 
unfair stresses and problems in the environment.

● It is government’s responsibility to support its 
citizens and help them cope with the stresses and 
problems in their environment.

The top portion of  Figure 7.2 contrasts some 
of  the basic principles of  conservatism and lib-
eralism. These include the view of  responsibility, 
the conception of  where problems and needs lie, 
and the divergent perspectives on government’s 
responsibility.

Radicalism
Radicalism is the philosophy that the social and polit-
ical system as it stands is not structurally capable of 
truly pursuing social justice (Marx, 2004). Rather, 
drastic, fundamental changes are necessary in the 
system to achieve true fair and equal treatment.

Radicalism involves extremes. It can reflect 
extreme conservatism or extreme liberalism. Essen-
tially, the primary principle involved in radical-
ism is that the system requires a major overhaul to 
achieve more appropriate goals. Two questions may 
be asked:

● What goals should the system pursue?
● How should the system pursue these goals?

Chapter 1 established that a radical perspective 
requires the ability to propose a new social struc-
ture. It is beyond the scope of  this introductory 
book to teach you how to plan new policies and 
promote major social changes. Therefore, critical 
thinking about social welfare policy in the remain-
ing chapters will focus on the conservative–liberal 
continuum.

Value Perspectives and Political 
Ideology: Effects on Social 
Responsibility and Social Welfare 
Program Development
Chapter 1 introduced some basic value differences 
about whether social welfare is the primary respon-
sibility of  individuals or of  society in general. It 
also discussed some related perspectives concern-
ing how social welfare policy and programs should 
be developed. The concepts will be reviewed here, 
and some questions posed for assessing the values 
that characterize a range of  specific social welfare 
programs discussed in later chapters. An additional 
issue to be addressed is whether social welfare ben-
efits should be available to everyone or to only a 
select few.

Note that the following discussion simplifies 
highly complex and controversial concepts. The pur-
pose is not to provide an absolute decree for how to 
think about these issues, but rather to offer a founda-
tion for thinking about how values affect social wel-
fare policy and program development.

The Conservative–Liberal Continuum
Conservatism is the philosophy that individuals are 
responsible for themselves, that government should 
provide minimal interference in people’s lives, and that 
change is generally unnecessary (Jansson, 2008). It 
involves the idea that if  people fail or have problems, 
except in extreme circumstances, it is generally their 
own fault. It assumes that people who are weak or lazy 
deserve what they get, which is often little or nothing. If  
people have access to free benefits, they will readily take 
them and “milk” the system. And if they don’t have to 
work, they won’t. Therefore, government should not 
interfere in people’s lives unless it is absolutely neces-
sary (e.g., for people who are extremely “worthy” poor, 
as described in Chapter 6, or who need help in an emer-
gency like a flood or hurricane). Thus these primary 
principles are involved in conservatism:

● It is each individual’s responsibility to work and 
succeed.

● Failure to succeed is generally the individual’s 
fault.

● The government should not interfere unless 
absolutely necessary.
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The institutional perspective of  social welfare, in 
contrast, views people’s needs as a normal part of life 
(Abramovitz, 2007). It is society’s ongoing respon-
sibility to support its members and provide needed 
benefi ts and services. It is not people’s fault that they 
require such services, but rather an expected part of 
the human condition. Basic concepts inherent in the 
institutional view include these:

● Social welfare policies and programs should provide 
ongoing support to all people in need.

● Social welfare policies and programs relieve existing 
tensions and help solve problems distressing people 
in their environment.

The central portion of  Figure 7.2 reflects how 
the residual perspective relates somewhat to the 
conservative value orientation and the institutional 
 perspective to the liberal value orientation.

Universal Versus Selective Service Provision
One other perspective on social welfare policy and 
programming involves the concepts of universal ver-
sus selective benefits. Universality is the idea that 
 social welfare benefits should be equally available “to 
all members of society, regardless of their income or 

Residual and Institutional Perspectives 
on Social Welfare Policy and Program 
Development
We have established how policies and program 
implementation initially flow from society’s val-
ues. Similarly, residual and institutional social wel-
fare policy and program development, to some 
extent, are related to conservative and liberal values, 
respectively. Proposed here is one basic way to start 
thinking about social welfare policy and program 
development. The philosophical approaches and 
value systems involved are extremely complex.

The residual perspective conceives of social welfare 
as focusing on problems and gaps, with social welfare 
benefi ts and services supplied only when people fail 
to provide adequately for themselves and problems 
arise (Abramovitz, 2007). The implication is that it’s 
people’s own fault if  they require outside help. Basic 
concepts inherent in the residual view include these:

● Social welfare policies and programs should be 
reactive, solving problems only after they occur 
(McInnis-Dittrich, 1994, p. 7).

● Social welfare policies and programs generally 
respond to problems caused by individual 
personal failure.
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social welfare program orientations to selective and 
universal benefi t availability, respectively, are broken 
instead of  solid lines. Actual policies may reflect a 
combination of selective, universal, residual, and insti-
tutional aspects. For example, student loans are uni-
versally available in that anyone can apply for them 
(Dolgoff  & Feldstein, 2007). However, they are selec-
tive in that students must meet a fi nancial needs test to 
actually receive them.

Another example of the complex and intertwining 
nature of these concepts involves disaster relief  after 
the horrifying tsunami devastated the Indian Ocean 
coasts of  Indonesia, Thailand, and Sri Lanka on 
December 26, 2004. Relief  initially was residual: Its 
main goal was to fulfi ll temporary needs in reaction 
to the catastrophe (although the earthquake causing 
the tsunami, of course, was no one’s fault). However, 
institutional relief  was also needed over a longer term 
to help rebuild these countries’ economic infrastruc-
tures. People who lost virtually everything required 
years of  help in rebuilding their homes, work, com-
munities, and lives. Disaster relief  was also univer-
sal in that its availability was intended for everyone 
in need regardless of  income level or social status. 
Universality was imperfect, however, because equi-
table distribution was initially diffi cult or impossible. 
Many areas were impenetrable because of destroyed 
roads, bridges, docks, and airstrips. Other communi-
ties, such as those on numerous remote islands, were 
difficult to reach because of  their out-of-the-way 
locations.

means” (Segal & Brzuzy, 1998, p. 13). Public educa-
tion through high school is a universal social welfare 
benefit available to all citizens regardless of  status, 
class, or income level. This is despite the fact that the 
quality of  education varies dramatically from one 
locale to another. Social Security is another univer-
sal program because it is available to all people who 
work (Dolgoff & Feldstein, 2007).

Universality contrasts sharply with selectivity—the 
idea that social welfare benefi ts should be “restricted 
to those who can demonstrate need through estab-
lished eligibility criteria” (Segal & Brzuzy, 1998, 
p. 13). Any public assistance program requiring a 
means test that limits benefi ts to “the needy” refl ects 
selective service provision. To some extent, the con-
cept of  universality coincides with the institutional 
perspective on social welfare, and the concept of selec-
tivity with the residual (Dolgoff  & Feldstein, 2007). 
Focus on Critical Thinking 7.2 raises some questions 
regarding the pros and cons of universal versus selec-
tive  service provision.

Note that the bottom of  Figure 7.2 shows how 
selective benefi t availability coincides to some extent 
with a conservative value orientation and a residual 
perspective on social welfare policy and program-
ming. Similarly, the fi gure shows how universal ben-
efi t availability corresponds somewhat with a liberal 
value orientation and an institutional perspective 
toward social welfare.

This connection, however, is not perfect. Therefore, 
the arrows leading from the residual and  institutional 

FOCUS ON CRITICAL THINKING 7.2

Universal Versus Selective Service Provision

Services available to all sounds like a great idea. Theo-
retically, everyone would have equal access to what they 
need. For example, national health insurance, through 
which everyone’s health care needs would automatically 
and equally be covered, has been debated for decades. 
Health care costs are soaring. Wouldn’t it be great not 
to have to worry about escalating health insurance 
premiums?

The problem with national health insurance, as with 
other universal programs, is cost. Who would foot the 
bill? Would taxpayers be willing to pay higher taxes so 
that all citizens would be covered equally? Thus far, 

 apparently not. Congressional support has been consis-
tently inadequate to pass national health insurance 
proposals. (Chapter 12 discusses national health care 
more thoroughly.)

When thinking about any social welfare policy, you 
might, then, ask two questions concerning the universality–
selectivity issue.

Critical Thinking Questions
● Should benefits be available to everyone or only to a 

select group?
● What would be the relative costs for each option?
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The Five-E Approach to Policy Analysis
The proposed Five-E model of  basic policy analysis 
for social welfare policy is as follows:

● How effective is the policy?
● How effi cient is the policy?
● Is the policy ethically sound?
● What does evaluation of  potential alternative 

policies reveal?
● What recommendations can be established for 

positive changes?

Figure 7.3 summarizes the Five-E approach. Policy 
analysis involves scrutiny of both the policy and the 
program implementation resulting from the policy.

How Effective Is the Policy?
Effectiveness involves the extent to which a policy 
accomplishes its goals. What are the outcomes of the 
policy? How well does the policy’s program imple-
mentation achieve its stated goals?

It is important to use critical thinking and ask 
questions to seek information. What are the pro-
gram’s strengths, on the one hand, and weaknesses, 
on the other (McInnis-Dittrich, 1994)? What empiri-
cal data are available to support program effective-
ness? What do benefi t recipients say about the policy 
and program implementation? Do workers adminis-
tering the program support its effectiveness?

Case Example Popple and Leighninger (2004) 
describe and analyze a policy concerning manda-
tory drug testing (e.g., a urine test) for people receiv-
ing public assistance.4 The basic idea is that people 
receiving public money should not be wasting it on 

Policy Analysis
We have discussed different value perspectives that 
shape social welfare policy. Examining a policy from 
a values perspective is one way of  understanding it. 
Another approach involves evaluating the appropri-
ateness and effectiveness of a social welfare policy, a 
form of  policy analysis. However, policy analysis is 
a broad term that can have many specific meanings. 
Some analyses are filled with complex flowcharts, 
graphs, and cost figures. Others are narratives that 
resemble a short story. Others reveal some combina-
tion of approaches.

Policy analysis can target how well a stated pol-
icy attains its goals, who should most likely benefi t 
from the policy, whether the benefi t type is appro-
priate, how effi ciently the program that implements 
the policy is fi nanced, or how the policy compares 
with alternative policies (Gilbert & Terrell, 2005; 
Haynes & Mickelson, 2003; Jansson, 2008). Policy 
analysis is conducted by specialists who carefully 
scrutinize policies and make recommendations to 
legislators for future policy changes. Policy analy-
sis is undertaken by social workers who evaluate a 
policy’s effectiveness with respect to clients. Finally, 
policy analysis can and should be undertaken by all 
citizens who are affected by a range of  policies and 
who, as voters, are responsible to provide input into 
policymaking.

For our purposes, policy analysis is a systematic 
evaluation of  how effectively a policy addresses 
the targeted problem or issue, meets people’s 
needs, and achieves its goals. Most of  the remain-
ing chapters in this book focus on programs that 
implement social welfare policy. The model of 
policy analysis proposed here provides one frame-
work from which you can evaluate for yourself  
how appropriate a policy is and how well its pro-
gram implementation works.

Effectiveness

Efficiency

Ethical considerations

Evaluation of alternatives

Establishment of recommendations for positive change

FIGURE 7.3  The Five-E approach to policy analysis for 
social welfare policy

4The case example, the arguments posed, and many of the questions 
raised are adopted from a policy analysis of the issue discussed on 
pp. 282–285 from P. R. Popple and L. Leighninger, The Policy-
Based Profession: An Introduction to Social Welfare Policy Analysis 
for Social Workers, 4th ed. (Boston: Allyn & Bacon, 2008).
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determined that testing welfare recipients for drugs 
for one year would cost at least $1.2 million. Addi-
tionally, the state would have to pour significant 
additional funds into providing treatment for 
recipients who tested positive. Needless to say, the 
Maryland legislature determined that the policy was 
too expensive and dropped it after 2 months.

Is the Policy Ethically Sound?
To what extent do the policy and the program imple-
menting it respect people’s rights to dignity, con-
fidentiality, and self-determination? Is the policy 
honest and straightforward in its stated intent? Do 
people who might be affected by the policy clearly 
understand it and its implications? Does it concur 
with current legal requirements?

Case Example We have already raised numerous 
ethical concerns, including violating individual rights 
and forcing innocent people to subject themselves 
to the demeaning process of  drug testing. Addi-
tionally, some questions have been raised regarding 
whether drug testing in this context is legal and con-
stitutional. How would you like it if  drug testing was 
required for you to go to school?

What Does Evaluation of Potential 
Alternative Policies Reveal?
To what extent does the policy under examination 
propose the best way to address the issue or solve the 
problem? Are there other more effective, efficient, 
and ethical policy approaches?

Case Example What other alternative policy 
approaches to the problem of  possible drug abuse 
by public assistance recipients might be proposed? 
One alternative is to limit the focus on the potential 
drug abuse of  welfare recipients and to concentrate 
on drug abuse prevention with respect to the general 
population. Saunders (1995) makes three recommen-
dations among others. First,  anti-drug prevention 
programs could be conducted on a large-scale basis in 
the schools. Second, community coalitions could be 
established to explore problems, provide community 
outreach to targeted groups such as those at great-
est risk of  drug abuse, and undertake major media 
campaigns aimed at prevention. Third, policymakers 
could “adopt policies that reduce the harm caused 
by  alcohol and drugs” and “eliminate policies that 
stress punishment to deter use. Such policies should 
emphasize the promotion and protection of  health 
and the prevention of disease” (pp. 2345–2346).

illegal drugs but should spend it on nurturing and 
supporting their children. An assumption is that 
people receiving assistance are likely to be irrespon-
sible and do “bad” things like use drugs.

Several states have opted to require drug testing 
for welfare recipients. For example, Maryland became 
the first state to require such testing for all public 
 assistance applicants. A state legislative committee 
approved a policy whereby anyone refusing the test 
would get no fi nancial benefi ts. People testing posi-
tive for drug use would be forced to enter an expensive 
drug rehabilitation program. And failure to cooperate 
fully in the program would result in decreased benefi ts 
to the recipient’s family.

How effective is the policy? What does effective-
ness in this context mean? Does testing reduce drug 
use? Do welfare recipients who test positive and enter 
treatment stop using drugs? No clear evidence exists 
regarding the results of testing recipients for drugs.

Research focusing on required drug testing for 
 workers in the general workplace reveals mixed fi nd-
ings. (Research reveals that 9.1% of  the population 
aged 12 or older in the United States abuse drugs 
[Straussner & Isralowitz, 2008].) One “study of 
63 Silicon Valley companies” found “that urine test-
ing reduces, rather than enhances, worker productiv-
ity” (Beaucar, 2000, p. 10).

Proponents of  drug testing for welfare recipients 
argue that forcing abusers to get treatment improves 
their ability to be productive citizens, as well as 
enhancing their own and their family’s well-being. 
Critics counter that such drug testing violates recipi-
ents’ privacy and forces them to endure a humiliating 
experience. Estimates of  recipients who abuse drugs 
range from 15% to 25%, depending on the source 
(Popple & Leighninger, 2008). (This compares with 
an estimated 6% in the general public.) However, a 
study in Louisiana, a state that also initiated drug 
testing for recipients, found that only 2% tested posi-
tive. Therefore, no hard evidence exists that most 
welfare recipients abuse drugs.

How Effi cient Is the Policy?
Efficiency concerns whether a policy and its imple-
mentation through a program are economical. To 
what extent does the policy address the problem or 
issue it intends to with the least expenditure of time, 
effort, and money?

Case Example Drug testing is very expensive, espe-
cially when conducted on a large population such 
as people receiving public assistance. Maryland 
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Social workers advocate on their clients’ behalf to 
obtain or improve service provision. This may or may 
not involve changing a policy. Rather, advocacy is an 
umbrella concept that includes a wide range of  sce-
narios. Advocacy might involve assisting a client in 
urging a landlord to make needed rental unit repairs. 
It can entail providing an argument to an agency 
administrator to make an exception to some rule 
on a client’s behalf. It also might mean advocating 
to improve a public assistance policy to provide ade-
quate benefi ts to clients or to expunge a policy that 
requires humiliating drug testing to receive benefi ts.

Advocacy in the policy arena, thus, is a more specifi c 
subset of advocacy. Jansson (2008) defi nes policy prac-
tice as “efforts to change policies in legislative, agency, 
and community settings, whether by establishing new 
policies, improving existing ones, or defeating the policy 
initiatives of other people” (p. 14). Policy practice may 
also involve advocacy on behalf of “relatively powerless 
groups, such as women, children, poor people,  African 
Americans, Asian Americans, Latinos, gay men and 
lesbians, and people with disabilities, [to] improve 
their resources and opportunities” (Jansson, 2008, 
p. 14). This is also referred to as policy advocacy. High-
light 7.4 profi les several people who pursued advocacy 
through policy practice at various times in history.

There are many ways that social workers and 
 others can pursue policy practice and advocacy. 
 Segal and Brzuzy (1998) explain:

Policy practice is within the reach of all social workers. 
It can be as basic as registering to vote and voting, 
or as involved as running a political campaign or 
even running for offi ce. The most important policy 
practice role is to become involved in one’s commu-
nity. Active participation in community affairs can 
open the way for involvement in local policy deci-
sion making, which may in turn lead to a national 
role. When greater numbers of social workers and 
social service agency clients become involved in the 
policymaking process, social welfare policies will 
become more responsive to people’s needs. (p. 261)

Advocating for policy or program implementation 
change—whether at the national, state, local, or agency 
level—can involve a number of approaches. At least 10 
methods exist that social workers can use to conduct 
policy practice and advocacy (Hepworth et al., 2002, 
2006; Kirst-Ashman & Hull, 2002, 2006, 2009):

1.  Persuade: In the policy practice context, persuasion 
is the process of  attempting to infl uence decision 
makers by presenting an argument or rationale for 

Burke (2008) raises questions concerning the cur-
rent trend of  spending money for enforcement, that 
is, reducing the supply of available drugs and arrest-
ing offenders. She indicates that there is no proof that 
supply has been reduced despite increased expendi-
tures toward that end. She also explains that the 2005 
cost to incarcerate a dealer or abuser for one year was 
approximately $22,000. She suggests that diverting 
money from incarceration to prevention and treat-
ment might be more effective. The active debate on 
how to approach the drug problem continues to rage.

What Recommendations Can Be Established 
for Positive Changes?
How can the current policy be amended so that it 
becomes more effective, efficient, and ethically 
sound? Or should this policy be eradicated and a 
new one developed to take its place?

Case Example We established that Maryland legis-
lators withdrew their policy on drug testing. Instead, 
they decided to require all public assistance applicants 
to undergo an extensive interview process by trained 
substance abuse counselors in order to discover ongo-
ing drug addiction. Apparently, the legislators felt 
that this was a positive change. However, this policy 
approach still is founded on the degrading assump-
tion that people receiving public assistance should 
somehow be subjected to scrutiny for drug abuse.

Policy Practice and 
Policy Advocacy
It is the responsibility of  social workers not only to 
analyze social welfare policies but also to strive to 
make changes when clients are inadequately served, 
treated unfairly, or could be better served. Schneider 
and Lester (2001) define advocacy as “the exclusive 
and mutual representation of  a client(s) or cause in 
a forum, attempting to systematically influence deci-
sion making in an unjust or unresponsive system” 
(p. 65). Hepworth and his colleagues (2006) elabo-
rate a bit by defining advocacy as the process of

working with and/or on behalf  of  clients (1) to 
obtain services or resources that would not other-
wise be provided, (2) to modify or influence poli-
cies, procedures, or practices that adversely affect 
groups or communities, or (3) to promote legislation 
or  policies that will result in the provision of much 
needed resources or services. (p. 428)
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HIGHLIGHT 7.4

Figures Pursuing Policy Practice and Advocacy in a 
Historical Context

Three cases reveal how social workers and other com-
munity advocates conducted policy practice and advo-
cacy to improve social conditions and service provision. 
In 1966 George Wiley led various social workers, clients 
receiving public assistance, “civil rights workers,” and 
assorted other welfare rights groups to take a stand 
against unfairness and inequity in public assistance pol-
icy and program implementation. Together, in 1967 they 
formed the National Welfare Rights Organization 
(NWRO), which planned and executed major welfare 
rights demonstrations (Day, 2006). Under Wiley’s lead-
ership, “the NWRO became an advocate for the poor in 
court, where it challenged welfare laws. The NWRO also 
appeared on behalf  of  the poor before congressional 
committees, again to promote welfare reform. The 
NWRO’s efforts were augmented by the volunteered 
legal services of  lawyers who shared the organization’s 
convictions and supported the welfare reform move-
ment. Many cases were argued and won before the 
Supreme Court, resulting in the expansion of the rights 
of those on welfare” (Jansson, 2009, p. 354). The organi-
zation “demanded publicity about welfare rights and 
benefits, information heretofore kept classified, and after 
extended struggles prepared and distributed handbooks 
on client rights to welfare mothers” (Day, 2006, p. 353).

Marian Wright Edelman provides another excellent 
example of  policy practice and advocacy. She gave up 
other career aspirations to become a much-needed civil 
rights lawyer in the 1960s. She handled many civil rights 
cases, especially helping students get “out of jail” after 
involvement in civil rights efforts (Jansson, 2009, p. 351). 
Driven by her strong beliefs in positive change and hard 

work, she endured many hardships including being 
intimidated by dogs and even being thrown in jail herself. 
One of her greatest accomplishments was the establish-
ment of  the Children’s Defense Fund (CDF) in 1973. 
This advocacy organization’s purpose was “to provide 
systematic and long-term assistance to children and ado-
lescents and to ensure that their needs are an important 
matter of  public policy” (Jansson, 2009, p. 351). Work 
involved grant solicitation from a range of sources and 
lobbying legislators for positive change. Issues included 
teen pregnancy, mental health, family support, and child 
care. This paved the way for further attention to the 
necessity of providing adequate child care for the nation’s 
children. In May 1996, over 3,000 organizations, along 
with the Children’s Defense Fund, sponsored a “Stand 
for Children Rally” in Washington, D.C. Then, in 1997, 
President Bill Clinton and his wife, Hillary, sponsored 
another major event, the White House Conference on 
Child Care (Trattner, 1999, p. 133).

A final example of  policy practice and advocacy 
involves the establishment of  the Political Action 
Committee for Candidate Election (PACE) by the 
 National Association of  Social Workers (NASW) in 
1976. PACE solicits information from political candi-
dates to establish their positions on social welfare 
 issues and determine the extent to which their stances 
comply with social work values and goals. It organizes 
NASW members throughout the country to support 
appropriate candidates, encourage social workers to 
run for office, solicits funds, and provides significant 
campaign donations (Myers & Granstaff, 2008; 
 Weismiller & Rome, 1995).

another point of  view. What  information might 
a worker give decision makers so that they might 
view the issue or problem from a different perspec-
tive that coincides more with social work values?

2.  Use complaint or grievance processes: These are 
“administrative procedures designed to ensure 
that clients or client groups who have been denied 
benefits or rights to which they are entitled get 
equitable treatment” (Kirst-Ashman & Hull, 2006, 
p. 453). Usually this involves an outside objec-
tive person or group making a decision  regarding 

whether rights or policies have been violated. Ini-
tiating a complaint or grievance process draws 
attention to an issue and forces an agency or gov-
ernmental unit to publicly make a determination 
regarding the complaint’s validity.

3.  Initiate legal action: This involves fi ling a lawsuit. 
As with following a formal complaint or griev-
ance process, pursuing this alternative brings an 
issue to public attention and forces a decision to 
be made. A downside of  legal action, however, is 
that it’s expensive.
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can also be educated by letter-writing and e-mail 
 campaigns concerning issues.

 8.  Provide decision makers with relevant information 
(Hepworth et al., 2002; Kirst-Ashman, 2002): 
Sometimes collecting signatures on a petition 
can emphasize that substantial numbers of  peo-
ple feel as you do.

 9.  Organize groups of clients affected by the policy: This 
can help to convey to decision makers the strength 
of a policy change appeal (Hepworth et al., 2002).

10.  Practice legislative advocacy: This is the pro-
cess of  influencing legislators to benefit some 
category of  clients. Some of  the approaches 
mentioned here (e.g., writing letters and work-
ing with other agencies and client groups) can 
be used to address issues in the political arena. 
The more people come together to raise issues 
and suggest policy changes, the greater the po-
tential impact on politicians. NASW’s PACE, 
described in Highlight 7.4, is an example of 
how an organization might undertake legisla-
tive advocacy. Lobbying—that is,  hiring individ-
uals (called lobbyists) who  attempt to infl uence 
legislators’ decisions and votes through direct 
communication—is another means of  conduct-
ing legislative advocacy. Highlight 7.5 introduces 
one other potential policy practice role for social 
workers—becoming a politician.

 4.  Form coalitions with other social workers and 
agencies: These can enhance political pressure 
(Hepworth et al., 2002). Greater numbers work-
ing together can wield greater political clout.

 5.  Provide expert testimony in formal settings: 
Doing this in courtrooms or community forums 
or before a legislature can help persuade deci-
sion makers. Hepworth and his colleagues 
(2002) explain that “[s]ocial workers may exert 
a powerful force in influencing the develop-
ment of  public policies or developing resources 
by speaking forcefully about clients’ problems 
and needs in the political and public arenas” 
(p. 453).

 6.  Gather information and supportive data to bol-
ster claims about issues and recommendations for 
change (Hepworth et al., 2002): Conducting sur-
veys and researching facts can provide persua-
sive information.

 7.  Educate pertinent community groups: This can be 
helpful in initiating policy change. Hepworth and 
his colleagues (2002) suggest that “all forms of 
the media should be considered, including press 
campaigns; telephone contacts; local television 
programs concerned with public issues; panel dis-
cussions at local, state, and national conventions; 
exhibits and speeches at meetings of  influential 
civic organizations” (p. 453). Relevant groups 

HIGHLIGHT 7.5

Focus on Another Policy Practice Role: Social 
Workers in Politics

Note that some social workers have also assumed polit-
ical roles. Pace (2006, Sept.) highlights six social work-
ers who ran and were subsequently reelected to national 
public office in the 2006 elections. These include one 
U.S. senator and five members of  the U.S. House of 
Representatives.

Then NASW Government Relations Manager Dave 
Dempsey indicated that such people “have not forgotten 
their roots as social workers”; he continued that 
“social workers who become politicians can bring their 
principles, values, ethics, knowledge, and skills to bear 
on social problems in a larger context than individual 
practice. . . . Virtually all the social worker  politicians 

that I’ve had a chance to talk to personally have made 
the point that social work skills fit the political process 
and environment beautifully” (Fred, 2004, p. 11). Social 
workers have skills that are readily adoptable to work in 
public office. These include “interpersonal skills, like 
active listening and conflict management and resolution 
and technical skills, such as program development and 
grant writing. Social workers also have knowledge in 
group dynamics, social systems and social policy, as 
well as possessing analytical and interactional skills” 
(Stoesen, 2007, Sept., p. 4).

Sen. Barbara Mikulski (D-Md.) provides an excellent 
example of  a social worker who became a successful 

(continued)
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Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following statements:

A Defi ne social welfare policy and agency policy.
Social welfare concerns the laws and regulations that 
govern which social welfare programs exist, what 
categories of  clients are served, and who qualifies 
for a given program. Social welfare programs are the 
implementation of social welfare policy. Agency pol-
icy involves standards adopted by organizations and 
programs that provide services and guide the provi-
sion of service.

B Explore the process of policy development.
Phases of policy development include recognition of 
society’s values about what is considered important, 
identification of  problems and needs that require 
attention, identification of  public opinion about 

an identified problem and people’s related needs, 
formulation of  a policy by legislators, implementa-
tion of  the policy through a social welfare program, 
and delivery of social services by social workers and 
other staff  in the context of social service agencies.

C  Identify the primary structural components of 
social welfare programs.

The five broad components to explore in order to 
understand any policy are (1) what people’s needs 
and the program’s goals are; (2) what kinds of  ben-
efits are provided; (3) what the eligibility criteria are 
to receive benefits; (4) how the program is financed; 
and (5) how the program is administered and run.

D  Explore the conservative–liberal–radical value 
continuum and examine how values affect 
policy development.

Conservatism is the philosophy that individuals are 
responsible for themselves, that government should 
provide minimal interference in people’s lives, and 

 politician. First elected as a U.S. senator in 1986, she “is 
one of  the highest-ranking social workers in the coun-
try’s political system” (Stoesen, 2007, Sept., p. 4). She 
has served as a long-term advocate for “seniors, women, 
and poor people”; she has composed legislation protect-
ing older adult couples from bankruptcy when one 
spouse has to enter a nursing home, pressed for “a pre-
scription drug benefit under Medicare,” written legisla-
tion requiring national “standards for mammograms,” 
and advocated for “legislation that gives uninsured 
women access to screenings and treatment for breast and 
cervical  cancer” (Fred, 2004, p. 11). She is currently a 
senior member of  the Senate Appropriations Commit-
tee.  Recently she strongly advocated that returning mem-
bers of the National Guard and Reserve receive the same 
care as returning active duty Soldiers (Senator Barbara 
 Mikulski, 2008).

Rep. Susan Davis (D-Ca.), one of the six social work-
ers reelected in 2006, provides another example of how 
a social worker can strive to affect national policy. She 
has “fought to regulate the dietary supplement industry 
and pushed for legislation requiring that health plans 
provide coverage for second medical opinions,” in addi-
tion to advocating for increased benefits for veterans 

(Fred, 2004, p. 11). Recently, she supported the Pre-
school Improvement Bill; she continues to support the 
current Social Security system without a privatization 
alternative (Congresswoman Susan Davis, 2008).

Nancy Humphreys, Director of  the Nancy A. Hum-
phreys Institute for Political Social Work at the Univer-
sity of Connecticut School of Social Work, em phasizes 
that social workers can play a wide range of  political 
roles; these include “observer, advocate, voter, lobbyist, 
campaigner, trainer, as well as elected official” (Stoesen, 
2007, Sept., p. 4). One doesn’t necessarily have to start 
off  by running for national office or the presidency. 
Political involvement can take many forms, although 
Humphreys emphasizes that social workers should keep 
their social work identity with its inherent value base 
(Stoesen, 2007, Sept.). Policy practice and political 
advocacy does not necessarily mean devoting oneself  to 
a new career. Even e-mailing or writing legislators or 
newspapers about important issues can help change or 
implement policy. There’s also potential for involve-
ment at local levels such as running for the local school 
board, city council, or town board. Actively supporting 
political candidates is still another avenue of  political 
involvement.

HIGHLIGHT 7.5 (continued)
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 “relatively powerless groups, such as women, chil-
dren, poor people, African Americans, Asian 
Americans, Latinos, gay men and lesbians, and 
people with disabilities” (Jansson, 2008, p. 14).

G  Identify various methods social workers can use 
in policy practice, including involvement 
in politics.

Social workers can develop and join advocacy orga-
nizations such as the National Welfare Rights Orga-
nization or Children’s Defense Fund. They can join 
political action committees such as NASW’s Political 
Action Committee for Candidate Election (PACE). 
Additionally, social workers can use persuasion with 
decision makers, use grievance processes, initiate legal 
action, form coalitions with others, provide expert 
testimony in formal settings, gather information to 
support their causes, educate pertinent community 
groups, provide decision makers with relevant infor-
mation, organize groups of  clients affected by the 
targeted policy, practice legislative advocacy, support 
political candidates, or run for political office.

H  Encourage critical thinking about what kinds of 
policies should be formulated.

Critical thinking questions were posed concerning 
whether cash or in-kind benefits are most beneficial 
to poor people, and the value of  universal versus 
selective service provision.

LOOKING AHEAD

This chapter provided a basic perspective on social 
welfare policy and the ways in which programs are 
implemented based on their policy foundation. The 
next chapter will discuss policies regulating the pri-
mary financial programs in the United States. Subse-
quent chapters will discuss various contexts in which 
workers practice, the populations with whom they 
work, and the policies and programs that govern 
what they do.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

that change is generally unnecessary. Liberalism, in 
contrast, is the philosophy that supports government 
involvement in the social, political, and economic 
structure so that all people’s rights and privileges are 
protected in the name of social justice. Radicalism is 
the philosophy that the social and political system as 
it stands is not structurally capable of  truly pursu-
ing social justice. Each value philosophy shapes how 
policies are developed in terms of individual respon-
sibility to take care of  oneself  versus governmen-
tal responsibility to oversee the population’s overall 
well-being.

The residual perspective, related to conservative val-
ues, conceives of social welfare as focusing on problems 
and gaps, with social welfare benefi ts and services sup-
plied only when people fail to provide adequately for 
themselves and problems arise. This is also related to 
the concept of selectivity, the idea that social welfare 
benefi ts should be “restricted to those who can dem-
onstrate need through established eligibility criteria” 
(Segal & Brzuzy, 1998, p. 13). The institutional perspec-
tive of social welfare, related to liberal values, in con-
trast, views people’s needs as a normal part of life. This 
is also related to the concept of universality, the idea 
that social welfare benefi ts should be equally available 
“to all members of society, regardless of their income 
or means” (Segal & Brzuzy, 1998, p. 13). Social poli-
cies, then, would be developed and services provided 
according to the value stance adopted.

E  Propose a model for analyzing a policy’s 
appropriateness and adequacy.

The Five-E approach to policy analysis is proposed 
involving the following questions: (1) How effec-
tive is the policy? (2) How efficient is the policy? 
(3) Is the policy ethically sound? (4) What does 
evaluation of  potential alternative policies reveal? 
(5) What recommendations can be established for 
positive changes?

F  Describe policy practice and policy advocacy.
Policy practice involves the “efforts to change poli-
cies in legislative, agency, and community settings, 
whether by establishing new policies, improving 
existing ones, or defeating the policy initiatives of 
other people” (Jansson, 2008, p. 14). Policy advocacy 
concerns the practice of  advocating for improved 
“resources and opportunities” on the behalf  of 

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  8
Policies and Programs 
to Combat Poverty

Think about these questions: 

● Do you know people who are poor?
● What does poverty mean to you?
● Where would you place yourself on the continuum ranging from poor to 

middle class to wealthy?
● Who is to blame for people being poor? Is it their own fault, or are they 

victims of unfair social conditions?

Now consider the following facts:

● In the United States, 10.6% of whites, 24.9% of African Americans, 25.4% 
of American Indians and Alaskan Natives, 11.1% of Asian Americans, and 
21.8% of Hispanics live in families with incomes below the poverty line; 
12.6% of the total population or almost 37 million people are poor (U.S. 
Census Bureau, 2007). (The poverty line is the annual cash income level, 
according to family size, that the federal government determines is necessary 
to maintain each individual or family at a minimal subsistence level.)

B
ru

ce
 A

yr
es

/S
to

ne
/G

et
ty

 Im
ag

es



204  Social Welfare Policy

● 17.1% of all U.S. children under age 18 and 10.1% of people age 65 or 
older are poor (U.S. Census Bureau, 2007).

● When considering race as a factor, 34.2% of African American children and 
27.7% of Hispanic children under age 18 live in poverty, whereas 13.9% of 
white children do (U.S. Census Bureau, 2007).

● The quality of living for the majority of Americans has been decreasing in 
recent years (Kornblum & Julian, 2007).

● The median (midpoint) household income in the United States is $56,194; 
26.9% of all households have incomes of less than $25,000, and 28.3% 
have incomes of $75,000 or more (U.S. Census Bureau, 2007).

● The median income for African American households is less than 58% and for 
Hispanic households about 67% of the median income for white households 
(U.S. Census Bureau, 2007).

● About 1% of all households in the United States have more than one-third of 
the wealth (Kornblum & Julian, 2007).

A huge and widening chasm exists between the wealthy and the impoverished, 
the “haves” and the “have-nots” (Kornblum & Julian, 2007, p. 189). This is true 
not only in the United States but also around the world, as Highlight 8.1 explains. 
This chapter explores the policies and programs designed to combat poverty in the 
United States.

Interestingly, although this chapter addresses policies formulating programs 
to combat poverty, there are many questions about their effectiveness. Do they 
 really combat poverty, or do they simply alleviate some of people’s most desperate 
needs?

Learning Objectives
A Recognize poverty as a global and national problem.
B Address race, gender, and single parenthood as variables related to 

poverty and the feminization of poverty.
C Describe special assessment issues concerning women and examine 

empowerment of women through consciousness-raising and a 
grassroots approach.

D Investigate proposed explanations for and the consequences of 
poverty.

E Explore the dynamics of homelessness in the United States.
F Emphasize the importance of empowerment for people living in poverty.
G Describe major social insurance and public assistance programs in the 

United States and address relevant policy issues concerning them.
H Appraise stereotypes about public assistance recipients.
I Review some aspects of the Canadian Child Tax benefi t program to 

refl ect an international perspective.
J Encourage critical thinking about resource and service provision to 

combat poverty.
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HIGHLIGHT 8.1 

International Perspectives: Poverty Is a Global Problem

The gap between rich and poor is dramatically increas-
ing not only in the United States but also all over the 
world. Kornblum and Julian (2007) report that 1.2 bil-
lion of  the 6.4 billion people on Earth are so poverty-
stricken that they must survive on $1 per day or less. 
They continue:

One-fifth of  the world’s people live in the richest 
 nations (including the United States), and their 
 average incomes are 15 times higher than those of 
the one-fifth who live in the poorest nations. In the 
world today there are about 160 billionaires and 
about 2 million millionaires, but there are approxi-
mately 100 million homeless people. (p. 188)

Johannesen (1997) emphasizes how individual 
 nations are no longer isolated and able to function 
 independently from each other:

Today we are more dependent on each other than 
ever before. Globalization is a consequence of 
 increased human mobility, enhanced communica-
tions, greatly increased trade and capital flows, 
and technological developments. In turn it has 
created opportunities for growth and development 
and permitted countries to share experiences and 
learn from each other. It also promotes a cross-
fertilization of  ideals, cultural values, and aspira-
tions. (p. 147)

Because of their growing interdependence, U.S. citi-
zens can no longer remain isolated and “safe” from 
global crises (Khinduka, 2008). Bibus and Link (1999) 
explain:

With an international perspective, it becomes clear 
that the well-being, income distribution, and social 
security of  people in one region are intimately 
 related to worldwide economic, environmental, 
political, health, and other forces. No one govern-
ment can enact social policies effectively without 
the  cooperation of other governments. For example, 
both the United States and the United Kingdom 
have embarked on strategies for welfare reform. . . . 
However, neither country, despite their status as 
economically developed and recently prospering, 
can assure their citizens that jobs with living wages 
and decent benefits for health care, retirement, or 
disability compensation will be available. Job mar-
kets in both countries are predominantly dependent 
on global market forces such as the prevailing wages 
for skilled or unskilled labor, the availability of 
 energy and fuel, and the movements of  multina-
tional corporations. (pp. 98–99)

Midgley (1997) emphasizes the importance of  pur-
suing economic survival and social justice from an 
 international perspective. Social justice, which involves 
equal treatment for all, is related to economic justice—
the distribution of  resources in a fair and equitable 
manner. He stresses “the urgent need” for the social 
work profession “to engage in political activism and 
to campaign more effectively on issues of  social jus-
tice. . . . If  social work is to fulfill its historic commit-
ment to helping oppressed ethnic minorities, the poor, 
refugees, and the victims of  HIV/AIDS, it must itself  
have the political potency to effect progressive social 
change” (p. 175).

Poverty in the United States
People living in poverty obviously have less access 
to resources and, therefore, greater need. We have 
proposed that poverty is the condition of  having 
 inadequate “money to buy things that are considered 
necessary and desirable” (Kornblum & Julian, 2007, 
p. 195). This concept is more complex than might be 
immediately apparent. What is considered “necessary 
and desirable” in Vietnam, Jamaica, or Morocco may 
be very different from what fulfills these criteria in the 

United States. Many people also expand the definition 
of  poverty to include a culture of poverty character-
ized not only by lack of economic resources but also 
by deprivation, low expectations for what life can give, 
lack of  hope for the future, and despair (Mooney, 
Knox, & Schacht, 2009).

When the U.S. government refers to poverty, it 
uses a designated formula focusing on the number 
of  persons living in a family or household and the 
amount of income that family receives. Note the dif-
ference between income and wealth. Income is the 
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 children aged 6 to 17 work outside the home (U.S. 
Census Bureau, 2007).

Upon further examination, racial differences 
emerge. Among individuals, 9% of  all white people 
who are not Hispanic are below the poverty line 
compared to 25.6% of  African Americans, 25.4% 
of  American Indians and Alaskan Natives, 22.4% 
of  Hispanics, 17.6% of Native Hawaiians and other 
 Pacifi c Islanders, and 11.5% of Asian Americans (U.S. 
 Census Bureau, 2007). We have already  established 
that the median income for all African American 
families is less than 58% and for Hispanic families 
almost 67% of the median income for all white fami-
lies (U.S. Census Bureau, 2007). African  American 
(27.1%) and Hispanic (23.9%) women are signifi-
cantly more likely to be poor than white women 
(11.9%) (U.S. Census Bureau, 2007). Similarly, 
34.2% of  all African American and 27.7% of  all 
Hispanic children are poor compared to 13.9% of 
white children (U.S. Census Bureau, 2007). Almost 
25% of white female-headed families are poor, while 
 almost 41% of African American and almost 44% of 
Hispanic female-headed households live below the 
poverty line (Renzetti & Curran, 2003). As a result, 
children living in single-parent families headed by 
women, especially women of color, are at greater risk 
of  poverty. All three of  these variables—race, single 
parenthood, and female family head— increase risk.

Is this disturbing news for you? What do you 
think are the reasons for such discrepancies?

The Feminization of Poverty
An important concept, the feminization of poverty 
refers to the fact that women as a group are more 
likely to be poor than are men (Brandwein, 2008; 
Burn, 2005; Figueira-McDonough, 2008).

Case Example Ginny, a divorced single mother 
of  three, isn’t making it. She doesn’t earn enough 
at her waitress job, even with Saturday night tips, to 
pay the rent and put enough food on her table. Her 
 baby-sitter has quit, and her sister-in-law says she 
can’t help out anymore. Now what? Ginny surely has 
no money to pay a new baby-sitter even if  she could 
find one. Ginny is frantic. Where will she go? What 
will she do?

Consider how the feminization of poverty may be 
involved here. We have established that women in gen-
eral earn less than men, even with equivalent educa-
tion and experience in the same fi eld, although women 
tend to enter fields with lower pay.  Additionally, 

amount of  money earned by family members in a 
year. Wealth is the accumulated amount of  money 
and other assets that makes up a person’s total 
worth; this includes cars, property, stocks, and any-
thing else of  value the individual or family owns. 
The U.S. government gauges poverty by focusing on 
 income because total wealth is too diffi cult to mea-
sure. It has established a poverty line intended to 
“specify the minimum amount required to support 
an average family of given composition at the lowest 
level consistent with standards of living prevailing in 
this country” (Orshansky, 1965, p. 214).

According to this measure, almost 37 million peo-
ple live in poverty in the United States (U.S. Census 
Bureau, 2007). White people, who have proportion-
ately greater numbers, make up most of  the poor 
population in the United States. However, as the 
U.S. Census Bureau data presented earlier suggest, 
people of color are much more likely to be poor.

Gender, Family Structure, and Race
Almost 58% of all women age 16 and over work out-
side the home (U.S. Census Bureau, 2007). In general, 
women earn about 75% of what men earn (Brandwein, 
2008). Discrepancies between men’s and  women’s 
 incomes exist regardless of  occupation (Shaw & 
Lee, 2007; U.S. Census Bureau, 2007). Women tend 
to be clustered in low-paying, supportive occupations 
such as clerical workers, teachers, and service workers, 
whereas men tend to be found in higher-paying occu-
pations such as managers, skilled blue-collar workers, 
construction workers, and engineers. Women are less 
likely than men to become doctors, dentists, or law-
yers (U.S. Census Bureau, 2007). With “equivalent 
work experience and skills, women are far less likely 
to get to the top of their professions or corporations. 
They are halted by unseen barriers, such as men’s 
negative attitudes to senior women and low percep-
tions of their abilities, motivation, training, and skills. 
This barrier has been called a glass ceiling” (Kirk & 
 Okazawa-Rey, 2007, p. 343).

Regarding family structure, over 26% of  house-
holds with children under age 18 are headed by sin-
gle women (U.S. Census Bureau, 2007). The median 
income of  female-headed families is about 41% of 
the median for families with two parents present 
(U.S. Census Bureau, 2007). Female-headed families 
are almost six times more likely to be poor than their 
married-couple counterparts (U.S. Census  Bureau, 
2007). Almost 73% of  single women with children 
under age 6 and almost 80% of  single women with 
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a means of  empowerment for women in groups.) In 
this case, it involves a serious examination by women 
of  themselves and their feelings about a range of 
 issues involving women. Using this approach, social 
workers can help women become aware of the issues 
engulfing them in their environment before these 
women take steps to address them.

Bricker-Jenkins and Lockett (1995) suggest that 
a basic approach for consciousness-raising entails 
helping women ask themselves a series of  questions 
and think about potential answers. Such questions 
involve critical thinking and might include these:

“Who am I?” What are my needs, my desires, my 
visions of a life that is safe, healthy, and fulfi lling?

“Who says?” What is the source of  my self-
 defi nition and that of my reality? Does it conform 
to my experience of self and the world?

“Who benefits from this definition?” Does it 
conform to my needs, my “truths”? Is it possible for 
me to live by these defi nitions? If not, . . .

“What must change, and how?” (p. 2535)

A social worker can help a woman answer these 
questions by focusing on and helping her define 
her self-worth, her values, and her treatment by the 
world. If  she determines that her treatment is unfair 
or inadequate because she is a woman, how can she 
make changes in her macro environment to receive 
better or fairer treatment?  Consciousness-raising 
thus can become a foundation of  empowerment. 
First, a woman explores herself. Next, she examines 
issues and appraises her status. Finally, she proposes 
plans to improve her life and her environment.

Case Example Jazlyn is a single mother of two chil-
dren, ages 2½ and 4. For the past few months, she’s 
been receiving public assistance through Temporary 
Assistance to Needy Families (TANF). She is about 
to begin a job training program in food services. One 
of her problems is finding adequate and flexible day 
care. Another problem is receiving court-mandated 
child support payments from her ex-husband, who 
can’t seem to hold down a job for very long. Still 
 another problem is the high rent on her tiny apart-
ment, given the shortage of  adequate affordable 
housing. Other problems are lack of a social life and 
difficulties in obtaining credit to buy a sorely needed 
new car. Her “ex” ruined her credit rating while they 
were married.

Alone, Jazlyn feels stuck. She views her problems 
as personal and individual. She tends to blame  herself  

 single women with children are at  increased risk of 
lower incomes and poverty. If  Ginny is a non-Asian 
woman of color, her risk is even greater.

In what ways might Ginny be the victim of 
 oppression? What aspects of  her situation decrease 
her  potential to maintain an adequate standard of 
living and provide for her family? What opportuni-
ties are unavailable to her? What support systems 
are lacking?

In addition to having a greater likelihood of  being 
poor, women are more likely to be primary caregiv-
ers for children and older adults than men, which 
can detract from their focus on career and making 
money. And they are victimized by specifi c kinds of 
violence, including sexual assault and domestic vio-
lence, rarely experienced by men.

As with other populations-at-risk and oppressed 
groups, social workers assess women’s problems 
and issues within the context of  their macro envi-
ronments. Often problems are identifi ed and goals 
defined with empowerment in mind. Sometimes 
planned changes focus on the individual; other 
times the focus is on the macro environment. 
Gutierrez and Lewis (1998) identify at least three 
approaches that assist in this assessment process: 
(1) using “a gender lens,” (2) using “empowerment 
through consciousness-raising,” and (3) thinking 
about a “grassroots, bottom-up approach” to chang-
ing communities (pp. 100–101). These principles 
help guide social workers’ analysis of  women’s posi-
tion within the macro social environment and pro-
vide clues for their empowerment.

A Gender Lens
Using a gender lens to view the plight of  women in 
the macro social environment assumes that sexism 
is relevant to the experiences of  many women and 
is the basis for many of  women’s difficulties. Such a 
gender lens emphasizes that women not only are part 
of  the larger community but themselves make up a 
community of women within that larger community. 
In essence, this establishes a new way of  looking at 
the world, with women and their issues becoming 
the focus (Hyde, 2008).

Empowerment Through Consciousness-Raising 
and Critical Thinking
Consciousness-raising is the process of  facilitating 
people’s understanding of a social issue with personal 
implications when there was little grasp of that issue 
before. (Chapter 3 discussed consciousness-raising as 
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problems. Together they can raise  issues and try to 
identify a plan of  action to address them. Specifi c 
questions to ask involve critical thinking and include 
the following:

● Should they form a social action group?
● Can community funds be directed to help sub-

sidize child care centers? Can Jazlyn and other 
local women establish their own center, pooling 
resources to pay for staff  and volunteering their 
free time to help cut costs?

● How can Jazlyn and other women not receiving 
child support from itinerant ex-husbands or 
partners obtain their fair share? Is there some 
community agency available to help them locate 
missing fathers and force payment? If  not, why 
not? Can such a service be developed?

● What about the lack of  adequate, reasonable 
housing? How can the community address this 
problem? Can community leaders help? Can 
private developers be encouraged or subsidized to 
build the housing community mothers need?

● Might community events be organized to fulfill 
the social needs of  single mothers and decrease 
their isolation? Can interested women form clubs 
or socialization groups to help them “get out” 
regularly? In a facilitator role, could Rochelle 
assist in establishing and coordinating such a 
group?

● How can Jazlyn and other community women 
work together to fi nd ways to establish credit? As 
a group, might they approach local banks and 
businesses to discuss the issue? Can processes 
be established to determine when credit prob-
lems are not their fault, but rather the fault of 
ex-spouses?

Poverty and Social Class
Sociologists, who study how societies are struc-
tured, tend to divide the population into categories 
of   social position based on the extent to which peo-
ple have access to the goods and services the society 
values. Another term for this categorization is social 
stratification. The population, then, is divided into 
social classes—“categories of  people who have simi-
lar access to resources and opportunities” (Macionis, 
2008, p. 512). People in the same social class share 
things in common such as educational and employ-
ment opportunities, access to health care, and ability 
to acquire material possessions.

 after the fact for making the “wrong  decisions.” 
 Jazlyn’s social worker, Rochelle, in a counselor role, 
can help Jazlyn think through these issues, identify 
 alternatives, evaluate their pros and cons, and develop 
a plan of action. Part of Jazlyn’s  consciousness-raising 
concerns her growing awareness that she is not alone, 
but rather shares the same plight with many other 
women. She can come to  realize that many things 
in her world are not her fault, but rather result from 
basic social conditions working against her. As an 
educator, Rochelle can provide information about 
resources, services, and tactics for macro change.

Empowerment Through a Grassroots, 
Bottom-Up Approach
The final facet of  empowerment involves proposing 
and working toward positive changes in the macro 
environment. A “grassroots, bottom-up approach” 
means that people at the bottom of the formal power 
structure, such as ordinary citizens, band together to 
establish a power base and pursue macro changes. 
Often the focus is on helping individual community 
residents strengthen relationships among themselves, 
develop shared goals, and establish coordinated 
plans to achieve these goals. The focus of  change is 
usually an issue that directly affects the community 
residents involved.

The common theme of women’s grassroots efforts 
is that women work together to initiate and imple-
ment change. Examples of  established grassroots 
organizations include the National Organization for 
Women, the National Women’s Political Caucus, the 
Women’s Action Alliance, and the Older Women’s 
League.

Another phrase often used for this approach is 
“the personal is political” (Gutierrez & Lewis, 1998, 
p. 101; Hyde, 2008). In other words, some problems 
and issues that tend to affect women on the basis of 
their gender go beyond the personal or the individ-
ual. Rather, such problems are structurally based, 
affecting many women. The implication, then, is the 
need for macro-level social change to improve condi-
tions and provide services.

Consider Jazlyn’s plight and the ways in which a 
social worker like Rochelle might help women  directly 
affected by circumstances and a lack of   resources 
pursue macro changes. As a mobilizer, Rochelle can 
discuss with Jazlyn and other clients having similar 
concerns how to join together and confront com-
munity leaders and politicians about their various 
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in support positions (for example, medical technolo-
gists, nurses, and legal and medical secretaries), semi-
professionals, and nonretail salesworkers” (Kendall, 
2007, p. 34).

Working-class people include blue-collar workers 
who perform manual and semiskilled jobs in indus-
trial settings or occupy lower-level service positions 
“(for example, day care workers, checkout clerks, 
 cashiers, and counter help in fast-food restaurants)” 
(Kendall, 2007, p. 34). On the whole, they receive less 
prestige and have less access to resources than the 
classes above them.

The working poor are those who assume  unskilled 
positions that might be seasonal, like migrant 
 agricultural workers, or work in jobs that receive the 
lowest pay; despite the fact that they’re employed, 
they often live paycheck to paycheck, just barely get-
ting by (Kendall, 2007, p. 34).

Finally, the chronically poor, about 20% of  the 
U.S. population who have only 3.6% of  the total 
U.S. wealth, have very few resources and have diffi -
culty fi nding adequate employment to support their 
families; these people live below the poverty level and 
 often have more debts than assets (Kendall, 2007).

Reasons People Are Poor
At least two major explanations have been proposed to 
explain the existence of poverty. They include “struc-
tural forces” operating in the economic and political 
systems, and individual factors (Rank, 2008).

Structural Causes of Poverty
One explanation for the existence of poverty involves 
structural factors in society. These concern how the 
social structure, shaped by economics and politics, 
fails to provide viable opportunities for everyone 
to find work. Three structural aspects are involved. 
These include economic, political, and discrimina-
tion based on race and gender.

Economic explanations for poverty focus on 
the structure of  the economy (Coleman & Cressey, 
1999). Poverty occurs when wages are too low and 
not enough adequately paying jobs exist for people 
to earn what they need to survive. Another struc-
tural concern related to poverty involves the escalat-
ing number of  technical jobs requiring specialized 
training. People without such training can be left 
behind. Still another factor contributing to pov-
erty is the increasing trend for industries to move 
from North America to other parts of  the world 

Nineteenth-century philosophers did much to shape 
the way we think about people and social class. Karl 
Marx, for example, viewed social class primarily as an 
economic phenomenon related to a person’s wealth. 
Max Weber expanded on this idea, claiming that a 
person’s social class is determined by status and power 
in addition to wealth. Status is one’s social standing 
and prestige in comparison to others. Power is the abil-
ity to move people on a chosen course to produce an 
effect or achieve some goal (Homan, 2008 ; Martinez-
Brawley, 1995). Status and power are related to privi-
lege and acclaim (CSWE, 2008b). Privilege entails 
special rights or benefi ts enjoyed because of  elevated 
social, political, or economic status. Acclaim is “enthu-
siastic approval or praise” (Nichols, 1999, p. 8). People 
who experience acclaim such as high-level politicians, 
 well-known professionals, and famous entertain-
ers maintain broad infl uence over what other people 
think. Subsequently, people with much privilege and 
acclaim have greater power to infl uence and control 
their  destinies and those of others.

As you know, people live in very different circum-
stances and experience dramatically diverse levels of 
status and power. Consider, for instance, a homeless 
man who has a mental illness and who lives under 
the basement-level steps in a six-story parking garage 
(that is, when police or custodial staff  don’t chase 
him away). His status, power, and life are radically 
different from those of  a physician who is also the 
administrator of  a large, prestigious research hospi-
tal next door and who parks his Porsche 911 in that 
same parking garage.

We might think of  our society as having several 
basic classes (Kendall, 2007). Upper-class people 
 include “investors, heirs, and executives” who have 
extensive wealth, power, and status; this includes the 
billionaire creators of a computer company, powerful 
politicians from wealthy families, “sports or entertain-
ment celebrities,” chief  executive offi cers (CEOs) of 
big corporations, and “top-level professionals” earn-
ing millions of dollars a year (Kendall, 2007, p. 34).

Upper middle-class people include “ professionals 
(for example, physicians and attorneys), business 
analysts, owners of  small businesses, stockbrokers, 
and corporate managers. These individuals generally 
do not own the means of  production but have sub-
stantial control over production and other workers” 
(Kendall, 2007, p. 34).

Middle-class people include “white-collar offi ce 
workers, middle-management personnel, and people 
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not true; poor people express attitudes, ideas, and 
motivation very similar to those of middle-class peo-
ple (Rank, 2008). So, why are they poor? One major 
difference involves their background and available 
opportunities from the day they’re born. Human 
capital, the “skills, education, and credentials” peo-
ple bring with themselves as they seek employment 
has critical consequences for their ability to get a job 
and for their economic success (Rank, 2008, p. 391).

Several variables contribute to having more or less 
human capital (Rank, 2008; U.S. Census Bureau, 
2007). First, the families of poor people simply have 
less money than the families of  rich people. There-
fore, the playing fi eld is not equal. Poor people start 
out behind. Fewer resources means decreased access 
to quality education and more lucrative opportunities. 
A second variable affecting human capital involves 
how poor people are more likely to originate in a 
 single-parent family. Single-parent families have fewer 
resources and generally earn less than families where 
both parents are present. Third, poor people’s fami-
lies are more likely to have greater numbers of  chil-
dren than richer families. This means that whatever 
resources are available must be spread around more 
thinly. Fourth, poor people are more likely to have 
some disability that affects their ability to work.

Regardless of  the cause, when a person starts 
out with disadvantages including a poverty-stricken 
environment, it’s tough “to get ahead.” Financial 
 resources, strong familial support, and positive role 
models all improve a person’s chances to succeed in 
work and maintain a good quality of life.

When thinking about impoverished children, sev-
eral home visits come to mind. At the time, I was 
working as a social work counselor in a day treat-
ment center for children and adolescents experienc-
ing emotional, behavioral, and academic problems. 
The center provided counseling and special educa-
tion for young people requiring special treatment but 
living in their own homes or with some other fam-
ily in the community. The following are three case 
 examples of children ensnared in poverty.

Case Example The first case involved a home visit 
with a 16-year-old client, Danielle, at the two-room 
apartment where she, her mother, and her little brother 
lived. I knocked, and Danielle invited me in. I noticed 
that the door into the apartment from the dark, dingy 
hallway didn’t quite shut tightly. The walls inside the 
tiny apartment looked grimy, with peeling yellowed 

where  production costs are cheaper because people 
are willing to work for less. The result, of  course, 
is decreased availability of  jobs here. The plight of 
many U.S. farmers poses yet an additional structural 
worry. If  farming costs soar here and imported food 
is cheaper, farmers are put out of  business because 
they can’t compete. Where, then, do they turn to 
make a living?

Political explanations for poverty emphasize that 
politicians shape social policies that, in turn, struc-
ture the existence of  poverty. Such policies can 
 decrease, maintain, or increase poverty (Coleman 
& Cressey, 1999). For example, decreasing levels of 
financial assistance, resources, and services avail-
able to poor people will likely increase the number 
of  poor and the depths of  their poverty. Similarly, 
increasing the tax rate for people in the working and 
lower classes, while decreasing the rate for people in 
the middle and upper classes, will also increase the 
likelihood that people in lower classes will be poor.

The third structural feature that encourages pov-
erty involves racial and gender discrimination. Con-
siderable research has established that our  society 
reflects significant “economic, social, and politi-
cal discrimination” based on variables of  gender 
and race, especially for the African American and 
Hispanic populations (Rank, 2008, p. 391). Racial 
segregation in communities often results in the con-
centration of people of color in poor urban environ-
ments with few resources (Rank, 2008).

Gans (1971) proposes that the wealthy fi nd that 
having a social class of  poor people is useful. First, 
poor people can do the “dirty work” for rich people 
that the latter don’t want to do. Poor people are more 
willing to take service jobs, jobs requiring hard labor, 
or those posing danger than their richer counter-
parts. Second, having a poor social class emphasizes 
that the wealthy are higher in the social structure. 
It reinforces their higher status and allows them to 
look down on classes below them.

Individual Factors Causing Poverty
As earlier chapters pointed out, there has been a his-
torical tendency of blaming the victim when talking 
about poverty (Rank, 2008). In other words, it’s the 
idea that if  a person is poor, it’s his or her own fault. 
This line of  thinking blames poor people. It implies 
that they must have the wrong attitude about work, 
must not be motivated, and must not be trying hard 
enough. Substantial research indicates that this is 
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those around him would forget he was there. Like 
Danielle, he lived with his mother, a single parent 
who busied herself  with her own life and relation-
ships, and so was rarely home. Mike treasured an old 
broken camera he said his father had given him long 
ago. Mike’s dream was to travel from his Midwest-
ern home to Utah, where he thought his father lived 
with a new family. However, he had not had any con-
tact with his father for over 7 years.

Mike grasped ideas quickly and had a perceptive 
sensitivity concerning others’ feelings. I felt that Mike 
was clearly “college material.” When I  approached him 
about the possibility, he chuckled and then quickly 
apologized because he didn’t want to offend me. He 
explained, “Are you kidding? Me? Go to college? How 
could I ever go to college? I’m so far  behind. Who 
would ever pay for it?” I couldn’t respond because I 
didn’t know the answer. What options were realisti-
cally open to Mike? What real chances did he have to 
“get ahead”?

Case Example One other example, from the same 
treatment center, was Rosalie, age 13 going on 23. 
Rosalie looked like an attractive grown woman. 
She wore lots of  makeup and expensive clothes. 
Although she supposedly lived with her mother, who 
had a cognitive disability, she usually resided with 
other people. Rosalie’s attendance at the treatment 
center was spotty at best. She was too busy at night 
in her job as a prostitute. At that she made very good 
money and could afford many more things than her 
peers. She returned one Monday with a noticeable 
 increase in bust size. She said one of her friends had 
taken her to a special clinic for implants, but it prob-
ably was her pimp. Eventually, Rosalie quit the cen-
ter and disappeared. Her perceptions of  the future 
her teachers and social workers offered her could not 
compete with the concrete rewards she was getting 
from her life on the streets.

The Importance of Empowerment
One way of  looking at poverty involves under-
standing how difficult it can be for people with few 
 resources and little support to break through into a 
higher social class. Few or no role models may exist. 
People who experience frequent failure and depriva-
tion may quit trying to achieve in the system. Why 
try if  there’s no hope? This is the reason the concept 
of  empowerment is so critical. People in poverty 
must be empowered to see that change is possible. 

wallpaper. I stood there for a moment until Danielle 
asked me if  I’d like to sit down. This was perplexing 
because the only furniture in the room was a shabby 
table and a twin bed. For lack of  other options, I 
sat down on the bed, as did Danielle. There we dis-
cussed the business for which I had come, involving 
Danielle’s progress and future plans. I noticed the only 
other items in the two rooms were an old 18-inch tele-
vision on the table, two mattresses on the floor with 
some bedding on top in the other room, and eight 
brown paper bags filled with what looked like clothes 
or rags. They apparently shared a bathroom down the 
hall with some other tenants. Her mother and brother 
were nowhere to be seen; in fact, her mother, a cocaine 
addict, was rarely around.

Danielle had a dream of  marrying one of  the 
many men 10 to 20 years her senior with whom she 
was having sex. Her vision included living in a neatly 
painted white house surrounded by a white picket 
fence in a well-to-do neighborhood and living hap-
pily ever after. She balked when I gently questioned 
how realistic that picture was. I presented to her other 
potential alternatives such as finishing school and 
getting a job. (A higher level of  education is clearly 
related to higher income later in life.) But Danielle 
was several years behind her grade in school and 
was not much motivated to achieve in that area. She 
didn’t understand what purpose  academic achieve-
ment had. No one in her family, or her neighborhood 
for that matter, had ever thought much of school. It 
hadn’t seemed to do any of them any good. Instead, 
she was hoping to find some Prince Charming to 
save her and care for her. The adult boyfriends she 
described didn’t sound much like Prince Charming 
to me.

It was much more diffi cult for Danielle to climb out 
of poverty than it had been for the students I had known 
in my middle-class high school, which boasted a strong 
academic program and active parental  involvement, to 
survive and prosper. There, the majority of students 
simply assumed they would go to college. The main 
concern for many was whether they would get into one 
of the exclusive eastern private schools.

Case Example Another young person living in pov-
erty was Mike, an exceptionally bright 14-year-old 
who attended the day treatment center. Mike found 
life depressing and tried to escape through drugs. 
He simply withdrew, caused virtually no problems 
 (except failure to perform in school), and hoped that 
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FOCUS ON CRITICAL THINKING 8.1

What Is It Like to Be Poor?1

What kind of  background do you come from? How 
would you describe it in terms of  having adequate 
resources to grow, develop, and thrive? Do you come 
from a middle- or upper-class family in which resources 
were plentiful and you had lots of “stuff”? Or did your 
family have difficulty scraping by and paying essential 
bills on time?

Poor people must make hard choices regarding what 
things they can possess or what activities they can pur-
sue. There’s little room for luxury.

Critical Thinking Questions
Of the following items, which do you feel are absolute 
necessities for your daily life? Which could you live 
without? How would you prioritize them in order of 
importance? What would it be like to be poor and 
forced to make hard choices? What would it be like to 
have to live without?

A home that you or your family own
A room of your own
A home or apartment that your family rents
A single room where you and your family can stay
A working kitchen along with a range of utensils
A plug-in electric frying pan
Electricity

Heat
Air conditioning
Three meals a day that are nutritionally well 

balanced
Three meals a day of macaroni and artificial cheese
A private shower with hot water
Running water
Access to a communal water supply
A washer and dryer
A good job that pays adequately or well
A minimum-wage job
Health insurance
Dental insurance
Nice clothes
Two changes of old clothes
A cell phone
A new car
An old broken-down car
A digital plasma surround sound home theater 

system
A 13-inch TV
A PC-based TiVo with DVD burner
A Gamer Infinity Ultimate PC with core 2 Extreme 

QX6850 quad-core with overclock to 3.66 GHz 
and 2x NUIDIA GF 9800 GXT 512 MB video

A Walmart discount special PC

They must be provided viable options and credible 
hope.

Focus on Critical Thinking 8.1 explores what it 
might be like to be poor.

Consequences of Poverty
The impacts of  poverty are devastating and far-
reaching, affecting virtually all areas of  life. Among 
them are health care, education and jobs, housing, 
and criminal justice issues (Henslin, 2008; Korn-
blum & Julian, 2007).

Health Care
It’s no newsflash that health care is expensive. Most 
low-paying jobs don’t provide health insurance or 

many other benefits. Escalating health care and 
health insurance costs prohibit many people from 
purchasing coverage themselves. Over 15% of  all 
U.S. citizens are not covered by health insurance; 
almost 11% of  all U.S. children are without health 
care coverage (U.S. Census Bureau, 2007).

Included among people who have some form of 
health insurance coverage are recipients of Medicare 
(a form of  social insurance) or Medicaid (a form 
of  public assistance based on need), both described 
later in the chapter. Many other people may have 
only partial health insurance coverage that might 
cover only catastrophic illnesses, exclude any num-
ber of  conditions, or have exorbitantly high deduct-
ibles. Insurance premiums for such policies generally 

1The idea for this is derived from Burger and Youkeles (2000, p. 313).
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Macionis, 2008). Less-educated people get lower 
 paying jobs, experience less job security, receive fewer 
employment benefi ts, and fi nd it much more diffi cult 
to become economically successful (Kornblum & 
Julian, 2007; U.S. Census Bureau, 2007).

Henslin (2008) elaborates:

Unlike the career paths that are open to the chil-
dren of  the middle class and the rich, the low-
paying jobs of  the working poor lead nowhere. 
Because workers are often laid off  from these 
dead-end jobs, their incomes, already low, are 
erratic. During unemployment, they have to cope 
with the complex bureaucracies of unemployment 
insurance, welfare, and other social programs that 
are designed to carry them along. Such experiences 
add to the stress of  lives that are already filled 
with anxiety. (p. 218)

Housing
Poor people experience poor housing conditions. 
Henslin (2008) explains:

Most of  the poor live in substandard housing. 
Many rent from landlords who neglect their build-
ings. The plumbing may not work. The heating 
system may break down in winter. Roaches and 
rats may run riot. And, unlike mortgage payments, 
the monthly rent does not build up equity in a 
home. (p. 218)

Note that poor people also don’t have the buf-
fer of  money necessary to get into good housing. 
Renting attractive housing not only requires a high 
monthly rental price but also one or more months’ 
rent in advance for a security deposit.

Many people can’t afford rent at all. Highlight 8.2 
explores homelessness in the United States.

Criminal Justice Issues
Henslin (2008) explains the differential treatment 
 experienced by homeless people in the criminal jus-
tice system:

The poor are also given a different walk through 
the halls of  justice. . . . Their life experiences 
make them more likely to commit robberies and 
assaults, crimes that are especially visible and for 
which offenders are punished severely. White-collar 
crime may be more pervasive and costly to society, 
but it is less visible and carries milder punishments. . . .  

cost less than policies that provide more extensive 
benefi ts. Note that the highest rate of  those with no 
health insurance (29.3%) involves people ages 18 to 
24; the second highest rate (25.7%) concerns peo-
ple ages 25 to 34 (U.S. Census Bureau, 2007). Peo-
ple whose resources fall below the poverty line are 
the least likely to have health insurance; 30.6% of 
them have no coverage (U.S. Census Bureau, 2007).

Kornblum and Julian (2007) explain:

By almost every standard, the poor are less healthy 
than the rest of the population. For example, the 
mortality rates for poor infants are far higher than 
those for infants in more affl uent families, and poor 
women are much more likely to die in childbirth. 
Poor women are also far more likely to give birth to 
their children in a municipal hospital. Inadequately 
housed, fed, and clothed, the poor can  expect 
to be ill more often and to receive less adequate 
treatment. (p. 206)

One noticeable health issue often affecting the 
poor involves dental health. People who can’t  afford 
health insurance that may involve life or death  issues 
surely can’t afford dental insurance or expensive 
 uninsured trips to the dentist to maintain their teeth 
and gums.

Education and Jobs
“In every respect, poor children get less education than 
those born into more affluent families” (Kornblum 
& Julian, 2007, p. 207). Henslin (2008) reflects:

Although public schools are supposed to give all 
children an equal opportunity to succeed, the 
poor are at a disadvantage. Because our schools 
are supported by property taxes, and property in 
poorer areas produces less taxes, the schools that 
the poor attend have smaller budgets and often 
outdated textbooks and inexperienced teachers 
who are paid less (Kozol, 1999). This, of  course 
is common knowledge, and everyone knows how 
 superior the schools are in the areas where the rich 
live. (p. 218)

Other facts regarding education that characterize 
poor people produce life-long effects on their quality 
of  life. Poor people are more likely to drop out and 
not graduate from high school (Kornblum & Julian, 
2007; Macionis, 2008). They are also then much less 
likely to attend college (Kornblum & Julian, 2007; 
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HIGHLIGHT 8.2 

Homelessness in the United States

A homeless person is defined as one who “lacks a fixed, 
regular, and adequate nighttime residence,” or who sleeps 
in a temporary shelter for people without adequate resi-
dence or in a place (e.g., an abandoned building) not 
 intended for the purpose of sleep (U.S. Department of 
Housing and Urban Development, 2007). In other 
words, homeless people are those who “live primarily on 
the streets” (Macionis, 2008, p. 41). Because many home-
less are transient or, sometimes, temporarily homeless, 
it’s difficult to determine the exact number of homeless 
people. One study indicated that about 840,000 people in 
the United States are homeless at any given point in time; 
2.5 million to 3.5 million, including 1.35 million children, 
are homeless at some time within the course of  a year 
(Figueira-McDonough, 2007; National Law Center on 
Homelessness and Poverty, 2004).

Who Are the Homeless?
Homeless people are “the poorest of the poor” (Karger & 
Stoecz, 2006, p. 432). Figueira-McDonough (2007) 
 describes the homeless population according to the data 
from one study (Burt, 2002):

A third of the homeless have completed high school, 
and 44 percent have worked during the previous 
month. These characteristics suggest a modicum of 
sta bility among at least some of  the homeless 
population.

Still, in another one-third of the cases, homeless-
ness was attributable to the loss of work or the failure 
to pay rent. Access to health [care] and food was very 
poor, the frequency of  spells of  homelessness was 

high, and their duration was protracted. Education 
among the homeless with children was lower than for 
the whole sample, and so was their labor force par-
ticipation while homeless.

There are clear differences between men and 
women with children. Men are four times more 
likely than women to be accompanied by their 
spouses or partners, and they are more than three 
times less likely to have access to health care.

The homeless with children have greater access 
to emergency housing and Food Stamps than oth-
ers. Yet they report levels of hunger similar to those 
experienced by those without children. Finally, the 
causes of  homelessness are different for males and 
females with children. Failure to meet rent pay-
ments drove over one-third of  the men into home-
lessness, while domestic abuse was a major cause for 
18 percent of the women. (p. 70)

Karger and Stoecz (2006) raise concerns regarding 
the increasing number of  homeless youth who may 
comprise as great as 3% of  urban homeless people. 
Many come from turbulent or abusive home environ-
ments. Some research indicates that 25% had been in 
foster care. Many on the streets resort to exchanging 
sex for money in order to survive. Because of  this, it is 
estimated that they may have a 2 to 10 times greater 
risk of contracting HIV/AIDS.

What Causes Homelessness?
Because homeless people are poor, some of  the causes 
of homelessness are related to causes of poverty. Struc-
tural causes of  homelessness include unavailability of 

When the poor are arrested, they lack the resources 
to hire good lawyers to defend themselves. Often, 
they cannot even post bail. (p. 218)

Focus on Critical Thinking 8.2 addresses residual 
versus institutional perspectives on poverty and its 
related issues. It urges you to explore which views 
you hold.

Social Welfare Policies 
and Programs
Chapter 6 established that the Social Security Act 
of  1935 was one of  the most significant pieces of 

legislation shaping social welfare policy during the 
last century. It established programs in three major 
categories:

 1. Health and welfare services: Services provided to 
people including foster care, adoption, protec-
tive services, activities for “older adults, maternal 
and child health services, . . . public health activi-
ties,” and a range of other public programs (U.S. 
 Census Bureau, 2007, p. 345).

 2. Social insurance: Financial benefi ts provided to 
people “to provide protection against wage loss 
resulting from retirement, prolonged disabil-
ity, death, or unemployment, and  protection 

(continued)
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HIGHLIGHT 8.2 (continued)

adequate low-rent housing, increased numbers of 
 single-parent families, increased unemployment and 
 inadequate numbers of  jobs, decreased salary levels as 
industries move overseas and low-paying service jobs 
increase in number, and inadequate care of people with 
mental illness who have been released from institutions 
into the community (discussed further in Chapter 13) 
(Wong, 2008). Individual factors that increase the like-
lihood of  homelessness include mental illness, alcohol 
and other drug addiction, “domestic violence, and 
 experience of  foster care and other traumatic events 
during childhood” (Wong, 2008, p. 380).

Solving the Homelessness Problem
How can we solve the homelessness problem? The 1987 
McKinney-Vento Homeless Assistance Act at least 
 began to address the problem by creating over 20 pro-
grams to address the issue. These included programs 
providing grants to establish emergency shelters, incen-
tives to develop transitional housing and single-room 
occupancy (SRO) dwellings, and other supportive 
services. A 1990 amendment mandated that homeless 
children be able to attend school even when prior edu-
cational records and verification of  residency are 
 unavailable. However, considering the fact that home-
lessness is still an extensive problem, this legislation has 
not been enough.

Solving the problem would require major struc-
tural changes in addition to addressing individual 
needs. Affordable rental housing should be increased; 
housing development takes money at the outset, but 
research indicates that expansion of  such resources is 
cost-effective in the long run (Wong, 2008). Hartman 
(1987) also recommends refurbishing abandoned 

housing in urban settings to provide low-cost housing, 
conserving SRO lodging, legally requiring local gov-
ernments to provide shelter for their homeless popu-
lations, and establishing viable community alternatives 
for people suffering from mental illness. Issues of 
homeless people should also be addressed at the indi-
vidual level by providing services people need to func-
tion independently. Services might include outreach 
to homeless people in the community, provision of 
brokers and case managers to link them with the ser-
vices they need, and assistance in finding jobs (Wong, 
2008). Funding needs to be diverted to help people 
get back on their feet, or keep from slipping in the 
first place.

Karger and Stoecz (2006) conclude:

Homelessness cannot be eradicated without basic 
changes in federal housing, income support, social 
services, health care, education, and employment 
policies. Benefit levels for these programs must be 
made adequate; the erosion of  welfare benefits 
must be stopped; residency and other requirements 
that exclude homeless persons must be changed; 
and programs (including outreach) must be made 
freely available to the homeless and the potentially 
homeless. Moreover, a real solution to the home-
less problem must involve the provision of  per-
manent housing for those who are currently or 
potentially homeless. Federal programs and legis-
lation should be coordinated and expanded to 
provide decent, affordable housing, coupled with 
needed services, for all poor families. Finally, both 
the states and the federal government should inter-
vene directly in the housing market by controlling 
rents, increasing the overall housing stock, limiting 
speculation [e.g., converting SRO hotels into con-
dos for wealthy urban residents], and providing 
 income supports. (pp. 436–437)

against the cost of  medical care during old 
age and  disability” (U.S. Census Bureau, 2007, 
p. 343).

 3. Public assistance: Financial and in-kind (services 
or goods versus cash) benefi ts provided to people 
who can’t support themselves.

Chapter 6 also introduced divergent principles 
governing social insurance and public assistance, the 
two categories of  programs discussed in this chapter. 
(The third category, health and welfare services, will 
be covered in subsequent chapters that address var-
ious fi elds of  social work  practice.)  Social insurance 

is considered people’s right  because workers and 
their employers pay premiums while they work. 
 Insurance protects people in the event of  harm or 
loss. For example, you buy car insurance so that if  
you crash your car the insurance pays for repairs 
and any legal costs. Like other types of  insurance, 
social insurance covers risks assumed while work-
ing, such as unemployment, injury, or illness, and 
inevitable conditions such as old age or death. 
 Financial benefi ts are provided when such condi-
tions occur. People receiving social insurance ben-
efits work and pay premiums, so the benefits for 
them and their families are considered their right.
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FOCUS ON CRITICAL THINKING 8.2

Residual versus Institutional Perspectives on Poverty

Earlier chapters established that the residual perspec-
tive on social welfare maintains that individuals are 
 ultimately responsible for securing their own personal 
well-being. It’s people’s own fault if  they’re poor. Soci-
ety should only step in to provide resources when major 
problems arise. Then such provision should only be 
temporary until individuals get themselves back on 
their feet and can take care of themselves.

The institutional view of social welfare, on the other 
hand, views people’s needs as an ongoing part of  life. 
Society has the responsibility to support its members 
and provide needed benefits and services. It’s not peo-
ple’s fault that they require such services but rather an 
expected part of  the human condition. In other words, 
people have the right to receive benefits and services on 
a continuous basis. It’s society’s responsibility to 

 address the problems of poverty and take care of  poor 
people.

Critical Thinking Questions
● What do you think are the reasons for poverty in the 

United States?
● To what extent do you feel it is the government’s 

 responsibility to alleviate poverty?
● To what extent do you feel that it is the fault of poor 

people that they are poor?
● What resources and services do you feel the govern-

ment should provide citizens? Under what circum-
stances should they be offered? Explain.

● Do your views coincide more with the residual or 
 institutional perspective on social welfare and pov-
erty? Explain.

Public assistance, in contrast, is based on need. 
When people are unable to support themselves, the 
government provides fi nancial benefi ts to help them 
do so. People receiving public assistance benefits 
never paid premiums, as did people collecting social 
insurance benefits. Therefore, many people believe 
that public assistance is not people’s right and resent 
the fact that people need and get it. Public assistance 
is often derogatorily referred to as “welfare”—for 
 example, TANF, which replaced Aid to Families with 
Dependent Children (AFDC) in 1996.

Note that terms can be confusing because they are 
used in different ways. Chapter 1 defi ned social  welfare 
broadly as the general well-being of  all people in a 
society. This is quite different from what most people 
mean when they refer to people “on welfare.” Com-
mon negative conceptions about public assistance and 
its recipients are examined later in the chapter.

Both social insurance and public assistance are 
considered income maintenance programs. Such pro-
grams provide people with enough money, goods, 
and services to preserve an adequate standard of liv-
ing and quality of life.

Figure 8.1 identifi es some of  the social programs 
under the U.S. social welfare system’s social insurance 

and public assistance umbrellas. These refl ect only 
a few examples of  the many programs in the huge 
 social welfare system.

Social Work Roles
Social workers may or may not work in social service 
agencies implementing the programs this chapter dis-
cusses. However, they will most likely work with cli-
ents who are concerned about financial matters and 
who receive benefits from these programs. Therefore, 
brief overviews of major  social insurance and public 
assistance programs are provided. Note that it’s also 
important for you as an individual to understand these 
systems because, on a personal level, sooner or later 
they will probably impact you, your parents, and other 
older relatives.

Social Insurance Policy
The primary social insurance programs in the United 
States include Old Age, Survivors, Disability, and 
Health Insurance (OASDHI); unemployment insur-
ance; workers’ compensation; and Medicare.
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 insurance, people are eligible to receive benefits 
only if  they contributed an adequate part of  their 
earnings  according to established financial formu-
las. OASDHI, initially created by the Social Secu-
rity Act of  1935, is the nation’s most extensive social 
program, covering 95% of  all workers; 49 million 
people receive Social Security checks each month 
(Social Security Administration, 2007). Benefits are 
administered by the Social Security Administration 
(SSA). Each major facet of  OASDHI and Medicare 
is described briefly.

Old Age, Survivors, Disability, 
and Health Insurance
The term Social Security, commonly used in the 
United States, is the program that provides finan-
cial benefits to workers who are retired or have a 
disability, their spouses or dependent children, 
and designated survivors of  workers upon their 
death (Kingson, 2008). Social Security includes 
the  financial benefits provided by Old Age, Survi-
vors, Disability, and Health Insurance and Medi-
care. Because these programs are types of  social 

FIGURE 8.1  Social insurance 
and public assistance
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Survivors Benefi ts
Survivors of  Social Security beneficiaries may also 
receive some portion of that recipient’s benefits after 
his or her death if  these survivors fulfill designated 
requirements. For example, widows and widowers 
“must be 60 years of age or older. They must be cur-
rently unmarried or have remarried after age 60 years 
to qualify” (Whiteman, 2001, p. 28). Similarly, “unmar-
ried children of an insured worker who are less than 
18 years of age, or less than 19 years of age if they are 
attending elementary or high school full-time, are eli-
gible for survivors benefits” (Whiteman, 2001, p. 29).

Unemployment Insurance and 
Workers’ Compensation
Unemployment insurance and workers’ compensation 
were also established by the Social Security Act of 
1935. Although they are social insurance programs, 
they are usually not considered part of Social Security 
as such. The intent of  these programs is to “provide 
cash benefits to workers as partial replacement of 
lost earnings. Unemployment compensation [insur-
ance] covers workers who have lost their jobs, whereas 
workers’ compensation covers individuals who are 
prevented from working as the result of a job-related 
disease, disability, or accident” (Jones, 1995, p. 2413).

Financing for unemployment insurance comes 
from a tax employers must pay based on a compli-
cated formula involving their employees’ wages. There 
are general federal mandates for how this is done, yet 
states also can dictate many specifi cs such as who is 
eligible and how long benefi ts are provided. Eligibility 
criteria emphasize that workers may not receive unem-
ployment insurance if  they’ve lost their job through 
any fault of their own; the focus is on losing jobs for 
economic reasons such as industrial cutbacks or lay-
offs (Nackerud, 2008). Payments are based on some 
percentage of income over the past year and are time-
limited, usually to 26 weeks (Nackerud, 2008).

Funding for workers’ compensation is totally 
different and varies from state to state. Most states 
require employers to purchase insurance to cover 
injured workers (Terrell, 2008). As with other forms 
of  social insurance, establishing eligibility for bene-
fi ts is complex. A major issue involves whether inju-
ries are really work-related, which is often diffi cult to 
prove; for example, some claim that carpel tunnel syn-
drome (characterized by weakness, numbness, or pain 
in the wrist and hand, its cause often blamed on doing 

Retirement Benefi ts
Workers contribute 6.2% of  their income, with 
employers matching another 6.2%, to Old Age and 
Survivors Insurance and Disability Insurance. Work-
ers pay these fees on income up to $102,000 in 2008 
(SSA, 2008). The maximum ceiling of income changes 
each year. People are eligible to receive benefits if  
they are 62 or older, but they can receive full benefits 
only at age 65 or older. In the future, the minimum 
age to receive full benefits will increase to 67. In 2008 
full retirement age was 65 years and 10 months with a 
maximum benefit of  $2,185 (SSA, 2008). Whiteman 
(2001) explains that “a complex set of factors includ-
ing lifetime average earnings, age of  retirement, and 
inflation factors determine the cash benefits that a 
person receives. . . . After a person begins receiving 
benefits, the Social Security Administration adjusts 
them each year to reflect changes in cost of  living” 
(pp. 22–23). Because the eligibility requirements are 
highly complicated and complex, it’s beyond the 
scope of this book to describe them in detail.

There has been much debate in recent years regard-
ing the future of Social Security, especially with respect 
to retirement. Chapter 10 will review some of the issues 
as a major area of concern for people as they age.

Note that family members of  retired or disabled 
Social Security benefi ciaries may also receive bene-
fi ts if  they satisfy designated conditions. For exam-
ple, family members including “an aged spouse, 
children, or a spouse taking care of a child under age 
16 or disabled before age 22” may each receive some 
amount of benefi ts if  they fulfi ll the required criteria 
(Tracy & Ozawa, 1995, p. 2188).

Disability Benefi ts
Kingson (2008) explains eligibility for disabil-
ity benefits. Workers are eligible for disability ben-
efits 5 months after they become severely disabled. 
 Widows or widowers (ages 50 to 64) of  disabled 
 people may also receive benefits. Severe disability is 
considered being unable to earn $900 a month ($1,500 
for people who are blind) because of  some physical 
or mental disability that has lasted or is  expected 
to last for at least one year or is expected to result 
in death.  After 2 years, disabled workers and adult 
disabled children may be eligible to receive Medi-
care  assistance, described in a later section ( although 
other family members of the disabled person are not 
eligible until they satisfy age requirements).
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repetitive tasks such as typing over a long period of 
time) is really a facet of  normal aging, and, there-
fore, not to be compensated (Terrell, 2008).

Social workers have little to do with either of 
these programs, which concentrate on providing 
some minimum income and ignore all other social, 
emotional, and physical needs. In any case, both pro-
grams are inadequate to meet actual needs, and their 
eligibility standards place strict limitations on whom 
they cover (Jones, 1995; Nackerud, 2008;  Terrell, 
2008).

Medicare
The Health Insurance for the Aged Act, passed in 
1965, created Medicare and Medicaid (the latter will 
be discussed later as a public assistance program). 
Medicare is a form of  social insurance financed by 
both employer and employee contributions based on 
earnings and other federal tax revenues. People who 
are eligible for Medicare include those who are 65 or 
older, are disabled, or have kidney disease.

Medicare comprises four main facets—Parts 
A, B, C, and D. Part A, Hospital Insurance, pays 
for four basic types of  services. First, it covers ser-
vices provided in and by hospitals (which is prob-
ably pretty obvious from the title). Second, it pays 
for limited stays in skilled nursing facilities such as 
nursing homes. Third, it covers some services (e.g., 
nursing care and speech, physical, and occupational 
therapy2) for people under a physician’s care who are 
confi ned to their homes. Fourth, it provides hospice 
care, which involves health, homemaker, and other 
social services provided either at home or in a sup-
portive, homelike facility for people suffering from a 
terminal illness. The idea is to make people as com-
fortable as possible during their fi nal hours.

Note that all these services have designated time 
limits. Benefi ts are restricted based on certain crite-
ria and also are limited in duration. People fi rst must 
meet the requirements to receive treatment. Then 
treatment is administered according to complicated 
rules. Like OASDHI, the program is complex. Social 
workers accustomed to the programs and rules 

2Physical therapy is “the treatment or management of  physi-
cal disability, malfunction, or pain by physical techniques, as 
exercise, massage, hydrotherapy, etc.” (Nichols, 1999, p. 996). 
Occupational therapy is “therapy that utilizes useful and creative 
activities to facilitate psychological or physical rehabilitation” 
(Nichols, 1999, p. 914).

governing them often can help people navigate 
through the miles of  red tape required to establish 
eligibility for benefi ts.

Medicare’s Part B, Supplementary Medical Insur-
ance, is designed to do just as its name implies—
supplement benefits provided by Part A. It covers 
primarily physicians’ fees regardless of  where ser-
vices are provided (e.g., their offices or hospitals). 
It also covers “diagnostic X-ray or laboratory tests, 
surgical dressing and devices, purchase or rental of 
durable medical equipment (such as wheelchairs and 
hospital beds), ambulance services, and prosthetic 
devices” (such as artifi cial limbs) (Tracy & Ozawa, 
1995, p. 2190).

Too many children live in poverty (U.S. Census Bureau, 2007). 
Almost 17.1% of all children under age 18 in the United States 
live in poverty. When considering race as a factor, 34.2% of 
African American children and 27.7% of Hispanic children live in 
poverty here.
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Medicare Part D involves a voluntary prescription 
drug plan initiated in 2006 in which 90% of  Medi-
care benefi ciaries have enrolled (Rizzo, 2008). Partic-
ipants can choose a prescription drug plan, costing 
approximately $35 a month in 2006 (Dolgoff  & 
Feldstein, 2007). Highlight 8.3 summarizes the pay-
ment schedule. Participants must pay all of  the fi rst 
$250 (deductible) for prescriptions. As prescription 
drug costs add up, participants pay 25% of the total 
prescription costs from $250 to $2,250 (amounting 
to $500) and 100% of  the amount they spend from 
$2,250 to $5,100, which brings them up to a total 
out-of-pocket cost of  $3,600 ($250 deductible plus 
$500 plus $2,850) (Dickerson, 2003). This does not 
include their monthly fee to participate in the pro-
gram (a suggested total of  $420 annually in 2006) 
(Dolgoff  & Feldstein, 2007). Participants pay 5% of 
costs after they have paid out a total of $3,600. Note 
that the “law is a good deal for seniors with very low 
incomes—less than $12,123 per year and not more 
than $6,000 in accessible assets” because they “will 
not have to pay premiums, deductibles, and gap 
costs” (Whitaker, 2003, p. 8).

Critics of the legislation emphasize how drugs are 
still quite expensive for participants. First, there’s the 
monthly fee of  an estimated $35 in 2006 (or $420 
annually), the future cost of  which is “just a guess 
at this point” because private insurers will adminis-
ter the program and determine the cost, which might 
vary depending on provider and location (Dickerson, 
2003, p. 50). Second, the initial $250  deductible 
and the $500 on the next $2,000 seniors must pay, a 
total of  $750, is not insignifi cant. This brings total 
costs up to $750 plus monthly fees. Third, a disturb-
ing aspect of  the bill is the gap in coverage where 

However, there are many things it does not cover 
including dental and vision care, routine physical 
examinations, and long-term nursing care (White-
man, 2001). Medicare does provide some limited 
nursing home coverage, providing payment for some 
services received up to 90 days (Barusch, 2009).

Medicare Part B also is not free. Benefi ciaries can 
enroll only during designated periods, have an initial 
deductible, and pay a monthly fee.

Launched in 2006, Medicare Part C, also  referred 
to as Medicare Advantage, allows persons enrolled 
in Parts A and B to select receiving their health care 
via a number of ways including “managed care” and 
“private fee-for-service plans” [paying prescribed 
prices for the services received after you get them] 
(Rizzo, 2008, p. 201). Those who select the Part C 
option receive coverage included in Parts A and B, 
but also “preventive care, dental care, and hearing 
aides” as specifi ed in the plan selected (Rizzo, 2008, 
p. 201). The cost of Part C depends on the  premiums 
and deductibles required in the chosen plan.

Medicare recipients may also opt to purchase 
“Medigap” insurance that covers services and treat-
ment (gaps) not covered by other parts of  Medi-
care (Karger & Stoecz, 2006). Like most other types 
of  insurance, the amount and type of  coverage vary 
according to how much people are will to pay for it.

Medicare Part C and Medigap insurance do not 
cover all the health care and services a person may 
need. Whiteman (2001) explains that “coverage for 
the costs of  long-term care in nursing homes, adult 
family homes, assisted living, and adult day care 
must be covered by private means [such as additional 
personal insurance policies] or by welfare [public 
 assistance] programs” (p. 36).

HIGHLIGHT 8.3 

Th e Medicare Prescription Drug Plan

Participants Pay Of Total Paid for Drugs Total Amount Paid by Participants

100%  $0–$250 $250

25%  $250–$2,250 $500

100%  $2,250–$5,100 $2,850 (subtotal $3,600)

5%  $5,1001 5% of amount
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unresolved policy issues concerning social insurance 
in general.

Public Assistance Policy
We have established that public assistance provides 
resources for people in need and that social insur-
ance is based on people’s right to receive benefits. 
Financing comes from general tax revenues—that is, 
taxes collected by federal, state, and local entities on 
personal income and property. Primary categories 
of  public assistance include Temporary Assistance 
to Needy Families (TANF); Supplemental Security 
Income (SSI), which includes Old Age Assistance 
(OAA), Aid to the Blind (AB), and Aid to the Per-
manently and Totally Disabled (APTD); Medic-
aid; food stamps; general assistance; and housing 
assistance.

Historical Perspectives on Public 
Assistance to Families
Prior to August 22, 1996, a primary program provid-
ing minimal financial assistance to individuals and 
families in the United States was Aid to  Families 
with Dependent Children (AFDC) (Dickinson, 
1997). It was originally established as Aid to Depen-
dent Children (ADC) by the Social Security Act of 
1935. AFDC was a program providing payments 
funded by federal and state governments to children 
deprived of  parental support because a parent was 

no drugs are covered as participants spend the next 
$2,850 on drugs, which brings their total outlay to 
$3,600. This is referred to as “the donut hole” (Rizzo, 
2008, p. 201). Only then will the program pick up 
95% of  the costs. It is estimated that, regardless 
of  who pays for them, prescription drugs will cost 
$3,160 for the average senior in 2006 (Dickerson, 
2003). Therefore, if  their total drug cost falls within 
the gap where nothing is covered, seniors will have 
to pick up a signifi cant percentage of  the total costs 
themselves.

Another problem with the reform is that the 
Medicare bureaucracy is prohibited from bargain-
ing to reduce prices charged by the pharmaceutical 
industry, which has imposed considerable political 
pressure (Dickerson, 2003; Whitaker, 2003). Import-
ing cheaper drugs is also forbidden; they may be 
imported from Canada, but “only if  the Depart-
ment of  Health and Human Services certifies their 
safety” (Dickerson, 2003, p. 51). This has not been 
done, so importation of Canadian drugs is not legal 
(Barusch, 2009). Critics also worry about the possibil-
ity that employers will use this legislation as an excuse 
to shed prescription drug coverage from their own 
health care plans that might be better than the Medi-
care plan (Whitaker, 2003). Numerous other criti-
cisms of the bill are beyond the scope of this text.

Focus on Critical Thinking 8.3 questions what you 
think about the prescription drug policy for seniors. 
Focus on Critical Thinking 8.4 raises some key 

FOCUS ON CRITICAL THINKING 8.3

Who Should Pay for Seniors’ Prescription Drugs?

The issue of  who pays for seniors’ prescription drugs 
most likely would assume more prominence in your 
mind if  it directly impacted you, your family, or your 
clients. Hopefully, thinking about it will help you 
develop empathy for people’s situations and financial 
concerns. How would you answer the following 
questions?

Critical Thinking Questions
● Should prescription drugs be free for seniors, where 

society assumes an institutional perspective and 
views this need as a normal part of  life that should 
automatically be taken care of?

● Should seniors be required to pay for their own pre-
scription drugs or get private insurance for them as 
they have in the past?

● Should seniors be allowed to purchase cheaper drugs 
in other countries to curb costs?

● Should the Medicare system be allowed to bargain 
with the pharmaceutical industry to decrease costs?

● To what extent is the formula for purchasing pre-
scription drugs effective and fair?

● What, if  anything, should be done about the 
$2,850 gap?

● How would you change the prescription drug bene-
fit formula if  you could?
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no more than two years, in stark contrast to the ste-
reotype that once families get on welfare they never 
get off  (Abramovitz, 1995).

Temporary Assistance to Needy Families
In 1996 Congress passed the Personal Responsi-
bility and Work Opportunity Reconciliation Act 
(PRWORA) that set up a new grant program, Tem-
porary Assistance to Needy Families (TANF). This 
“put a cap on federal funds provided to the states” 
and allowed states greater discretion in benefit distri-
bution (Abramovitz, 1997, pp. 311–312).

As noted previously, TANF supplanted AFDC. 
Instead of  providing cash payments directly to eli-
gible poor families as AFDC did, TANF gives 
funds to states. These funds take the form of  block 
grants—sums of money provided by the federal gov-
ernment that allow signifi cant discretion in how the 
money should be spent. (This contrasts with cate-
gorical grants whereby specifi c amounts of  funding 
are earmarked for specifi c objectives in designated 
programs.) These block grants replace “AFDC, food 
stamps, child care, child protection programs, school 
meals, and nutritional programs for low- income 
pregnant women and children” (Dickinson, 1997, 
p. 126). This also marks the fi rst time that the fed-
eral government placed a limit on federal money 
provided to states for public assistance (Abramovitz, 
1997).

absent from the home, had died, or was incapable 
of  managing the household for physical or men-
tal reasons (Abramovitz, 1995; Barker, 2003). Most 
families receiving benefits were single mothers whose 
partners were not in the home.

AFDC established eligibility standards based on 
“family composition, income level, age of  the chil-
dren, and the applicant’s willingness to participate 
in a welfare-to-work program and to cooperate with 
the  welfare department to obtain paternity and child 
support” (Abramovitz, 1995, p. 184). Eligible fami-
lies passed an income test (or means test)—that is, an 
eligibility guideline that established the maximum 
amount of  income a family could earn without los-
ing benefi ts. Those who made too much money were 
ineligible for benefi ts.

Eligible families could potentially receive fi nan-
cial assistance for many years in addition to Medic-
aid (provision of health care for qualifi ed recipients), 
food stamps (coupons used like cash to purchase 
food), and partial financial support for housing 
“although a few states deduct[ed] the value of  food 
stamps and housing grants from AFDC payments” 
(Abramovitz, 1995, p. 186). (Medicaid and food 
stamps are described later in the chapter.) Note that 
the duration of  public assistance benefi ts (i.e., how 
long families remain eligible to receive benefi ts) is a 
matter of  strong debate. A number of  studies have 
determined that many families receive assistance for 

FOCUS ON CRITICAL THINKING 8.4

Policy Issues in Social Insurance

Meyer (2001) identifies two as yet unanswered issues 
concerning problems in the U.S. social insurance sys-
tem as it now stands. People eligible for benefits are 
those who have had “substantial recent employment 
in the regular employment sector” (p. 40). The prob-
lem is this does not cover people who have been able 
to get only part-time or temporary work on a spo-
radic basis. Many people, especially those with low 
skill levels, are primary family breadwinners yet can’t 
find adequate employment to qualify them for social 
insurance. Meyer (2001) asks, “How should the social 
insurance system be adapted to fit this new economy 
and integrated with other benefits for children?” 
(p. 41).

The second issue concerns how supplementary ben-
efits (including “health coverage to employees and their 
families, sick leave, pensions, and ‘family-friendly’ poli-
cies like on-site child care and flexible hours”) are rarely 
offered for workers in minimum-wage or low-paying 
jobs (p. 41). These workers, many of  whom have low 
skill levels, are left in the lurch when it comes to getting 
even rudimentary health care. Additionally, any crisis 
such as illness can result in devastation because, with-
out sick leave, income can abruptly cease.

Critical Thinking Questions
What programs or policies do you think can or should 
be developed to remedy this situation?
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some states have shorter time periods and some states 
have no lifetime limits (as they have developed alter-
native programs) (Hagen & Lawrence, 2008).

A problem with time limits involves people with 
multiple hardships that makes it difficult, if  not 
 impossible, for them to maintain adequate ongoing 
employment. Such “barriers include limited educa-
tion, little or no work experience, severe mental and 
physical disabilities, the need to care for a child with 
disabilities, and language challenges” (Dolgoff  & 
Feldstein, 2007, p. 217).

In reality, few recipients have been terminated from 
assistance roles after 5 years (Hagen & Lawrence, 
2008). Many are transferred to other assistance pro-
grams funded by the states.

Work, Child Care, and Transportation
TANF significantly increases the strictness of  work 
requirements to make people eligible for financial 
assistance compared to AFDC. Single parents must 
work at least 30 hours per week and two-parent fam-
ilies must total 35–55 weekly work hours, depend-
ing on their situation (ACF, 2005). This is increased 
from the 20 hours originally established in 1997 
(Abramovitz, 1997). Questions concern how parents 
will cope with child care needs, work stress, home-
making  responsibilities, and parenting. TANF will 
not allow mothers with children age 6 or older to cite 
lack of adequate child care as their rationale for not 
working outside the home (Marx, 2004).

The new Child Care and Development Block 
Grant program makes $5 billion available for child 
care services each year (Hagen & Lawrence, 2008). 
In 1997, 73% of TANF funds were allocated for cash 
assistance and 8% to child care and supportive activi-
ties; however, in 2002, 41% went to cash assistance 
and 25% for child care and other work-related activi-
ties (Hagen & Lawrence, 2008). States have great 
fl exibility in how this money is distributed in terms 
of eligibility requirements to receive child care assis-
tance, payment rates to child care providers, and 
copayments TANF recipients must make (Hagen & 
Lawrence, 2008). Twenty states lacked funding to 
provide child care assistance to people who applied 
for it and met eligibility standards.

Lens (2002) cites several issues regarding child 
care and transportation. First, just because some 
money may be available to finance child care, the 
state-prescribed rate may not be high enough to 
fund good child care. Child care may not be readily 

TANF’s stated goals are as follows:

 1.  Assisting needy families so that children can be 
cared for in their own homes.

 2.  Reducing the dependence of  needy parents on 
government benefi ts by promoting job prepara-
tion, work, and marriage.

 3.  Preventing incidence of  out-of-wedlock 
pregnancies.

 4. Encouraging the formation and maintenance 
of  two-parent families (U.S. Administration for 
Children and Families [ACF], 2005).

Note that among these there is no stated goal to 
decrease poverty (Chapin, 2007). Should not a major 
goal be to reduce poverty instead of decreasing wel-
fare roles (Lens, 2002)? TANF participation rates 
have decreased by 56% since its beginning (Hagen & 
 Lawrence, 2008). TANF, which promotes work as a 
central theme, has also increased “the employment 
rates of current and former welfare recipients” (Dolgoff 
& Feldstein, 2007, p. 217). So, TANF has appeared to 
have achieved goal #2, making some praise the pro-
gram as a success (Chapin, 2007). However, looking 
more carefully at what happens to the people involved 
raises serious concerns. Generally speaking, people’s 
standard of  living declines when they leave TANF 
roles (Blau, 2007). Family incomes hover near the 
poverty line (Hagen & Lawrence, 2008). It is common 
for former TANF recipients to experience major prob-
lems including hunger and diffi culty fi nding  adequate 
housing (Hagen & Lawrence, 2008).

Issues concerning TANF include time limits; work, 
child care, and transportation; equitable treatment by 
states; impositions on family structure; education and 
training for better jobs; and job quality and benefi ts.

Time Limits
TANF establishes time limits for how long recipi-
ents may receive benefits (ACF, 2005). Clients must 
find work within 2 years of  beginning the program 
(or sooner if  the state so chooses) and can receive no 
more than 5 years of benefits in their lifetime. Beyond 
5 years, states may opt to extend assistance to no more 
than 20% of their caseload or continue funding recip-
ients through state funds alone. This is a huge change 
from AFDC, through which “people received assis-
tance as long as they satisfied the  program’s  eligibility 
rules, which were set by the individual states under 
federal guidelines” (Abramovitz, 1997, p. 312). Most 
states have adopted the 5-year time frame, although 
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welfare mothers to work whether or not day care or 
transportation is available.

Focus on Critical Thinking 8.5 poses a number of 
questions regarding potential problems and issues.

Equitability Among States
TANF “eliminated the federal income test that pre-
viously determined eligibility for AFDC” (Abramov-
itz, 1997, p. 312). Instead, TANF lets states establish 
their own eligibility rules. However, with budget 
pressures, states could establish eligibility levels so 
low that only the very poorest of  the poor would 
receive benefits.

Additionally, benefi t levels vary appreciably from 
state to state, which raises questions regarding the 
program’s fairness (DiNitto, 2005; Waller, 2002). The 
average monthly benefi t for a TANF family is $355, 
refl ecting the equivalent of  61% of  the assistance a 
family would have received in the 1970s (Hagen & 
Lawrence, 2008). However, for a family of  three in 
2002, this ranged from a low of $164 in Alabama to 
a high of  $679 in California; benefi ts may also vary 
within a state, for example, by urban or rural area 
(Hagen & Lawrence, 2008).

Impositions on Family Structure
Chapin (2006) explains TANF’s intent to control 
family structure:

One stated goal of TANF is to reduce the number of 
out-of-wedlock pregnancies and births by promoting 

available where the TANF recipient lives. Many 
TANF recipients get service jobs where they must 
work odd shifts. Child care may not be available dur-
ing these “off” times. Lens (2002) adds:

Many recipients need such specialized child care 
because they work in the services industry, which 
requires night and weekend hours. Still others need 
sick-child care or special needs care for children 
with disabilities. The need for such day care var-
ies, but in all instances the demand outstrips the 
supply of suitable facilities. For example, in some 
states the need for nonstandard day care has been 
estimated at 72 percent, but supply  estimates range 
from 12 to 41 percent. (p. 284)

States may choose to divert some TANF money 
to help fi nance transportation. However, most TANF 
recipients live in urban or rural areas, whereas most jobs 
are in the suburbs (Lens, 2002).  Public  transportation 
is often sorely lacking. Cars, car insurance, and gas 
are exorbitantly expensive (as we so well know). Some 
states have used TANF funding to fi nance “a variety 
of transportation services, from paying for recipients’ 
car repairs, to using volunteers to drive recipients to 
work, to organizing county-run van pools” (p. 285).

Lens (2002) summarizes the current situation:

Although TANF has recognized that it must address 
the twin problems of day care and transportation, it 
has not done so quickly, comprehensively, or effec-
tively. Most telling is the fact that TANF requires 

FOCUS ON CRITICAL THINKING 8.5

Working Mothers, Child Care, and the Quality 
of Family Life

Many questions can be raised concerning potential 
effects of TANF’s restrictions.

Critical Thinking Questions
● Who will provide all the additional child care ser-

vices for newly working mothers?
● Will funding be adequate in view of  the potential 

influx of children requiring care?
● What if  no adequate day care is available?
● Will centers accept infants or toddlers who are not 

yet toilet trained—children many current child care 
facilities reject?

● How will these services be monitored for adequacy, 
safety, and quality?

● Is it fair to force women into assuming responsibil-
ity for both household caregiving and outside work 
when the same pressures do not generally apply to 
men?

● How will mothers adjust to separation from their 
children?

● How will children be affected by limited access to 
their single parent?

● How does this policy affect children’s welfare?
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Lens (2002) refl ects:

Far from ensuring self-suffi ciency, [the TANF] . . . 
approach relegates welfare mothers to the low end of 
the labor market, a vulnerable place in good and bad 
economic times. It also ensures that the gap in wages 
based on educational level will persist and endure as 
poor women, forced to choose between losing their 
benefi ts or feeding their families, are trapped in low-
paying jobs. (p. 284)

Job Quality and Benefi ts
A foundation principle of  TANF focuses on work 
(Chapin, 2007; Gilbert & Terrell, 2005). About 75% of 
TANF recipients are working when they leave welfare 
rolls (Waller, 2002). One-half to two-thirds of former 
recipients were still employed 1 to 2 years after leaving 
TANF (Loprest, 2003). The median hourly wage for 
former TANF recipients in 2002 was $8.02, up from 
$7.72 in 1999; “about a third of  workers . . . work 
part-time” (Loprest, 2003). Realistically, how good are 
the benefits and potential for upward mobility offered 
by most low-paying jobs? Research also indicates 
that as the economy slowed between 1999 and 2002, 
TANF recipients had increasing difficulty finding jobs 
and prior recipients also were more likely to return to 
TANF; a higher percentage of  people became “dis-
connected leavers” who were neither employed nor 
recipients of assistance, possibly because of TANF’s 
benefit time  limits (Loprest, 2003).

Only about a third of  employed former TANF 
recipients had employer health insurance benefi ts in 
2002 (Loprest, 2003). Additionally, about  one-third 
get no paid sick leave (Acs & Loprest, 2001). The 
reason for this is that former TANF recipients are 
getting  low-paying or minimum-wage jobs that have 
poor or no benefits. After leaving TANF, families 
can continue receiving Medicaid for 12 months if  
their income does not surpass 185% of  the poverty 
line (DiNitto, 2005, p. 235). For many families, what 
happens after that? To what extent does TANF force 
single mothers to deprive themselves of future health 
care by accepting low-paying jobs without benefi ts—
the only jobs they can get?

Blau (2007) summarizes the current situation:

Most studies have found two distinct groups of 
 recipients who have left welfare. By any standard, 
one group has clearly done worse. Its predicament 
appears in reports of spikes in the size of the home-
less population and in longer food lines at neighbor-
hood kitchens. In 1999, for example, 47 percent of the 

marriage (Offi ce of Family Assistance, 2003). The 
TANF legislation gives states more fl exibility to pro-
vide assistance to two-parent families. It also provides 
bonuses to states with the highest rates of reduction in 
births to unmarried mothers as well as reduced abor-
tion rates. Further, it empowers states to deny assis-
tance to minor parents who are unmarried, not in 
school, and not living with relatives or other adults. It 
also provides federal funding for “abstinence only” sex 
education. States have the option of instituting family 
caps that deny assistance to additional children born 
while a family is receiving TANF. To date, 20 states 
have established caps that provide either no assistance 
or reduced benefits for additional children. Despite 
these stringent measures, however, the majority of 
the TANF evaluations that examined issues of family 
formation, such as marriage and birth rates for single 
parents, reported that the TANF guidelines have had 
no discernible impact on these trends. (p. 224)

Despite TANF’s attempts at controlling people’s 
lives by doling out various rewards and punishments, it 
apparently is not working very well in terms of achiev-
ing TANF’s stated goals. Rather, TANF makes life 
more diffi cult for people by holding back benefi ts. To 
what extent do you think this is fair and right? Should 
government have the right to make decisions about 
people’s families, relationships, and personal behavior?

Blau (2007) comments on people’s reality:

For the Bush administration, marriage combined 
with work points the way out of poverty. In some 
respects, this position makes sense, because two 
 married people can combine their incomes and share 
housing costs. Yet for poor women, the reality does 
not quite match the theory. Poor women are less 
likely to meet men who earn enough to raise the fam-
ily out of poverty. They have little  incentive to marry 
an adult for whom they are going to have to care, and 
no reason to do so if, as up to 30 percent of women 
on welfare report, that adult is  abusive. (p. 309)

Education and Training for Better Jobs
States spend comparatively small amounts on pro-
viding education and training for participants; “less 
than 2% ($462 million) [of  the total TANF budget] 
was used to enhance skills in 2002” (DiNitto, 2005, 
p. 243). How can former TANF recipients seek bet-
ter jobs and experience upward mobility with little 
or no education and training? In contrast, preg-
nancy prevention programs received over a seven-
fold increase from 1999 to 2002, amounting to 2.6% 
of  total TANF funding (DiNitto, 2005, p. 243).
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 participants obtain both a GED and an occupa-
tional certifi cate. Overall, however, such programs 
have been an exception. TANF is a success because 
it cut the welfare rolls, but it is a failure because it 
has substituted this goal for a reduction in poverty 
[that has not been achieved]. (pp. 309–310)

Focus on Critical Thinking 8.6 asks some ques-
tions concerning your views about public assistance 
and where current policy stands on the conservative–
liberal continuum.

Stereotypes About Public 
Assistance Recipients
Henley and Danziger (1997) reflect on the stereo types 
often associated with public assistance recipients:

According to the commonly held stereotype, poor 
people are poor because of  individual character 
faults. In particular, welfare recipients are presumed 
to be lazy, able yet unwilling to work, and lacking 
appropriate family values. . . . The dominant Ameri-
can values of individualism and self-suffi ciency . . . 

families that recently left welfare for full-time, full-
year employment experienced one or more critical 
hardships, such as going without food, shelter, or nec-
essary medical care. Despite the improving economic 
conditions of the late 1990s, this fi gure represents a 
10 percent increase over just two years earlier.

Another group of approximately equal size rep-
resents the offi cial “successes.” These are the people 
who . . . in the typical welfare job and with intermittent 
employment typically earn less than $10,000 annually. 
By the fi rst standard, they are employed, productive 
citizens; by the second, they are still unquestionably 
poor. Furthermore, as they are not working harder 
outside the home, they may well be less able to raise a 
family and take care of their children. . . .

It is not hard to sketch a route out of  poverty 
for former welfare recipients. They need good jobs, 
health care, day care, job training, and education. 
Some TANF programs have focused on these ele-
ments. For example, Portland, Oregon, has stressed 
job quality, substantially increased participa-
tion in education and training, and helped more 

FOCUS ON CRITICAL THINKING 8.6

Th e Current State of Public Assistance

Where Do You Stand on the Conservative–
Liberal Continuum?
Remember that conservatism generally reflects the view 
that individuals should be responsible for themselves, 
that people will take advantage of the system if  allowed 
to, and that government should not interfere in people’s 
lives. Thus government should react and provide bene-
fits only when it absolutely has to. Liberalism, in con-
trast, generally espouses the view that it is society’s 
responsibility to care for its people and that people will 
rise to the occasion and care for themselves if  provided 
the support they need. Thus the government should be 
integrally involved in improving people’s lives.

Critical Thinking Questions
● Where do you stand on the conservative–liberal con-

tinuum with respect to what benefits should or 
should not be provided to needy families?

● Whose responsibility is it to provide for poor fami-
lies and their young children—individual parents or 
society in general?

● Do you feel that people are basically lazy and are 
likely to abuse the system if  they can? Or do you feel 

that people will function much better if  they receive 
adequate resources?

● To what extent do you feel that government should 
involve itself  in caring for people in need? Or should 
people be given the responsibility to care completely 
for themselves and their families?

Residual Versus Institutional Social 
Welfare Programming
Do you believe that financial assistance programs to 
families in need should be residual in nature, reacting 
only to problems and serious needs? Or should pro-
grams provide ongoing institutional support to 
them?

Where Does TANF Policy Stand on the 
Conservative–Liberal Continuum?
To what extent does TANF policy reflect a conservative 
or liberal perspective concerning consistency in benefit 
provision from one state to another? Time limits for 
receiving benefits? Provision of medical care to current 
and past recipients? Requirements that single parents 
(primarily mothers) work outside the home?



Policies and Programs to Combat Poverty 227

HIGHLIGHT 8.4 

What Are the Stereotypes About People “on Welfare”—
and to What Extent Are Th ey Accurate?

A number of popular negative ideas about public assis-
tance and stereotypes about people who receive it exist.

Stereotype 1: The Public Assistance Caseload 
Has Been Expanding Relentlessly.
We have established that there has been a 56% drop in 
TANF recipients from past years (Hagen & Lawrence, 
2008). Over 80% of  people receiving TANF assistance 
are children (Hagen & Lawrence, 2008).

Stereotype 2: Public Assistance Costs the 
Nation a Fortune.
Approximately 0.8% of  the federal budget is spent on 
family support including TANF (Public Agenda, 2008). 
This compares with 20.7% on Social Security, 19.7% on 
defense, and 12.4% on Medicare (Public Agenda, 2008).

Stereotype 3: People on Welfare Live “High on 
the Hog.” (Abramovitz, 1997, p. 318)
We’ve established that the average amount given to a 
family receiving TANF assistance is $355 a month, 

ranging from $164 in Alabama to $579 in California 
(Hager & Lawrence, 2008). TANF recipients usually 
can only gain employment in low- or minimum-wage 
jobs. This hardly reflects wealth.

Stereotype 4: Welfare Recipients Are Mainly 
African Americans.
Sixty-two percent of  TANF recipients are not African 
American; this includes 32% who are white, 25% who 
are Hispanic, 2.2% who are Asian American, and 1.4% 
who are Native American (USDHHS, 2004). The 
remaining 38% of  recipients, then, are African 
American.

Stereotype 5: Families Receiving Welfare 
Are Huge.
The average size for a family receiving TANF is 2.5 
people (Hagen & Lawrence, 2008).

contribute to the unpopularity of welfare programs 
and support the popular opinion that welfare recipi-
ents are responsible for their impoverished condition 
and undeserving of assistance. (p. 125)

Who are the people receiving public assistance? To 
what extent is this portrayal accurate or false? High-
light 8.4 explores a number of these stereotypes.

Supplemental Security Income
Supplemental Security Income (SSI) is a federal pub-
lic assistance program that provides a minimum in-
come to poor people who are older adults, have a 
disability, or are blind. Most of it is administered by 
the federal government through the Social Security 
Administration. However, it is funded by general tax 
revenues, not employer and employee contributions 
as with social insurance. Older adults determined by 
a means test and proof of fitting into one of the three 
categories. Older adults must be at least 65, and peo-
ple who are blind or disabled must have “medical ver-
ification of their disability” (Meyer, 1995, p. 2381).

Monthly SSI payments in 2006 were $603 for 
individuals “(72% of  the poverty line)” and $904 
for couples “(92% of the poverty line)” (Blau, 2007, 
p. 304). Cost-of-living increases are made annually. 
To be eligible, applicants must adhere to stringent, 
complex guidelines regarding income and assets. 
The program orients itself  more to people who have 
physical versus mental disabilities (e.g., people with 
mental illness who can work part-time are ineligible) 
and usually requires extensive “medical documenta-
tion” (Blau, 2007, p. 304). As a result, it is estimated 
that only 55–60% of  people eligible for SSI actually 
receive benefi ts (Blau, 2007).

Medicaid
Medicaid is a public assistance program funded by 
federal and state governments that pays for medi-
cal and hospital services for eligible people who are 
unable to pay for these services themselves and are 
determined to be in need. It was established in 1965 
along with Medicare by the Health Insurance for the 
Aged Act.
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in use resulted primarily from confusion when TANF 
was implemented and a confusing, tedious application 
process (Barusch, 2009). It also becomes more and 
more diffi cult to get food stamps because of increas-
ingly more complex and limiting eligibility require-
ments (Barusch, 2009). Although many claims of 
fraud and misuse have been made, little evidence exists 
for this (Blau, 2007). However, individual states make 
it progressively more diffi cult for people to negotiate 
the food stamp maze. Blau (2007) explains:

Food stamp applications within the 50 states now 
average 12 pages in length. California, New York, 
and 27 other states ask applicants if  they own a 
burial plot. Nevada and Nebraska want to know 
if  applicants have sold their blood and for how 
much. Hawaii demands garage sale receipts, South 
Dakota totals bingo winnings, and on page 20 of 
a 36-page application, Minnesota checks to see if 
anyone earns money from a paper route. Such a 
daunting application process surely gives pause to 
even the most eligible applicant. (pp. 424–425)

General Assistance
General assistance (GA) includes programs run by 
state and local agencies that provide basic cash and 
in-kind benefits to people who satisfy whatever means 
test has been established and are ineligible for other 
types of  public assistance. It’s usually the last resort 
for people who are desperately in need but are not 
eligible for benefits provided by other  programs. 
GA recipients are often childless or under age 65. 
Hence they’re ineligible for TANF or SSI, respec-
tively. Some GA recipients suffer from a disability but 
haven’t had it long enough to qualify for SSI benefits.

GA is the only public assistance program that is 
fi nanced completely by state, county, or local govern-
ments. Guidelines for who can receive GA vary from 
location to location and from state to state. Most 
states restrict benefi ts to those who are extremely poor, 
living far below the poverty level; almost all states 
require able-bodied recipients to work if they want to 
receive benefi ts (Karger & Stoesz, 2006). Many states 
and localities have severely cut back on GA benefi ts in 
recent years (Blau, 2007; Karger & Stoesz, 2006).

Housing Assistance
Adequate housing is a problem for vast numbers 
of  Americans. Many find it to be the single most 
 expensive item in their monthly budget. There’s often 

Under federal guidelines, states administer the 
Medicaid program either directly or “by contracting 
with private insurance agencies” to oversee the pro-
cess (Dobelstein, 2003, p. 179). Recipients include 
people who are older adults, blind, or members of 
families with dependent children, or who have dis-
abilities and meet the means test; “states must pro-
vide medical care for people who are recipients of aid 
in federally supported, means-tested income main-
tenance programs” (like TANF) (Dobelstein, 2003, 
p. 179). About 16% of  the entire U.S. population 
receives Medicaid (Blau, 2007), half of whom are chil-
dren under age 18 (Dobelstein, 2003). The program’s 
cost of about $288 billion (Blau, 2007), 60% of which 
is paid by the federal government (Dobelstein, 2003), 
continues to escalate. Major questions are being raised 
across the country concerning where the money will 
come from to fi nance future health care costs in gen-
eral and Medicaid costs in particular.

Note that Medicaid is a major player in fi nancing 
long-term nursing home care for older adults: 70% 
of nursing home residents rely partially on Medicaid 
to cover their care costs, which make up over a third 
of the total Medicaid budget (Blau, 2007). Medicaid 
covers some of the many gaps in Medicare for older 
adults in poverty.

Food Stamps
Food stamps are credits distributed through a federal 
program to be used like cash to purchase primarily 
food, plants, and seeds (Barker, 2003). The program’s 
intent is to fight hunger. Originally created in 1964, 
the food stamp program is administered through the 
U.S. Department of Agriculture and is paid for com-
pletely by the federal government.

Blau (2007) further explains the current situation. 
Although originally benefi ts were distributed in the 
form of  coupons, now the majority of  states have 
replaced this system with an electronic benefi t trans-
fer that resembles a credit card. The card’s maximum 
monthly benefi t in 2006 was $399 for a household of 
three people and $506 for a household of four (Blau, 
2007). To be eligible, people must satisfy a means 
test, and benefi ts are determined by a formula involv-
ing income and assets. Special exemptions exist for 
older adults and people with disabilities. People who 
receive TANF, SSI, or general assistance (described 
next) routinely receive benefi ts (Blau, 2007).

Participation in the food stamp program has 
declined in recent years (Barusch, 2009). The decrease 
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public housing involves huge, often dilapidated 
 complexes of apartments for dozens or hundreds of 
low-income families, current trends involve placing 
recipients in smaller neighborhood units; funding is 
administered locally through public housing  authorities 
that primarily offer rental assistance (DiNitto, 2005). 
Recent housing development has involved construc-
tion of smaller housing units using available funding 
because “HUD has not provided new funding for pub-
lic housing development since . . . 1994” (HUD, 2004).

Means tests are used to determine eligibility. 
However, housing assistance has been cut back sig-
nificantly in recent years and is not automatically 
available to everyone in need. Usually people must 
apply for rent subsidies, low-rent housing, or other 
assistance (considered an in-kind benefi t). Because 
demand greatly exceeds supply, they often remain on 
long waiting lists until benefi ts or residences become 
available, sometimes years later.

There are an infi nite number of  ways to provide 
fi nancial assistance to families. Each country estab-
lishes its own priorities and policies. Highlight 8.5 
discusses the “Cash for Kids” policy in Canada, 
where fi nancial assistance is provided to all families 
without high incomes.

little left over for food and clothing, let alone luxury 
items, after the rent is paid. And it must be paid, or 
families will be out on the street.

One of  the problems is a serious lack of  afford-
able, low-income housing. One reason is the recent 
extensive renovation of  downtown urban areas into 
higher-rent districts, so that poor people can no lon-
ger afford to live in their old neighborhoods. Another 
reason is the mass abandonment of  other dilapi-
dated, aging, urban properties. Building owners and 
landlords often fi nd such buildings too expensive to 
keep up. Unable to fi nd anyone who wants to buy the 
properties, they simply abandon them.

Some housing assistance is available, primarily 
from the U.S. Department of  Housing and Urban 
Development (HUD) in the form of rental subsidies 
or vouchers by which government programs assist 
with rent, mortgage payments, and low-rent public 
housing; block grants are also available to state and 
local governments “to increase the supply of afford-
able housing for low-income families” in the form of 
“rental assistance or the acquisition, rehabilitation, or, 
in limited circumstances, construction of both rental 
and ownership housing” (Dolgoff & Feldstein, 2003, 
p. 252, 2007). Although the stereotype persists that 

HIGHLIGHT 8.5 

International Perspectives: “Cash for Kids” in Canada3

There are many ways to make financial benefits avail-
able to families other than those provided by public 
assistance in the United States. These include family 
allowances (programs in which all eligible families 
receive designated sums of  money regardless of  their 
financial need) and children’s benefits (programs in 
which families are given monetary allocations based 
on the fact that they have children). Canada has initi-
ated a program that provides such children’s benefits 
to families (Institute for Research on Poverty, 2001, 
Spring). The program’s goals are to “help prevent and 
reduce the depth of  child poverty; promote attach-
ment to the workforce by ensuring that families will 

always be better off  as a result of  parents working; 
and reduce  overlap and duplication of  government 
programs and services” (Canada Revenue Agency, 
2008b).

Initiated during the 1980s and brought to fruition in 
1993 (Institute for Research on Poverty, 2001), the 
Child Tax Benefit pays a maximum basic benefit of 
C$1,988 [C$ refers to Canadian dollars] per year for a 
child under age 18 (Canada Revenue Agency, 2008a). 
There are small increments for families who have three 
or more children or have children under age seven. 
Maximum basic payments go to families with net 
incomes up to C$37,178. Families who have children 
with disabilities and lower-income families receive 
funding that is slightly higher than the maximum basic 
benefit. As income rises, benefits are reduced (Canada 
Revenue Agency, 2008a).

3The term cash for kids and other information in this highlight 
(unless otherwise indicated) are taken from the Institute for 
Research on Poverty (2001, Spring).

(continued)
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All families without high incomes, therefore, receive 
cash benefits on the basis of  how many children they 
have. The amount they receive decreases with the 
amount of  income they earn until they surpass the 
upper limit, at which point benefits cease. Note 
that low-income families also receive financial support 
in addition to this basic benefit.

The Canadian Child Tax Benefit program con-
trasts sharply with the provision of  financial benefits 
to families in the United States, which has the highest 
rate of  child poverty among industrialized nations. 
Public assistance in the United States is limited to a 
maximum of  5 years regardless of  the family’s finan-
cial need and is subject to compliance with work 
requirements. Most families (with the exception of 
those considered well off) don’t get financial benefits 

just because they have children. (Note that the United 
States does provide tax breaks such as deductions for 
families with children.)

How would you answer the following questions?

Critical Thinking Questions
● Should all families receive financial benefits to sup-

plement the additional costs they experience simply 
by having children? Why or why not?

● If  you believe families should receive financial ben-
efits, should these benefits be based on the family’s 
income—namely, poorer families receive higher ben-
efits and wealthier families lower? Or should all 
families receive the same amount of  benefits per 
child regardless of  family income? What is the fair 
thing to do?

HIGHLIGHT 8.5 (continued)

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following statements:

A  Recognize poverty as a global and 
national problem.

“One-fifth of  the world’s people live in the richest 
nations (including the United States), and their  average 
incomes are 15 times higher than those of the one-fifth 
who live in the poorest nations” (Kornblum & Julian, 
2007, p. 188). Poverty is the condition of having inade-
quate “money to buy things that are considered neces-
sary and desirable” (Kornblum & Julian, 2007, p. 195). 
Almost 37 million people in the United States live in 
poverty.

B  Address race, gender, and single parenthood as 
variables related to poverty and the feminization 
of poverty.

Variables related to an increased potential for pov-
erty include being female, living in a female-headed 
family, and being a person of color. The feminization 
of  poverty refers to the fact that women as a group 
are more likely to be poor than are men.

C  Describe special assessment issues concerning 
women and examine empowerment of 
women through consciousness-raising and a 
grassroots approach.

Using a gender lens to view the plight of  women in 
the macro social environment assumes that sexism is 
relevant to the experiences of many women and is the 
basis for many women’s difficulties. Consciousness-
raising is the process of  facilitating people’s under-
standing of a social issue with personal implications 
when there was little grasp of  that issue before. 
Using this approach, social workers can help women 
address issues engulfing them in their environment. A 
grassroots approach means that people at the bottom 
of the formal power structure, such as ordinary citi-
zens, band together to establish a power base and pur-
sue macro changes. The common theme of women’s 
grassroots efforts is that women work together to ini-
tiate and implement change for the benefit of women.

D  Investigate proposed explanations for and 
the consequences of poverty.

Poverty is related to social class. Structural reasons 
for poverty include economic, political, and discrim-
ination based on race and gender. Individual factors 
increasing the potential for poverty include having 
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family structure; education and training for bet-
ter jobs; and job quality and benefi ts. Other public 
assistance programs include Supplemental Security 
Income, Medicaid, food stamps, general assistance, 
and housing assistance. Policy issues include ade-
quacy of  services and who should be responsible for 
fi nancing services.

H  Appraise stereotypes about public 
assistance recipients.

Untrue stereotypes about public assistance recip-
ients include the idea that the welfare roles are 
expanding dramatically, that the program costs the 
nation a fortune, that people receiving assistance 
are living well, that recipients are usually African 
American, and that families receiving assistance 
are huge.

I  Review some aspects of the Canadian Child 
Tax benefi t program to refl ect an international 
perspective.

The Canadian Child Tax Benefit pays cash to fam-
ilies whose incomes fall within guidelines to help 
support their children. The amount of  the benefit 
decreases as income increases. Families with more 
children are given more funding.

J  Encourage critical thinking about resource and 
service provision to combat poverty.

Critical thinking questions were raised concerning 
what it’s like to be poor, residual versus institutional 
perspectives on poverty, payment for seniors’ pre-
scription drugs, the limitations of  social insurance, 
TANF restrictions for working mothers, liberal ver-
sus conservative perspectives on public assistance, 
and the value of  providing benefits to families with 
children.

LOOKING AHEAD

This chapter addressed the problem of  poverty and 
discussed programs implementing policies to help 
poor families and children. Families obviously need 
adequate financial resources to provide a protective, 
nurturing environment for their children. In addition 
to financial resources, many families need other sup-
portive services to remain intact and thrive. Some-
times, for many reasons, children must be removed 

little human capital, originating in a single-parent 
family or a family with more children, and having a 
disability. Consequences of  poverty include poorer 
health care, lower levels of  education, lower paying 
jobs, poorer housing, and negative consequences in 
the criminal justice system.

E  Explore the dynamics of homelessness in 
the United States.

A homeless person is defined as one who “lacks a 
fixed, regular, and adequate nighttime residence” or 
who sleeps in a temporary shelter for people without 
adequate residence or in a place not intended for the 
purpose of  sleep (U.S. Department of  Housing and 
Urban Development, 2007). In the United States 
2.5 million to 3.5 million people are homeless each 
year. Homeless people are the poorest people. Home-
lessness is often related to losing a job or failure to 
pay rent. Homeless youth present a major concern. 
Solutions to homelessness involve provision of  ade-
quate housing and helping individuals get services 
and jobs.

F  Emphasize the importance of empowerment 
for people living in poverty.

People must be empowered and provided adequate 
resources to get out of poverty.

G  Describe major social insurance and public 
assistance programs in the United States and 
address relevant policy issues concerning them.

Social insurance involves financial benefits pro-
vided to people “to provide protection against wage 
loss resulting from retirement, prolonged disability, 
death, or unemployment, and protection against the 
cost of  medical care during old age and disability” 
(U.S. Census Bureau, 2007, p. 343). Public assistance 
includes financial and in-kind (services or goods ver-
sus cash) benefits provided to people who can’t sup-
port themselves. Social insurance programs include 
Old Age, Survivors, Disability, and Health Insur-
ance; Unemployment Insurance; Workers’ Compen-
sation; and Medicare.

Several concerns are raised about Temporary 
Assistance to Needy Families (TANF), a public 
assistance program. They include issues regard-
ing time limits; work, child care, and transporta-
tion; equitability among states; impositions on 
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FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

from their homes of  origin, either temporarily or 
permanently, and be provided with substitute care. 
The next chapter explores a number of such support-
ive and substitute services. Chapter 9 is the first of 
several chapters in Part 4 of  this book that  address 
various client populations and the contexts in which 
services are provided.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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CASE STUDY FOR CRIT ICAL THINKING

Th e WIC Program

The case presented here is an example of  a social welfare policy, the Special Sup-
plemental Food Program for Women, Infants, and Children (WIC).

Case Study: WIC is a nutritional program designed to supplement the diets of 
low-income women and their young children up to age 5 who are determined by a 
health professional to be at nutritional risk according to federal guidelines (Food 
and Nutrition Service [FNS], 2008). Participants receive either food items or, more 
typically, coupons that can be exchanged for specific food that is high in important 
nutrients including “iron-fortified infant formula and infant cereal, iron-fortified 
adult cereal, vitamin C–rich fruit or vegetable juice, eggs, milk, cheese, peanut but-
ter, dried beans/peas, tuna fish, and carrots” (FNS, 2008). Physicians may also pre-
scribe special infant formulas or medical foods when needed. Additionally, eligible 
women receive nutritional counseling to educate them about their own and their 
children’s nutritional needs.

WIC is administered through the U.S. Department of  Agriculture with state 
agencies (e.g., a state health department) distributing benefi ts. Eligibility includes 
(1) being a pregnant woman, new mother, infant, or child up to age 5; (2) having 
an income level at or less than 185% of the poverty level (in 2008–2009, $39,220 for 
a family of four in the 48 continuous states, D.C., Guam, and Territories; $49,025 
in Alaska; and $45,103 in Hawaii); (3) fulfi lling state residency requirement; and
(4) having been determined to be “at risk” by a health care professional (FNS, 
2008). A person in a family participating in “certain other benefi t programs, such as 
the Food Stamp Program, Medicaid, or Temporary Assistance for Needy Families, 
automatically meets the income eligibility requirement” (FNS, 2008). “Nutrition 
risk” factors involve medical conditions such as having anemia or being under-
weight, having a history of  problem pregnancies, or inadequate diet and nutrition 
(FNS, 2008). Over 8 million people, the majority of  whom are children, currently 
receive WIC benefi ts (FNS, 2008). Note that eligibility is more lenient than TANF 
and other public assistance programs (Karger & Stoesz, 2006).

Critical Thinking: You can apply critical thinking to evaluate the usefulness of this 
program by following the Five-E approach to policy analysis.

 1. First, ask questions.

a. How effective is the policy?
b. How effi cient is the policy?
c. Is the policy ethically sound?
d.  What does evaluation of  potential alternative policies reveal?
e. What recommendations can be established for positive changes?

 2. Second, assess the established facts and issues involved.

a.  How effective is the WIC policy and its resulting program implementation? WIC 
advocates cite research that program participation results in improved condi-
tions at birth including “longer gestation periods, higher birthweights, and lower 



infant mortality” (DiNitto, 2005; FNS, 2003). Additionally, infants and young 
children generally prosper from good nutrition, which enhances normal devel-
opment. More specifi cally, adequate iron in the diet has been found to reduce 
iron-defi ciency anemia—a condition involving decreased hemoglobin levels in 
red blood cells and resulting in fatigue and lack of vitality (DiNitto, 2005; FNS, 
2003). Other benefi ts not directly related to the program’s stated goals include 
improved prenatal care and better immunization records (DiNitto, 2005).

Critics caution that although results sound good superfi cially, it is dif-
fi cult to fi nd comparable groups to establish that WIC is really the cause of 
positive results (DiNitto, 2005).

Others have raised questions regarding the effectiveness of  nutritional 
counseling (DiNitto, 2005). What does such counseling involve? Is it really 
useful and worth the expense? Would providing information about other top-
ics such as cooking be more effective?

From this discussion, how effective do you feel the WIC policy and pro-
gram are? What other information would help make your decision easier?

b.  How effi cient is the WIC policy and program? Participation in WIC is asso-
ciated with signifi cantly decreased Medicaid costs for newborns and new 
mothers during the fi rst 60 days after birth; for every dollar spent on prena-
tal care, it is estimated that $1.77 to $3.13 is saved in Medicaid costs (Dolg-
off  & Feldstein, 2007). This implies that mothers and infants are generally 
healthier due to the WIC program so they don’t have to seek as much help 
from Medicaid.

Critics of  the program, including the Institute of  Medicine, report that 
because there really is no valid classifi cation system for “risk,” conducting 
expensive assessments is a waste of  time and money (Food and Nutrition 
Board, 2002). If  anything, the entire population of  low-income mothers 
and young children is at risk of nutritional deprivation. Money could better 
be spent providing more food or getting it to more people.

It is estimated that 90% of  people eligible to receive WIC benefi ts do 
actually receive them (DiNitto, 2005). However, that is not 100%. Addi-
tionally, due to funding limitations, people may be placed on prioritized 
waiting lists (Dolgoff  & Feldstein, 2007). Besides those who didn’t apply 
to begin with, many women, infants, and children did not receive benefi ts 
because of funding limitations (Dolgoff & Feldstein, 2007).

What does this mean to you in terms of  efficiency? Do you think it’s 
effi cient because it saves public spending on Medicaid? Or do you think it’s 
ineffi cient because it fails to reach a signifi cant number of  people who are 
eligible and sometimes makes potential recipients endure waiting lists?

c.  To what extent is the policy ethically sound? We just established that some 
people who are eligible for WIC do not receive benefits. Is this fair? Or 
should nutritional support be provided to all pregnant women, new moth-
ers, infants, and small children? What are our society’s ethical values con-
cerning the importance of  healthy pregnancies, mothers, and children? 
What is society’s responsibility for their care?

d.  How does the evaluation of  potential alternative policies compare with 
WIC? WIC’s goals are to improve the nutritional intake of eligible mothers 
and children at risk of  poor nutrition and to educate mothers about nutri-
tion to prevent problems related to a poor diet. What other policies might 
be developed to achieve the same goals? Would they be able to better meet 
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the established goals? Are there more effi cient, less expensive ways to meet 
these goals?

e.  What recommendations can be established for positive changes? How could 
the program be improved? How could benefi ts reach more eligible moth-
ers? Would increased federal and state funding help? What changes in policy 
could facilitate program implementation?

 3. The third step in critical thinking is to assert a concluding opinion. In summary, 
what do you think about WIC? Should it be continued, expanded, reduced, or 
discarded?
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P A R T  F O U R

CLIENT POPULATIONS 
AND CONTEXTS

CHAPTER  9    Social Work and Services for Children and Families

CHAPTER  10  Social Work and Services for Older Adults

CHAPTER  11   Social Work and Services for People with 
Disabilities

CHAPTER  12  Social Work and Services in Health Care

CHAPTER  13  Social Work and Services in Mental Health

CHAPTER  14   Social Work and Substance Use, Abuse, and 
Dependence

CHAPTER  15   Social Work and Services for Youths and in 
the Schools

CHAPTER  16   Social Work and Services in the Criminal 
Justice System

Part 4 includes eight chapters that focus on various fi elds of practice in social work, 
the client populations served, the social welfare policies governing that service, and 
the context in which benefi ts are provided. They include social work and services

 1. For children and families.
 2. For older adults.
 3. For persons with disabilities.
 4. In health care.
 5. In mental health.
 6. In substance use, abuse, and dependence.
 7. In the schools.
 8. In the criminal justice system.
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C H A P T E R  9
Social Work and Services for 
Children and Families

Consider the following cases involving children and their families.

Case A: Burgundy, age 23, is a single mother desperately seeking day care for her 
children Sean and Shane, ages 1½ and 3. She has just found a clerical job at a 
law offi ce not far from her home. Her sister can baby-sit for her in the mornings but 
has her own job to go to in the afternoons. Some of the available day care costs as 
much as she will make in her new job. Other day care centers won’t take children 
who aren’t toilet trained, which Sean defi nitely is not. Burgundy is at her wit’s end!

Case B: Clark and Lois aren’t doing well. They have three children to support, and 
not nearly enough money is coming in to pay the rent and buy groceries. Clark 
was laid off 8 months ago from his job at the airplane factory. The economy’s 
 depressed, and he’s been unable to fi nd anything else. And then there are medical 
bills for Lois’s breast cancer. She’s had surgery and is only now fi nishing up radia-
tion and chemotherapy treatments. Clark feels as if he’s losing his grip on things. 
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The least bit of aggravation makes him blow his stack. He fi nds himself more fre-
quently slapping the kids around when they don’t behave. The other day, he caught 
himself right before he hit one of them with a baseball bat.

Case C: Corazon is exhausted. Her daughter Juanita, age 9, is bedridden with a 
rare skin disease that makes any movement diffi cult and painful. Juanita requires 
almost constant care and attention. Corazon, a single parent, has no relatives or 
friends in the area willing to give her a break and help out even for a few hours 
by caring for Juanita. Corazon feels as if she’s going crazy.

Case D: Tom, 15, is clinically depressed. He attends a school that focuses on 
fulfi lling special education needs, addressing school behavior problems, and pro-
viding family counseling. He had been in fi ve foster homes since his parents were 
killed in a car accident. The multiple placements were not Tom’s fault but were 
simple results of fate. Two foster families moved out of the state when breadwin-
ners got better jobs. One foster mother became pregnant and decided that hav-
ing a foster child in addition to her own was simply too much. One foster father 
had a heart attack and died. The other foster family began having problems with 
their own teenage children, and so Tom was removed from the home. Tom and his 
older brother and sister have been separated for the past 10 years. For various 
reasons, “the system” has been unable to keep the three siblings together. Tom is 
doing poorly in school partly due to multiple school changes and partly due to his 
despair at the misfortune and loneliness that has characterized his life.

Case E: Ginny, age 18 months, has a severe cognitive disability (previously 
referred to as mental retardation) and so can do little more than lie in a prone 
position, suck on a bottle, and cry. She was removed from her home because 
her mother, a crack addict, did not provide adequate care. Shortly after Ginny 
 arrived at her foster home, Ginny’s foster mother took her to a diagnostic and 
treatment center for children with multiple disabilities. During a physical exami-
nation, the physician noticed that Ginny had odd-looking bruises around her 
vaginal area. They wondered what and who had caused them.

Cases A through C depict families that need supportive help to stay intact. For what-
ever reasons, families can become stressed or weakened and have trouble making it 
on their own. Causes may be economic, health related, or emotional. Sometimes a 
family is hit with an unexpected crisis like job loss or serious illness; other times, long-
term problems wear a family down and undermine its ability to keep itself afloat.

Cases D and E portray children who can no longer stay with their families in 
their own homes. When families have such serious needs and problems that they 
can’t care for their children, substitute services are necessary.

Because the family is the core of most people’s lives, this chapter explores is-
sues relevant to families. People who receive other types of social services (e.g., 
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those concerning health, mental health, disabilities, or aging) are also members of 
families. Because of the complexity of people’s needs and the services  developed 
to meet them, the same individual or family may receive services or use resources 
from various fi elds of practice. Therefore, a thorough understanding of services for 
children and families is basic to understanding social welfare and social work.

Learning Objectives
A Emphasize the wide diversity in families and their structure.
B Explain the concept of child welfare and describe the continuum of 

supportive and substitute services in the United States.
C Examine child maltreatment and child protective services.
D Describe and examine family preservation, child day care, family life 

education, and respite care.
E Address the ongoing macro need to advocate for resources for 

children and families.
F Describe substitute placements for children.
G Discuss adoption.
H Propose questions to stimulate critical thinking about advocacy to 

combat child maltreatment and controversial issues in adoption.

Family structure is “the nuclear family as well as 
those nontraditional alternatives to nuclear family 
which are adopted by persons in committed relation-
ships and the people they consider to be ‘family’ ” 
(CSWE, 2002). The traditional family structure in 
the United States consisted of  two married parents 
who had never been divorced living together in one 
household with their own birth children. Today, how-
ever, typical family structures are much more varied. 
Single-parent families are family units in which only 
one of  the parents, usually the mother, is present in 
the household. Stepfamilies are family structures 
in which “members are joined as a result of  second 
or subsequent marriages” (Barker, 2003, p. 417). “In 
blended families one or both spouses have biologi-
cally parented one or more children with someone 
else prior to the current marriage [or union]. In many 
blended families the newly joined couple gives birth 
to additional children. In some blended families 
the children are biologically a combination of  ‘his, 
hers, and theirs’ ” (Zastrow & Kirst-Ashman, 2004, 
p. 453). Blended families are also often referred to 

The Diversity of Families
Before talking about the wide range of  programs 
and services geared to helping children and families, 
it’s important to emphasize the enormous diversity 
of  families and their configurations or structure. A 
family is “a primary group whose members assume 
certain obligations for each other and generally share 
common residences” (Barker, 2003, p. 154). This def-
inition shows how flexible the notion of  family has 
become. First, a family is a primary group—that is, 
“people who are intimate and have frequent face-
to-face contact with one another, have norms [that is, 
expectations regarding how members in the group 
should behave] in common, and share mutually 
enduring and extensive influences” (Barker, 2003, 
p. 338). Thus family members have significant influ-
ence on each other. The second concept in the defi-
nition of family involves having obligations for each 
other, which means a sense of mutual commitment to 
and responsibility for other family members. The third 
concept in the definition is common residences, such 
that, to some extent, family members live together.



242  Client Populations and Contexts

aspect of  diversity. Open-mindedness is essential 
when we assess the strengths of  any family group 
regardless of its structure. Workers should not make 
assumptions about how families should be but should 
work with the family group that is. Highlight 9.1 
examines the special situation of  gay, lesbian, and 
bisexual families.

as stepfamilies. Intergenerational families are those 
in which family members include persons spanning 
at least three generations (e.g., grandparents living 
under the same roof  and caring for grandchildren 
while the parents work).

Social workers must be sensitive to the various 
confi gurations families may take and appreciate this 

HIGHLIGHT 9.1 

Gay and Lesbian Families: A Population-at-Risk

At special risk of discrimination are families with lesbian, 
gay, or bisexual (LGB) parents. Patterson (1995) explains:

The central heterosexist [the prejudiced attitude that 
gay and lesbian people are inferior or immoral, often 
resulting in discriminatory behavior toward them] 
assumption that everyone is or ought to be hetero-
sexual is nowhere more prevalent than in the area of 
parent–child relationships. Not only are children 
usually assumed to be heterosexual in their orienta-
tion, but mothers and fathers are also generally 
expected to exemplify heterosexuality in their 
 attitudes, values, and behaviors. (p. 255)

Matthews and Lease (2000) describe the exceptional 
circumstances of LGB families:

These special issues can include problems brought 
on by being members of  a stigmatized group in 
which the relationships are disapproved of  by the 
majority of society, lack of formal or legal recogni-
tion of  lesbian and gay families, nonheterosexual 
lifestyles being seen as incompatible with child rear-
ing, fear of  losing custody, and the perceived need 
for secrecy. (p. 259)

Despite these additional stressors, children growing 
up in lesbian or gay homes do just as well as those raised 
in heterosexual homes (Laird, 1995; Woodman, 1995). 
Most children in LGB families “want people to under-
stand that there’s lots of love in their household . . . it’s 
the pressure from society that makes things hard for 
them. . . . Their lives are as traditional and boring as 
anyone else’s” (Carton, 1994, p. 45). “They have parents 
who help them with homework, worry about college 
choices, drive them to hockey games, and yell at them 
for staying out late” (Morales, 1995, p. 1091).

Marital Status
An issue that directly effects many LGB people and 
their families is the issue of  gay marriage. The option 
of  marriage provides many potential consequences for 

people. For heterosexual couples it involves access to 
health insurance benefits, social insurance benefits, 
property rights, child custody rights, and many other 
legal advantages.

In May 2008, the Supreme Court of  California 
struck down a state law limiting marriage to a union 
 between a man and a woman; it based its decision on 
another court decision made 60 years earlier that struck 
down a law barring interracial marriages (California 
Court Rules, 2008). This makes California the second 
state that allows same-gender marriages. On May 17, 
2004, Massachusetts “became the first state in the  nation 
to legalize gay marriage” (American Association of Sex 
Educators, Counselors, and Therapists [AASECT], 
2004, p. 7). The right of lesbian and gay people to legally 
marry is a hotly debated issue in the United States.

Many states have actively passed legislation against 
legal gay relationships. Some have passed constitu-
tional amendments banning gay marriage and others 
prohibiting gay marriage in addition to other legal 
 relationships such as civil unions and domestic 
partnerships.

Some states have legalized civil unions or domes-
tic partnerships. A civil union is a legally recognized 
union that is similar to marriage in some or many 
respects. Such rights include “child custody, probate 
court, workers’ compensation, and family leave bene-
fits” (AASECT, 2000, p. 6). However, these civil union 
rights are not transferable to other states should a cou-
ple move.

Civil unions are not marriages, however. Depending 
on how these laws are drafted, they may not allow a 
number of  privileges inherent in marriages including 
Social Security survivor and spousal benefits; unlimited 
exemptions from federal gift and estate taxes on trans-
fers to a spouse; the right not to testify against one’s 
spouse in court; and unpaid leave to care for an ill 
spouse (National Gay and Lesbian Task Force, 2005).

(continued)
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extensive. Finally, at the other end of the continuum, 
some families are unable to function regardless of 
the resources and help they receive. In these cases, 
children must be removed from the home and substi-
tute services provided.

Note that in the past treatment and services 
 involving children were referred to as “child welfare.” 
The next section describes this fi eld and the current 
status of practice with children and families.

Child Welfare: A Historical Social 
Work Field of Practice
Child welfare is the traditional term for the network 
of policies and programs designed to empower fami-
lies, promote a healthy environment, protect children, 

Major Thrusts of Services for 
Children and Families
One way of  classifying services for children and 
families is to place them on a continuum, as shown 
in Figure 9.1. At one end of  the continuum, fami-
lies require basic financial and material resources to 
survive. Some families require additional supportive 
help (e.g., counseling) to continue functioning and 
remain intact. Some families need very little help to 
enhance their functioning and thrive. Others require 
comprehensive services and resources to solve prob-
lems and function as independent, healthy entities. 
The three middle boxes in Figure 9.1 reflect the con-
tinuum of need ranging from limited to moderate to 

HIGHLIGHT 9.1 (continued)

Another proposed alternative to marriage is a domestic 
partnership, a legal agreement where two people live 
together, establish a personal relationship intended to be 
permanent, and share a domestic life together without 
being in a marriage or civil union. Privileges may vary 
depending on the legislation.

How does the public feel about legalized same-
gender relationships? A recent Gallup poll indicated 
that 56 percent felt same-gender marriage was not valid, 
40 percent felt it was, and the remaining 4 percent held 
no opinion (Gallup.com, 2008). Forty-nine percent are 
in favor of  civil unions for same-gender couples, but 
not marriages (Avery et al., 2007). Avery and her col-
leagues (2007) comment on this discrepancy:

It is interesting to speculate why Americans support 
civil unions for gay and lesbian couples but not legal 
marriages. Perhaps many Americans believe that 

marriage is a “holy union” that is not open to same-
sex couples because many faiths do not sanction it. 
Others might oppose same-sex marriage because 
they believe that same-sex unions undermine the 
traditional marital bond between a man and a 
woman. (p. 77)

This controversy over whether gay marriage is right 
or wrong continues in heated debate throughout the 
United States. The core of  the dispute focuses on a 
person’s constitutional right to find happiness in an 
intimate relationship with another person versus the 
religious approach about the sanctity of  marriage 
between a man and a woman. What are your opinions 
regarding this issue? Do you feel LGB people have the 
right to marry? Do they have the right to establish 
legal civil unions or domestic partnerships? Why or 
why not?

Basic financial 
and material 
resources all 
families need 

to survive

Limited 
supportive 

services

Moderate
supportive
services

Extensive 
supportive 

services

Substitute
services

Services necessary to remain intact

FIGURE 9.1  Continuum of need for families’ survival
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Martin, 1988, p. 83). The intent is simply to provide 
external support to enhance family functioning while 
children remain in the home. Services include basic 
financial and other resource assistance (discussed 
in Chapter 6); various types of  mental health treat-
ment such as family therapy, individual counseling, 
and group therapy (discussed more thoroughly in 
Chapter 13, which focuses on social work and mental 
health); child protective services; intensive family pres-
ervation services; day care; and family life education.

Case Example An example of  supportive services 
involves Billy, a 13-year-old boy with moderate cog-
nitive disabilities (Kadushin & Martin, 1988; Koch, 
1979).1 His parents, Norm and Norma Needing, 
had increasing difficulty controlling his behavior as 
he grew older and bigger. Billy was picking on his 
younger brother Benny and acting out uncontrollably 
in public settings such as grocery stores and restau-
rants. The Needings were at their wits’ end and were 
considering placing Billy in an institutional setting.

Billy was referred by his school social worker to 
FACT (Family and Child Training), a program provid-
ing a range of services to persons with developmental 
disabilities and their families. FACT assigned the case 
to Emma Getic, a social worker serving both as case 
coordinator and treatment provider. The fi rst order of 
business was to assess the situation and develop a treat-
ment plan. After spending substantial time observing 
Billy and his interactions both at school and at home, 
Emma worked with the Needings to develop goals and 
specify a plan for how to proceed.

Goals included improving Billy’s interactions 
with peers and with Benny through supervised rec-
reational activities, his ability to respond positively 
to parental guidance and directives, and his behavior 
in public places. The Needings attended parenting 
classes provided by FACT. Emma met weekly with 
the Needings to discuss what they had learned and 
help them apply the skills at home. Billy was enrolled 
in recreational activity groups sponsored and super-
vised by FACT staff. Initially, Billy was accompanied 
by a child care worker who modeled appropriate 
behavior for Billy and implemented the behavior 
modifi cation program. Billy gradually learned how 
to relate much more positively with Benny, his peers, 

and meet children’s needs. Basic goals of  child wel-
fare include:

● Meeting vulnerable children’s unmet emotional, 
behavioral, and health needs.

● Providing adequate resources to address external 
conditions such as poverty and inadequate health 
care so children can develop and thrive in a healthy, 
nurturing social environment.

● Empowering families by building on strengths 
so parents can effectively provide for and protect 
their children.

● Improving internal family conditions involving 
interpersonal dynamics, communication, substance 
abuse, and confl ict.

● Safeguarding children from various forms of 
neglect and abuse.

● When necessary, making permanent family living 
conditions available through adoption or transfer 
of guardianship.

Child welfare has always focused on children and 
families, with services traditionally provided by pub-
lic agencies. Pecora et al. (2000) comment:

The historical areas of  service [include] foster 
care and adoptions, in-home family-centered ser-
vices, child protective services, and residential 
services—in which social work has a legitimate, 
long-standing, and important role and mission. . . . 
Readers also should be conscious of the many other 
fi elds of practice in which child and family services 
are provided or that involve substantial numbers of 
social work programs, such as services to adolescent 
parents, child mental health, and juvenile justice 
agencies. (p. xi)

In recent years the emphasis concerning children 
and families has shifted from a focus on the child to one 
on the family and social environments. Children are 
now viewed in the context of their families and other 
people around them. The idea is that this environment 
must be strengthened to provide a nurturant, support-
ive setting in which children can grow and thrive.

Supportive and Substitute 
Services
Supportive services “support, reinforce, and strengthen 
the ability of parents and children to meet the respon-
sibilities of  their respective statuses”  (Kadushin & 

1This case example is loosely based on one provided in the sources 
cited. Various situational variables such as referral source have 
been changed.
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looked as if  they might be from a lighted cigarette. 
Was Peter actually being tortured on  Saturday after-
noons? Becca called Peter’s social worker.

Another case involved Juanita, age 13, who was 
referred to Cheung, the school social worker, by Agate, 
Juanita’s English teacher. Agate had given Juanita 
and the rest of  her class an assignment to write a 
poem on any subject they wished. Juanita had written 
18 poems. (How many times have you done 18 times 
the work a teacher assigned you?) Each of  Juanita’s 
poems involved explicitly sexual language and imag-
ery. Juanita lived with her mother, sisters, and a 
stepfather. There was some concern about potential 
sexual abuse by the latter. Upon further investigation 
after referral to child protective services, it was deter-
mined that a maternal uncle, not the stepfather, was 
guilty of sexual abuse.

These four children are victims of  various types 
of child maltreatment. Before we discuss the types of 
supportive services and treatment provided for this 
grave family problem, it’s important to understand 
some of  the reasons why it occurs and the ways it 
 affects children.

What Are Child Maltreatment, 
Abuse, and Neglect?
Child maltreatment is the umbrella term for physical 
abuse, sexual abuse, psychological abuse, and neglect. 
Physical abuse occurs when “a child younger than 
18 years of age has experienced an injury . . . or risk 
of  an injury . . . as a result of  having been hit with 
a hand or other object or having been kicked, shaken, 
thrown, burned, stabbed, or choked by a parent or 
parent-surrogate” (Kolko, 2002, p. 22). Physical indi-
cators include bruises, lacerations, fractures, burns, 
head injuries, and internal injuries. Often the injuries 
don’t make sense. For example, they might occur in 
odd patterns or places. A doughnut-shaped burn will 
appear on the buttocks if  a child has been immersed 
in very hot water, or she may have bruises on the soles 
of her feet from being hit there with a stick. Explana-
tions for injuries may not be logical. Consider a child 
who says he broke his leg when he tripped on a crack 
in the sidewalk, but there are no sidewalks in his 
neighborhood. Still another clue involves frequent or 
multiple injuries that are hard to explain.

Physically abused children can also exhibit behav-
ioral indicators such as extreme passivity and sub-
missiveness in order to avoid provoking an abusive 
parent or other caregiver. Other children will express 

and his parents. Billy enjoyed his new levels of inter-
action and acceptance, so his overall quality of  life 
was signifi cantly enhanced. Because family life had 
stabilized, the Needings no longer considered resi-
dential placement.

Further along the continuum of family needs are 
substitute services (described later) whereby another 
family or environment is substituted for the child’s 
own family. Here “someone else takes over all aspects 
of  the parental role on a temporary or permanent 
basis” (Kadushin & Martin, 1988, p. 344). Substitute 
services include foster care; residential placement in 
a group home, treatment center, or institution; inde-
pendent living; and adoption.

An example of  substitute care in an institutional 
setting could have involved the Needing family. For 
instance, suppose the family had not been referred to 
FACT or FACT had failed to help the family  improve 
its functioning. The Needings might then have pur-
sued Billy’s placement in a residential institution.

Child Maltreatment and Child 
Protective Services
Jaron, age 3, and Tomas, age 2, attended a day care cen-
ter while their mother, Joyita, worked during the day. 
Laura, the day care center social worker, and Sonja, 
Jaron’s and Tomas’s teacher, became increasingly con-
cerned about the boys’ health and hygiene. Their clothes 
were smeared with dirt, and their hair was filthy. They 
had an exceptionally strong, unappealing odor, appar-
ently due to very infrequent bathing. Their teeth were 
dark with tartar. And they were ravenously hungry 
when they arrived at the center each day. The situation 
screamed neglect. Laura had the choice of sitting down 
with Joyita and talking with her about the problems or 
referring the case to child protective services.

Consider another case. Peter, age 6, had been 
placed in foster care with Becca for the past year. 
Peter’s mother, Mary, had visitation rights every Sat-
urday afternoon. During their lives, Peter and his four 
siblings had periodically been removed from the home 
because of neglect and placed in foster care. Mary had 
a long history of drug use and abuse. She had started 
treatment programs on numerous occasions but was 
never able to complete them. After one of the Satur-
day visits with Mary, Becca noticed that Peter had 
a series of  small circular burns on his left arm that 
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 psychological abuse interfere with a child’s psycho-
logical development and well-being. Psychological 
neglect involves withdrawal of support, attention, and 
encouragement. Psychological abuse concerns more 
active criticism, disapproval, and censure of children 
and their feelings and behavior.

Nine types of behavior illustrate parental psycho-
logical maltreatment (Burnett, 1993; Downs et al., 
1996):2

 1. Detaining children in a small space by tying or 
locking them up for long periods: In one case, par-
ents punished their 8-year-old son for misbehav-
ior by locking him up in an abandoned outhouse 
in the backyard. He experienced “severe emo-
tional problems, with fears of  being abandoned, 
hearing imaginary voices, and seeing things that 
are not there” (Burnett, 1993, p. 444).

 2. Extreme public embarrassment and disgrace: For 
example, for years, parents reprimanded their 
8-year-old daughter by listing her misdeeds on a 
sign and hanging it around her neck. They then 
forced her to stand out by the highway for sev-
eral hours so passersby could gawk at her.

 3. “Cinderella syndrome” (Burnett, 1993, p. 444): 
In one case, parents took three of their four chil-
dren on a “fun” weekend trip while leaving the 
fourth, Donna, age 8, behind. Her parents told 
her that they were ashamed of  her and that she 
would have to fi nd someplace to stay while they 
were gone.

 4. Extreme verbal cruelty, whereby a child is sharply 
rejected, told she or he is useless, or made the 
recipient of scornful ridicule: For example, when 
an 7-year-old boy’s dog was accidentally killed 
by a car, his mother shrieked that it was all his 
fault because he was an evil seed of the devil.

 5. Urging or forcing a child into delinquent behavior: 
For example, a parent might encourage petty theft 
or the use of alcoholic beverages or other drugs.

 6. Intimidating children by threatening serious injury, 
abandonment, or even death: For example, parents 
of  one 8-year-old boy discovered him playing 
outside when he was supposed to be inside. They 
told him that they could not trust him anymore 
and that if  he ever did something like that again 
they would call the police or break his legs.

themselves with marked aggression and hostility, 
modeling the behavior of a violent parent.

Sexual abuse is

any sexual activity with a child where consent is not or 
cannot be given. . . . This includes sexual contact that 
is accomplished by force or threat of force, regardless 
of the age of the participants, and all sexual contact 
between an adult and a child, regardless of whether 
there is deception or the child understands the sex-
ual nature of the activity. Sexual contact between 
an older and a younger child also can be abusive if 
there is a signifi cant disparity in age, development, 
or size, rendering the younger child incapable of giv-
ing informed consent. The sexually abusive acts may 
include sexual penetration, sexual touching, or non-
contact sexual acts such as exposure or voyeurism. 
(Berliner & Elliott, 2002, p. 55)

Incest, a form of  sexual abuse, is “sexual inter-
course between people too closely related to legally 
marry (usually interpreted to mean father–daughter, 
mother–son, or brother–sister combinations)” 
(Strong et al., 2008, p. 220). Physical symptoms of 
sexual abuse include physical damage to or bleed-
ing in the genital or anal areas. Emotional indicators 
are depression, low self-esteem, and thoughts of sui-
cide. Other clues include compulsive masturbation 
and sexual behavior or knowledge inappropriate to 
a child’s age.

Child neglect is “the failure of  the child’s parent 
or caretaker, who has the material resources to do 
so, to provide minimally adequate care in the areas 
of  health, nutrition, shelter, education, supervision, 
affection, or attention” (Wolock & Horowitz, 1984, 
p. 15). For example, a child might lack appropriate 
winter clothing in a cold climate and, as a result, 
suffer frequent illness. Or a 6-year-old child might 
be left alone in charge of  her two younger siblings. 
Constant hunger is yet another symptom.

Psychological or emotional neglect involves the 
“passive or passive/aggressive inattention to the child’s 
emotional needs, nurturing, or emotional well-being” 
(Brassard, Germain, & Hart, 1987, p. 267). Parents 
may deprive an infant of physical contact and atten-
tion or simply ignore children who desperately need 
emotional involvement. Psychological abuse  refers to 
“belittling, humiliating, rejecting [a child, to] under-
mining a child’s self-esteem, and generally to not creat-
ing a positive atmosphere for a child”  (Crosson-Tower, 
1992, p. 175). Both psychological neglect and 

2These vignettes are based on those described in Burnett, 1993, 
pp. 441– 454.
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performance declined as he started acting out 
aggressively and experimenting with drugs.

Downs and her colleagues (2004) explain the com-
plexity of psychological maltreatment:

Psychological maltreatment is related to other 
forms of  maltreatment; it is the psychological 
dimension of  abuse, neglect, and sexual abuse. 
Terrorizing may be embedded in physical abuse; 
denying emotional responsiveness may be the psy-
chological aspect of  physical neglect. However, 
 psychological maltreatment may also exist by itself, 
without other forms of maltreatment. (p. 254)

Child maltreatment in general is a complex issue. 
What’s important is not that a particular case fi ts neatly 
into a clearly defi ned category, but rather that children 
are protected and their needs addressed. Highlight 9.2 
provides an international perspective on child abuse—
small children being sold as slaves in West Africa.

 7. Refusing to seek necessary psychological treat-
ment: In one case, a 9-year-old girl who had been 
depressed for a long time attempted suicide by 
slitting her wrists. Finally, after she sought help 
from a school nurse, her parents forbade her 
from getting treatment and told her to keep her 
feelings to herself.

 8. Restricting a child’s emotional and social devel-
opment: For example, one mother never left her 
home and kept her 8-year-old son there with her. 
Although he displayed exceptionally immature 
behavior and lived in a make-believe world, she 
homeschooled him and forbade him from play-
ing with other children.

 9. Depriving a child of love and emotional support: 
For example, after his wife’s death, a father ceased 
to take notice of his 9-year-old son. The boy was 
forced to spend much time alone while his father 
locked himself in his room and had to do his own 
cooking and wash his own clothes. His school 

HIGHLIGHT 9.2 

International Perspectives: Th e Child Slave Trade 
in West Africa

Juliette Zinwue was thrilled! Although she lived in a 
small village in Benin, West Africa, she was actually 
going to travel somewhere in a car; some men said they 
would take her to work in Abidjan, a city in the Ivory 
Coast, and paid her parents to do so (Robinson & 
Palus, 2001). However, the journey soon turned into a 
horror story. Placed in a wealthy woman’s home located 
in active, crowded Abidjan, Juliette “now rises at 6 AM 
to sweep the house and courtyard, wash dishes and 
clean out the garbage cans. She spends the rest of  the 
day at a local market selling trinkets and hair accesso-
ries at her boss’s stall” (Robinson & Palus, 2001, p. 40). 
She started 3 years ago. Today she’s 10.

Chapter 2 established that human trafficking includ-
ing the enslaving of children for the sex trade is a major 
global issue today (de Silva, 2007). Robinson and Palus 
(2001) report on the experiences of the estimated 200,000 
West and Central African children who are sold into 
slavery each year. The root of the problem is poverty. In 
the poorest countries, including Benin, where up to 
three-quarters of  the population survives on less than 
$1 a day, children have no schools to attend and little 

hope for viable future employment. They are often sold, 
sometimes for the meager fee of $15, because impover-
ished parents feel the children might be better off  in a 
richer country—even as slaves. Most girls find themselves 
working as domestic help or prostitutes. Boys end up as 
field hands on plantations or as workers on fishing boats. 
Generally, “Africa has the highest rate of child labor in 
the world: 41% of 5- to 14-year-olds work” (p. 40).

The practice is bolstered by tradition. Historically, 
young children resided with wealthier urban extended 
family members or hired out as servants to newly mar-
ried couples. However, the current practice of  selling 
them to strangers in other countries is purely a matter 
of business. Somebody is making money in the process, 
and it surely is not the children. Although West African 
nations are attempting to halt the slavery process, it is 
difficult. Borders between nations are easily crossed, 
and police have few resources for enforcement.

Juliette resolutely states, “I don’t care that I have not 
been to school . . . but I would like to go to church” 
(p. 41). She can’t though, because she doesn’t get Sun-
days off.
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most are male and are known to the victim. . . . Child 
 molesters cover the spectrum of  social class, edu-
cational achievement, intelligence, occupation, reli-
gion, and ethnicity. Evidence suggests that many. . . . 
offenders, especially those who are prosecuted, are 
shy, lonely, [and] poorly informed about sexuality. . . . 
Many are likely to have poor interpersonal and sexual 
relations with other adults, and may feel socially inade-
quate and inferior (Dreznick, 2003; Minor & Dwyer, 
1997). However, it is not uncommon to encounter 
[offenders]. . . . outside the legal system who are well 
educated, socially adept, civic-minded, and fi nancially 
successful” (p. 496). Other possible characteristics 
include “alcoholism, severe marital problems, sexual 
diffi culties, and poor emotional adjustment” (Crooks 
& Baur, 2008, p. 496; Johnston, 1987; McKibben 
et al., 1994).

Crosson-Tower (2008) adds that “many collect por-
nography” and that they tend to be highly “manipula-
tive” in order to gain the power and control over others 
(such as children) they feel they lack (p. 136). Many 
perpetrators were sexually abused themselves in child-
hood (Crooks & Baur, 2008; Crosson-Tower, 2008).

Miller-Perrin and Perrin (2007) describe some of 
the characteristics of  parents who emotionally mal-
treat their children:

Such parents, compared with nonabusive parents, 
appear to exhibit more difficulties with interper-
sonal and social interactions, problem solving, and 
psychiatric adjustment. . . . Emotionally abusive 
parents had more diffi culty building relationships, 
exhibited poor coping skills, and displayed defi cits 
in child management techniques. In addition, emo-
tionally abusive mothers demonstrated a lack of 
support networks (both personal and community) 
as well as greater levels of perceived stress, marital 
discord, and alcohol and drug use. (p. 218)

Child Protective Services and the 
Social Work Role
Child protective services (CPS) are interventions 
aimed at protecting children at risk of maltreatment. 
CPS social workers are usually employed by state 
or county public agencies whose designated task is 
to protect children from harm. Liederman (1995) 
describes agency functioning:

CPS agencies investigate reports of child abuse and 
neglect, assess the degree of harm and the ongoing 

How Many Children Are Maltreated?
The actual number of  child maltreatment cases is 
difficult to determine. Specific definitions for who 
is included in specific categories vary dramatically 
from one state or locale to another. One thing, how-
ever, is certain—any figures that are reported reflect 
a minimal number of  actual cases. All indications 
are that vast numbers of cases go unreported.

In 2005 there were almost 2 million reported 
and investigated acts of  child maltreatment in the 
United States, almost 900,000 of which were substan-
tiated (U.S. Census Bureau, 2007). This, of  course, 
doesn’t refl ect other cases not reported or investigated. 
“Recent fi ndings suggest that the incidence of  child 
maltreatment is increasing dramatically”; one study 
found that the incidence had doubled over a decade 
(Petr, 2004, p. 20). Of  substantiated cases, 62.2% 
involved neglect, 16.6% physical abuse, 9.3% sexual 
abuse, 7.1% emotional maltreatment, and 2% medical 
neglect (U.S. Census Bureau, 2007).

What Causes Child Maltreatment?
People who physically abuse children tend to have 
the following needs (Crosson-Tower, 2005; Kolko, 
1996, 2002):

● A need for personal support and nurturance.
● A need to overcome isolation and establish social 

contacts.
● A need to learn appropriate parenting skills.
● A need to improve self-esteem.

Parents who neglect their children appear to have 
characteristics similar to physically abusive parents, 
although poverty is also “highly correlated with 
 neglect” (Crosson-Tower, 2008; Mather, Lager, & 
Harris, 2007, p. 92). “The typical neglectful parent is 
an isolated individual who has diffi culty forming rela-
tionships or carrying out the routine tasks of  every-
day life. Burdened with the anger and sadness over 
unmet childhood needs, this parent finds it impos-
sible to consistently recognize and meet the needs of 
her or his children” (Crosson-Tower, 2008, p. 81). This 
description, in some ways, resembles the description 
of the physically abusive parent. However, an abuser 
lashes out, whereas a neglectful parent tends to with-
draw and fails to provide adequately for children.

Crooks and Baur (2008) describe people who sexu-
ally abuse children: No clear-cut description charac-
terizes perpetrators of sexual abuse “other than that 
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maltreatment victims “include increasing self-esteem, 
decreasing feelings of hopelessness and helplessness, 
decreasing aggressive behaviors, and decreasing neg-
ative behaviors such as lying, suicide attempts, run-
ning away, promiscuity, and drug or alcohol abuse” 
(p. 165). These can be achieved through individual 
counseling, group therapy, or family therapy.

Of course, basic aspects of treatment for physically 
abused children involve meeting their medical needs 
and keeping them safe. Sometimes removal from a 
dangerous situation is necessary, at least temporarily.

Treatment goals for parents focus on strengthen-
ing their “coping skills, parenting skills, and child 
management techniques” (Winton & Mara, 2001, 
p. 171). Intervention may involve individual coun-
seling or family therapy. Many believe that group 
therapy, including self-help groups such as Parents 
Anonymous, is often the most effective (Winton & 
Mara, 2001). Through such groups, parents learn 

risk of harm to the child, determine whether the child 
can remain safely in the home or should be placed in 
the custody of the state, and work closely with the 
family or juvenile court regarding appropriate plans 
for the child’s safety and well-being. (p. 425)

Interventions in child maltreatment cases  follow 
the same sequential steps used in other areas of 
 social work intervention. These include receipt of 
the initial referral, gathering information about the 
case through a social study, assessment of  the situa-
tion, case planning including goal setting, provision 
of  treatment, evaluation of  the effects of  treatment, 
and termination of  the case (Kadushin & Martin, 
1988). Highlight 9.3 focuses on the importance of 
risk  assessment in cases of child maltreatment.

Following assessment, a treatment plan is devel-
oped providing direction for how to proceed. Accord-
ing to Winton and Mara (2001), treatment goals for 

HIGHLIGHT 9.3

Th e Assessment of Risk in Child Maltreatment Cases

A key word in the assessment of  child maltreatment is 
risk (Shlonsky & Gambrill, 2005). After a case involv-
ing suspected maltreatment is reported, it’s the social 
worker’s job to assess the extent to which children are 
at risk of  maltreatment. Crosson-Tower (2008) urges 
that the following questions be answered during the 
 assessment process:

● Is the child at risk from abuse or neglect and to what 
degree?

● What is causing the problem?
● Could services be offered to alleviate the problem?
● Is the home a safe environment or must the child be 

placed elsewhere? (p. 234)

Assessment focuses on many of  the dynamics con-
tributing to maltreatment discussed earlier. A number 
of  variables have been found to affect a worker’s deci-
sion that a case assumes a high level of  risk and 
 merits intensive agency intervention (Crosson-Tower, 
2008; Kadushin & Martin, 1988; Myers, 2002). These 
include

● Clearly visible proof  of  abuse or environmental 
characteristics that obviously endanger a child.

● The degree of  the child’s helplessness and vulnera-
bility (e.g., a child with a physical disability or an 
infant being extremely vulnerable).

● Self-destructive behavior on the part of the child.
● A history of severe abuse.
● Abusers who show no or little regret for their child’s 

abuse and have difficulty accepting responsibility.
● Abusers who openly reject the child or blame the 

child for the problem.
● Serious emotional disturbances on the part of parents.
● Lack of cooperation by the parents.
● Families that are exposed to numerous and severe 

psychological and social pressures.
● Isolation of  the family and lack of  social support 

systems.

Assessment interviews involve both adults and chil-
dren. Questions focus on the parents’ history and current 
functioning; the way parents perceive their children; the 
way the family system functions as a whole; the condi-
tion of  the home environment; the external support 
(e.g., friends or relatives) available to the family; and the 
children’s condition, level of  development, and overall 
functioning (Crosson-Tower, 2008).
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provide  someone for the parents to talk to. In effect, 
this is another way of taking the pressure off. Finally, 
Big Brother/Big Sister or adopted grandparent pro-
grams can let children form a special relationship with 
a supportive adult role model or mentor. Volunteers 
are paired with a child and, under supervision,  offer 
that child guidance and friendship.

Referral opportunities are endless. It’s up to the 
social worker to accurately assess family members’ 
needs and creatively link them to available services.

Case Example Cynthia, age 7, came to school one 
day with odd-looking bruises on her arm. Her 
teacher, Kari Meback, noticed them immediately 
and asked her where she got them. Cynthia, an 
 aggressive, boisterous child who loved to get atten-
tion from her teachers, told Kari that she had 
tripped, fallen down the stairs, and hit her arm on 
some toys at the bottom. Kari thought that this 
seemed a bit peculiar but accepted Cynthia’s answer 
and forgot about the incident.

Three days later, Kari again noticed some odd 
bruises on Cynthia’s arm. She also observed that 
Cynthia was having diffi culty writing, as if  her fi n-
gers were sprained. Again she asked Cynthia what 
was wrong. The child answered that she had prob-
ably bumped her hand on something. But this time 
Kari did not leave the matter at that. That same day 
she talked to the school social worker, who, in turn, 
referred the matter to a protective services worker at 
the local social services agency.

The protective services worker assigned the case, 
Brian Bornthumper, immediately began a case assess-
ment. He interviewed both Cynthia and her parents. He 
focused on the elements indicating that abuse was tak-
ing place and on the probable risk that Cynthia would 
come to further harm. He also examined the needs of 
the family as a whole and of its individual members.

Brian assumed as nonthreatening an approach as 
possible and maintained a focus on the family’s and 
the child’s welfare. He discovered that Cynthia’s fam-
ily had moved to the area from another state only 
a year before. Cynthia’s mother, Amelia, was a shy, 
withdrawn woman who found it diffi cult to make new 
friends. She had no relatives in the area. Additionally, 
Cynthia’s baby sister, Julie, had been born only three 
months after the move. Julie was a colicky baby who 
rarely slept more than 2 hours at a time and cried 
 almost incessantly. Cynthia’s father, George, was a mop 

that they are not alone and can discover how  others 
are  experiencing stress and frustration. They can 
share coping ideas with each other, suggest new child 
management techniques, provide mutual support, 
and improve their communication skills.

Treatment for families experiencing abuse or 
neglect varies radically depending on the resources 
and services available, the level of risk to the children’s 
well-being, the family dynamics, and motivation of 
the abusive or neglectful caregivers. An intensive 
family preservation approach (described in detail 
later in the chapter) involves a social worker spending 
concentrated time with a family, identifying specifi c 
treatment goals, emphasizing family strengths, and 
teaching other skills as needed.

Working with and Referring to 
Other Agencies
During the intervention process, CPS staff  often 
work with the courts to declare that children require 
protection and to determine appropriate safe place-
ment for them. CPS workers are frequently called on 
to testify in court to report assessment information 
and make recommendations (Gibelman, 1995). In 
the event that family problems cannot be resolved, 
CPS workers may work with the courts to develop 
alternative long-term or permanent placements.

Additionally, social workers may refer to a num-
ber of social services (Alexander, 2004). Respite care 
is the temporary provision of care so that the regular 
caregivers, in this case parents, have some time away 
from child care responsibilities (Murphy, 2004). This 
can ease stress and allow parents to take a break. Day 
care is the regular provision of  care for children or 
others dependent on help when regular caregivers 
must work or be away from the home. This is another 
way of  providing alternative child care for children 
so parents can attend to their own needs, go to work, 
and practice newly learned skills. Support services 
involve a wide range of assistance in helping parents 
undertake their daily tasks and assume their respon-
sibilities; examples include “parent educational ser-
vices, employment counseling and training services, 
budget management, legal services, homemaker ser-
vices, . . . referrals to food banks, and transportation” 
(Alexander, 2004, p. 419). Parental aides are trained 
paraprofessionals, sometimes volunteers, who go into 
the home, serve as positive role models for behav-
ior management and parent–child relationships, and 
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isolation, lack of  emotional support, marital prob-
lems, life crises, and lack of effective parenting skills 
were all apparent. Brian conducted an assessment 
by gathering relevant information regarding family 
relationships, history, emotional status, and stress 
levels; child management approaches; and available 
support systems. As a CPS worker, he sought to 
strengthen the family and enhance family members’ 
interactions among themselves and with others in 
their environment.

Brian initially made several referrals to the appro-
priate services, after which he served as case man-
ager, coordinating efforts and monitoring progress. 
He met with the family regularly to accomplish this. 
For instance, Brian referred Amelia to a Parents 
Anonymous group, in which she could experience 
mutual support, vent her frustrations, develop rela-
tionships, improve communication skills, and learn 
new coping methods. He referred both George and 
Amelia to a parent effectiveness training group to 
improve their ability to cope with and control their 
children’s behavior. He also referred them to a local 
family services agency for marital counseling. The 
intent was to work on improving communication 
within the marriage and to address possible ways 
for George to spend more time with Amelia, provide 
her with greater support, and become more involved 
with the family.

In addition, Brian referred Cynthia to the fam-
ily services agency for individual counseling. He also 
worked with her school social worker to involve her 
in a volleyball team and local Girl Scout troop.

Brian suggested that Amelia join a recreational 
group so she could develop some friendships and 
have some time to herself. Amelia decided to become 
a member of  a bowling team and started attending 
an aerobics class. Finally, Brian helped Amelia fi nd a 
day care center that would care for her children while 
she attended these activities.

In effect, Brian worked with this family to develop 
its members’ strengths, improve communication and 
mutual support, utilize more effective behavior man-
agement techniques, stop abuse, maintain safety, and 
improve overall family functioning.

Sometimes it’s necessary for social workers to do 
more than simply make referrals, as Brian’s work 
with Cynthia and her family illustrates. Focus on 
Critical Thinking 9.1 addresses advocacy and child 
maltreatment in the macro arena.

salesman who was frequently out of town. And when 
he was home, he spent his time watching football and 
other sports on television or sleeping.

Amelia obviously was under severe stress. She 
felt lonely, isolated, and worthless. Even Julie didn’t 
seem to love her. All the baby did was cry. George 
was hardly ever home, and when he was, he ignored 
the family. Amelia felt that her marital relationship 
was deteriorating. As a result of all these stresses, she 
found herself  violently exploding at Cynthia. When-
ever Cynthia did something the least bit wrong, 
Amelia found herself  screaming at the girl and often 
physically assaulting her.

In fact, Amelia’s relationship with her own family 
was quite poor. Her childhood memories were fi lled 
with her father beating her with little provocation.

Cynthia’s family exemplified the types of  needs 
that are common in abusive families. Loneliness, 
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Social workers work with abused children and their familes.
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(4) to increase the family’s skills and competencies, 
(5) to facilitate the family’s use of a variety of formal 
and informal helping resources, and (6) to prevent 
unnecessary out-of-home placement of  children” 
(Berry, 2005; Tracy, 1995; Tracy et al., 1991, p. 1).

In past decades, working with families usually 
involved focusing on protecting the child. This, in 
turn, often meant removing the child from the home. 
Services were then provided in a segmented manner 
by a variety of  workers. For example, consider an 
alleged case of  child abuse. One protective services 
intake worker would gather the intake data when the 
child was initially referred. Another outreach pro-
tective services worker would provide services to the 
family. Still another would work with the foster fam-
ily if  the child was placed there. And so it went.

Family preservation, in contrast, emphasizes ser-
vice provision to the family unit in a more coordi-
nated fashion. For instance, one worker might do 

Intensive Family Preservation: 
One Treatment Approach
Family preservation services are “intensive services 
generally delivered in the client’s home over a brief, 
time-limited period. These services were developed 
to help prevent unnecessary out-of-home place-
ments, keep families together, and preserve family 
bonds” (Tracy, 1995, p. 973). The concept of  family 
preservation has become a major thrust in agencies 
throughout the country. It involves doing everything 
possible to keep the child in the home and provide 
treatment for the family. Family preservation services 
are also referred to as family-based services, “home-
based services, or in-home treatment” (Alexander, 
2004; Berg, 1994, p. 4).

Six goals of  family preservation services are 
“(1) to protect children, (2) to maintain and strengthen 
family bonds, (3) to stabilize the crisis situation, 

FOCUS ON CRITICAL THINKING 9.1

Advocacy and Child Maltreatment in the Macro Arena

An ongoing part of  the social worker’s role is to evalu-
ate the effectiveness of  policy at the macro level and 
 advocate for positive change where needed. Macro 
 improvements are called for in at least five areas:

● More funding should be funneled to the prevention 
of  child maltreatment (Chadwick, 2002; Daro & 
Donnelly, 2002). Until now “services and interven-
tions have developed as responses to the problems of 
abuse as the problems have been recognized” (Chad-
wick, 2002, p. 509). Preventing children from suffer-
ing from maltreatment in the first place is certainly 
much better for them than reacting after it has 
already occurred.

● A more supportive system geared toward improv-
ing resources and services for families in general is 
essential to maintain family strengths. Families 
need tangible resources including adequate shelter, 
food, clothing, and other necessities to thrive 
(Alexander, 2004).

● More community and neighborhood supports 
should be initiated and developed. Current availabil-
ity of  resources and services is significantly inconsis-
tent (Chadwick, 2002). For example, families in rural 

 settings should have better access to child protective 
services (Chadwick, 2002).

● Public and private agencies should communicate and 
cooperate with each other more effectively concern-
ing service provision (Chadwick, 2002). Sometimes 
“interventions are incompatible with others”; for 
example, an abusive parent may be imprisoned for a 
long period, conflicting with a treatment plan devel-
oped to reunite the family (Chadwick, 2002, p. 517).

● Organized continuing education plans should be 
developed to educate social workers and other 
 social service providers about child maltreatment 
(Chadwick, 2002).

With the conservative–liberal and residual–institu-
tional orientations in mind, answer these questions.

Critical Thinking Questions
● To what extent do these suggestions reflect conser-

vative or liberal values, and why?
● To what extent do they reflect a residual or institu-

tional orientation to social welfare policy, and why?
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can improve if  they are given appropriate infor-
mation and support.

 8. Coordination: Because intervention is intensive 
and numerous resources may be involved, coor-
dination is very important. Sometimes other ser-
vice providers and specialists are involved with a 
case, requiring coordination of treatment efforts.

 9. Flexibility: Each family is different, having vary-
ing problems and needs. Flexibility enables prac-
titioners to match a wide range of  services and 
resources with the individual family’s needs.

 10. Accessibility: Workers in family preservation 
must be readily accessible to families in crisis. 
Their work is intensive and time-limited. Work-
ers’ caseloads typically are small so they can 
concentrate their efforts.

 11. Accountability: Accountability is the obligation 
of  justifying one’s work by accomplishing iden-
tifi ed goals. The emphasis on focused objectives 
and time-limited interventions enhances work-
ers’ ability to evaluate their effectiveness.

The family preservation approach is expensive 
 because workers have small caseloads; therefore, the 
ratio of worker salary to number of cases is high. For 
example, consider a worker being paid $36,000 per 
year who works with 12 families over the entire year. 
The cost of  her salary is about $3,000 per family. 
Another worker serving in a more traditional child 
welfare capacity might have 90 cases in a year. The 
cost of her salary per case is only about $400. This is 
a bit oversimplifi ed, but you probably get the idea.

Case Example The following case illustrates how 
the themes just described might be employed in prac-
tice. (They are noted in italics.) Mary Jo, age 24, is the 
mother of three children—Ralphie, Sherry, and Jenna, 
ages 6, 4, and 3, respectively. Mary Jo has had a long, 
traumatic history of drug abuse and involvement with 
violent men. At her lowest point, high on crack, she 
was beaten bloody by her latest boyfriend and taken to 
the hospital emergency room. Her children, who had 
been removed from the home several times because 
of her neglect related to substance abuse, were taken 
from the home again. Mary Jo was told that unless 
she successfully underwent substance abuse treatment, 
she was not getting her children back.

It was a rough year, but she made it. She suc-
cessfully completed a tough inpatient program and 
remained off  crack. At the end of  the year, she was 
desperate to get her children back. She was identifi ed 

the majority of  the engagement, assessment, plan-
ning, intervention, evaluation, and termination. The 
child is likely to remain in the home during the entire 
process. All services are provided or coordinated by 
a designated worker with the intent of  helping the 
intact family solve its range of  problems. Service 
can be “provided by a treatment team” proceeding 
with a coordinated and unifi ed effort, with the team 
“often made up of  case manager, worker/therapist, 
and such support staff  as the parent educator, home-
maker, and so on” (Berg, 1994, p. 5).

Key Themes in Family Preservation
At least 11 themes tend to characterize family pres-
ervation programs (Berry, 2005; Downs et al., 2004; 
Maluccio, 1990, pp. 23–25; Sheafor & Horejsi, 2006). 
They include

 1. Crisis orientation: Family preservation is based 
on intervention when a crisis is taking place 
within the home. Workers can then take advan-
tage of  the family’s motivation to alleviate the 
stress it’s experiencing.

 2. Focus on family: The family is all-important; it 
is considered the optimum place for children to 
remain. All intervention emphasis is directed 
toward keeping the family together and strength-
ening its members.

 3. Home-based services: Services are provided in 
the home whenever possible. The ongoing thrust 
is improving the home environment.

 4. Time limits: Because family preservation work-
ers intervene during times of  crisis, they work 
quickly. The intervention process in most models 
ranges from 4 to 12 weeks, although some extend 
longer than that. Setting time limits helps work-
ers and their clients evaluate progress regularly.

 5. Limited, focused objectives: All intervention objec-
tives are clearly specifi ed. The primary goal is to 
alleviate the crisis situation and strengthen the fam-
ily unit so that a crisis is less likely to erupt again.

 6. Intensive, comprehensive services: Workers’ time 
and attention are concentrated on the families 
and their progress. Workers may spend as much 
as 20–25 hours each week arranging for resources 
and providing services (e.g., problem solving, 
counseling, and parenting skills education).

 7. Emphasis on education and skill building: The 
family preservation approach is a positive one. It 
assumes that people are capable of learning and 
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worker specializing in child counseling. Edria needed 
to coordinate objectives and progress between this 
therapist and the home program.

This turned out to be a successful intervention. 
Mary Jo regained substantial control over her chil-
dren’s behavior, although they never became perfect 
angels. Ralphie no longer threatened her or exhibited 
dangerous behavior. Mary Jo had immensely improved 
control of her temper. Finally, Mary Jo was running 
the household more effectively, including paying her 
bills and balancing her checkbook. She still hated to 
dust and hoped to win the lottery, but she was main-
taining a status quo. The family was together and rela-
tively happy. Edria went on to another case. That was 
a hard part of the job—leaving a family after becom-
ing so involved. However, she wished Mary Jo the 
best and knew that tomorrow would be just as action 
packed when she started out with a new family pres-
ervation case.

Child Day Care
Child day care is an agency or program that provides 
supervision and care for children while parents or 
guardians are at work or otherwise unavailable. It 
is critical for many families because the majority of 
women work outside the home (U.S. Census Bureau, 
2007). For instance, almost 56% of married mothers 
with infants under age 1 year are employed outside 
the home (U.S. Census Bureau, 2007). Over 68% of 
single mothers and almost 60% of  married moth-
ers who have children under age 6 work outside the 
home (U.S. Census Bureau, 2007).

Although not all day care centers employ social 
workers, practitioners often work with clients requir-
ing day care and must help them with referrals. This 
is especially true because Temporary Assistance for 
Needy Families (TANF) requires that parents receiving 
public assistance get training and fi nd work. (TANF, 
described in Chapter 8, is the program replacing Aid 
to Families with Dependent Children that “provides 
cash assistance based on need, income,  resources, 
and family sizes” [Dolgoff & Feldstein, 2007, p. 215]). 
Social workers may also have to help parents fi nd high-
 quality day care.

Many types of  day care are available. Downs 
and her colleagues (2004) describe the various types 
of  day care that are most common and the advan-
tages and disadvantages of each. In about half  of all 
working families with preschoolers, family  members 

as a good potential recipient of  family preservation 
services due to the crisis of trying to get her kids back 
and learning the skills she needed to do so. Edria was 
assigned as her social worker.

With a small caseload of  two families, Edria was 
able to focus on the family and provide Mary Jo and 
her children with intensive, comprehensive services. 
Primary problems involved Mary Jo’s homemaking 
abilities, child management skills, budgeting capabil-
ity, and anger management. All three children were 
unruly and diffi cult to control, but only Ralphie was 
dangerous. He had set a number of  fires and had 
threatened Mary Jo with a knife on three occasions.

Edria provided home-based services because she 
needed to help Mary Jo work out problems immedi-
ately when they occurred in her home environment. 
She also had to be flexible because of  Mary Jo’s 
unique set of  needs. Edria focused on education and 
skill building. She helped Mary Jo work out a child 
behavior management program that identifi ed nega-
tive behaviors requiring change and specified new, 
more appropriate behaviors to be established. Edria 
also worked with Mary Jo to teach her more effective 
 responses to the children’s behavior to enable her to 
regain control. One facet of this involved anger con-
trol, whereby Mary Jo developed a new awareness of 
her previously uncontrolled emotions and new, more 
appropriate responses to the children’s behavior. For 
example, she replaced erratic physical punishment with 
a more methodical system involving positive and nega-
tive consequences. Edria also helped Mary Jo develop 
better household management and budgeting skills.

Edria established limited, focused objectives with 
Mary Jo concerning each area of  skill develop-
ment. The relatively high cost of  treatment empha-
sized that Edria must be accountable for achieving 
these objectives. Because her time with Mary Jo was 
intensive, she also had to establish time limits within 
which objectives would be achieved. Edria’s time was 
expensive, and she couldn’t work with Mary Jo for-
ever. But while she was working with Mary Jo, Edria 
had to be readily accessible. If  a behavioral crisis 
occurred at 9:30 PM on a Saturday night, Edria needed 
to be available to help.

One other aspect of  Edria’s work with Mary Jo 
involved coordination. Remember that Ralphie had 
exhibited some fairly serious behavioral problems. In 
addition to the child behavior management program 
being implemented at home, he was also receiv-
ing individual therapy provided by another social 
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programs, 7% are in family day care, and 10% look 
after themselves.

Advantages of  family day care include a small 
caregiver-to-child ratio, proximity to the home, and 
opportunities to develop a closer relationship with 
the caregiver.

A chief  disadvantage of  family day care is that 
the vast majority of such care is unregulated and the 
caregiver unsupervised; another disadvantage is that 
the caregiver probably lacks formal training in how 
to provide educational opportunities for children.

Day care centers can serve from 15 to 300 chil-
dren, although they average about 60. Advantages 
include being licensed under state supervision, usu-
ally having staff  trained in child supervision and 
early education, and being able to provide a wider 
range of  opportunities and activities than what’s 
available in family day care. Disadvantages may 
include increased impersonality due to size, lack of 
parental knowledge of  their children’s individual 
caregivers, strict and infl exible hours, inconvenient 
locations, and restrictions regarding care for infants 
or sick children. Highlight 9.4 discusses variables 
involved generally in the quality of day care.

provide day care. Each parent takes turns caring 
for children while the other is working outside the 
home, or relatives such as grandparents provide 
supervision.

Outside the family, day care is provided in three 
basic ways. First, parents can hire someone like a 
baby-sitter or a nanny to come into their home and 
provide care, which about 4% of  working families 
with preschoolers do. Although most parents prefer 
this option, it’s too expensive to be practical for many 
families. Second, parents can take their children to the 
care providers’ homes for supervision. This is referred 
to as family day care and is used by 14% of families 
with preschoolers. Third, larger, organized day care 
centers can provide care. About a quarter of all pre-
schoolers in working families attend these facilities.

Over three-quarters of all 5-year-olds are in some 
kind of day care arrangement. “As children get older, 
they spend less time in child care settings outside of 
school. About half  of  children ages 6 to 12 with an 
employed primary caretaker were in some type of 
child care arrangement besides school, usually care by 
relatives (23%)” (Downs et al., 2004, p. 135). Another 
15% of children this age attend before- or after-school 

HIGHLIGHT 9.4

What Makes for High-Quality Day Care?

The quality of  day care varies dramatically among day 
care providers; the following variables are associated 
with high-quality day care (Clarke-Stewart, Gruber, & 
Fitzgerald, 1994; Crosson-Tower, 2007; Downs et al., 
2004; Papalia, Olds, & Feldman, 2007; Santrock, 2007):

● Well-trained caregivers who can provide educational 
experiences to enhance social, emotional, and intel-
lectual development.

● A well-structured program that provides multiple 
growth opportunities unavailable at home.

● A low caregiver-to-child ratio (e.g., 3 to 1) that allows 
for greater interaction and attention (Santrock, 2004).

● A safe, positively oriented environment where care-
givers are sensitive to children, engage in “positive 
interactions” with them, and provide “language 
stimulation” (Papalia et al., 2007, p. 223).

● Sufficient chances to interact positively with other 
children.

● A physical environment that’s interesting and 
thought-provoking.

In contrast, the worst day care provides no more 
than custodial care that gives children only the bare 
necessities of  supervision and physical care. Crosson-
Tower (2007) indicates that characteristics of  good day 
care such as low caregiver-to-child ratios and stimulat-
ing environments have higher costs. She warns that “a 
two-tier system” may be developing, one for the middle-
class and rich, and another for the poor (Crosson-Tower, 
2007, p. 140; Scarr, 1998). The implication is that “more 
public support” should be provided “for child care so 
that quality services can be made available to any work-
ing family” (Crosson-Tower, 2007, p. 140; Scarr, 1998).
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are not striving to cope with a chronic problem. 
Rather, group members have in common the interest 
of  improving themselves in some way. Examples are 
groups focusing on assertiveness training, time man-
agement, and communication skills.

Life adjustment groups help people who are deal-
ing with some ongoing problematic issue. Most often, 
group members are coping with a crisis of their own 
or of  someone close to them. This differs from a 
crisis group because it focuses on long-term issues 
instead of temporary crises. Examples are parents of 
children with a chronic illness or developmental dis-
ability, caregivers for older adults with Alzheimer’s 
disease, and adults with Parkinson’s disease.3

Respite Care
Respite care is supervision of a child by another care-
giver, allowing the parent an interval of relief from the 
responsibilities of  child care. In essence, it gives the 
individual a break, a brief time during which the care-
giver is free from stressful responsibilities. It allows an 
opportunity for parents to run errands or simply to 
relax. Some agencies use volunteers to provide respite 
care; others have programs in which parents can drop 
children off  and have them be supervised for a few 
hours (Mather et al., 2007). One of  this chapter’s 
opening vignettes, involving Corazon and Juanita, 
provides an example of  a situation in which respite 
care would be appropriate.

Note that respite care can apply not only to par-
ents but also to other caregivers with primary respon-
sibility for a dependent. For example, respite care 
might be provided to a person caring for a spouse 
dying of  a rapidly debilitating disease. It might also 
apply to an adult child caring for an aging parent 
who has limited mobility.

An Ongoing Macro Issue: 
Advocacy for Resources
Social workers live and struggle with many issues 
in providing supportive services to children and 
families. This book reflects only the tip of  the ice-
berg. Children are indeed a population-at-risk, and 

Other Supportive Services
A number of  other supportive services are clustered 
under the child welfare umbrella. They are not nec-
essarily jobs assumed by social workers. However, 
because the broker role in social work is so impor-
tant, practitioners must be aware of and knowledge-
able about these services to be able to provide clients 
with appropriate referrals. Examples of  other sup-
portive services include family life education and 
respite care.

Family Life Education
Family life education (FLE) involves group learning 
experiences for the purpose of  increasing people’s 
knowledge, developing skills, or enhancing self-
awareness concerning issues and crises relevant at 
some point during the lifespan (Harris, 2008, Riley, 
1995). Several aspects of  this definition are impor-
tant. First, FLE is a group experience. The context 
usually involves a social worker or other professional 
providing information for 6–12 group members; 
weekly meetings last from 1½ to 2 hours and are 
held over a 1- to 8-week period (Barker, 2003).

A second aspect of the defi nition involves the pur-
pose of  these meetings. Because they may address 
either normal developmental or specifi c crisis issues, 
they may be appropriate for almost anyone, depend-
ing on people’s learning needs. The four categories of 
FLE groups are (1) normal development, (2) crisis, 
(3) personal growth, and (4) life adjustment groups 
(Riley, 1995, p. 961).

Normal development groups provide information 
about various normal life stages. Examples are “par-
enting groups (for parents of  newborns, preschool 
children, or adolescents), groups preparing for mar-
riage, ‘empty-nest’ groups, and retirement groups” 
(Riley, 1995, p. 961).

Crisis groups are oriented toward people facing 
a serious life turning point or upheaval. Often these 
people are unprepared for the crisis and require 
information and help to cope. Examples of  such 
crises are serious illness, divorce, recent death of  a 
loved one, and loss of  a job. Group leaders usually 
must give members emotional support in addition to 
information.

Personal growth groups help people develop speci-
fi ed social skills. They are unlike crisis groups because 
there’s no sudden upheaval involved, and they dif-
fer from life adjustment groups because  members 

3Parkinson’s disease is a neurological illness causing deterioration 
of brain cells and characterized by “tremors, especially of the fi n-
gers and hands, muscle rigidity, and a shuffling gait” (Nichols, 
1999, p. 961).
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abandon, or abuse their children. Children may have 
such serious developmental, emotional, or physical 
disabilities that parents are incapable of  caring for 
them. Finally, there may not be suffi cient community 
resources to provide the necessary supportive ser-
vices to keep children in their own homes.

Length of  removal depends on the severity of 
problems in the home environment and the extent to 
which it can be strengthened to allow the children’s 
safe return. Changing a child’s living environment 
often involves a change in legal custody—f ormal 
assumption of  caregiving responsibilities for a child 
including meeting that child’s daily needs.4

A guiding principle is to keep children in the least 
restrictive setting in which they can function with 
the greatest amount of  independence. The overrid-
ing goal is to have children return to a normal family 
and community environment if  at all possible.

Substitute care services can be placed on a con-
tinuum refl ecting their intensity of  supervision and 
restrictiveness. This continuum of  care for children 
and adolescents ranges from supportive services for 
families with children remaining in their own homes 
to removal from the home and placement in a formal 
treatment setting. Proch and Taber (1987, pp. 9–10) 
rank children’s placement from the least restrictive 
to most restrictive as follows (see Figure 9.2):

● Home of parent (rank 1).
● Home of relative (2).
● Foster family home (3).
● Specialized foster family home (4).
● Group home (5).
● Private child welfare institution (6).
● Shelter (7).
● Mental health facility (8).
● Correctional facility (9).

A theme characterizing substitute services is 
 permanency planning—“a comprehensive care plan-
ning process directed toward the goal of  a perma-
nent, stable home for a child [placed in substitute 
care]” (Rycus, Hughes, & Ginther, 1988, p. 45). Chil-
dren need a stable, healthy home environment. Being 
bounced from temporary home to temporary home 
does not contribute to emotional stability. Therefore, 

social workers have a responsibility to advocate on 
their behalf. Advocacy, of  course, involves taking an 
active, directive role on behalf  of  a client or client 
group in need of help. One important aspect of child 
advocacy is the acknowledgment and support of the 
basic rights of  children. The concern for children’s 
rights can be considered on a universal level; that is, 
every child should have certain specific rights such 
as the right to adequate food, clothing, shelter, and a 
decent home environment.

In an era of  shrinking and competitive resources, 
ongoing advocacy is necessary for the following:

● Quality, accessible day care for children of  work-
ing parents.

● Improved maternal and child health care in view 
of the high proportion of low-birth-weight babies 
(Karger & Stoesz, 2006).

● Better prevention and treatment programs to 
address child maltreatment.

● Welfare reform to raise families’ income levels 
above the poverty line.

Substitute Services
Earlier we established that substitute services are 
those replacing

another family for the child’s own family, so that 
someone else takes over all aspects of the paren-
tal role on a temporary or permanent basis. Such 
a change is necessary when the home presents defi -
ciencies so serious that even intensive home-based 
preventive services cannot assist the family in pro-
viding the child with minimally adequate social, 
emotional, or physical care. (Kadushin & Martin, 
1988, p. 344)

When the best attempts at providing supportive 
services to maintain children in a healthy family envi-
ronment do not work, alternative living arrangements 
for the children become necessary. These substitute 
family environments then give children the supervi-
sion, shelter, food, and clothing required to meet 
their daily needs. Figure 9.1 portrayed the continuum 
of care from supportive to substitute services.

Children are removed from their parents’ care 
for a number of  reasons. Parents may be unable to 
care for children because of their own serious illness, 
physical disability, emotional immaturity, cognitive 
disability, or substance abuse. They may neglect, 

4Note that legal custody may also involve granting responsibility to 
a caregiver for persons who are not children but who cannot func-
tion independently. Examples include people with severe cognitive 
disabilities and older adults with serious mental incapacities.
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 family, extended family, blended family, foster 
family, or adoptive family members or members 
of  tribes or clans. The involvement of  kin may 
stabilize family situations, ensure the protection 
of children, and prevent the need to separate chil-
dren from their families and place them in the for-
mal child welfare system. (Child Welfare League 
of America, 1994, p. 1)

Informal kinship care involves families taking 
 children in without intervention by social service 
agencies. In formal kinship care, a social services 
agency gains legal custody of  a child and places 
that child in a kinship home, which it licenses. The 
agency pays the caregivers and is expected to moni-
tor the home’s compliance with standards to oversee 
the child’s well-being.

an ultimate goal of substitute care is to give children 
permanent homes.

Types of substitute services discussed here include 
kinship care, foster family care, residential place-
ments, and adoption.

Kinship Care
One type of  out-of-home placement involves rela-
tives or part of  the child’s family’s supportive net-
work, in what is referred to as kinship care. There 
are positive reasons for placing children with people 
who are already close to them:

Family strengths often include a kinship network 
that functions as a support system. The kinship 
support system may be composed of  nuclear 

Least restrictive

Most restrictive

Correctional 
facility (such as 
jails, prisons, and 
detention centers)

Mental
health facility 
(public or private
residential services)

Shelter 
(for emergency 
care)

Private child
welfare
institution (such as a
residential treatment center)

Specialized
foster family
home (for more
difficult children)

Foster 
family
home

Home 
of relative

Home 
of parent

Group
home

FIGURE 9.2  Continuum of care: Restrictiveness of setting
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parents to support and maintain the parent–child 
relationship. Second, when the child must be removed 
from the home, the foster care placement should pro-
vide a healthy, nurturing environment until the child 
is placed in a permanent family setting. Third, the 
child’s own family should be viewed as the client sys-
tem, with the child’s return to a safe, healthy fam-
ily environment a primary goal. In the event that a 
return to the family of origin is not viable, a plan for 
permanent placement should be developed either 
through adoption by a foster family or for indepen-
dent living if  the child is old enough (Everett, 2008). 
Fourth, foster parents or child care staff  in group 
homes are viewed as an important part of  the treat-
ment team working together toward the goal of per-
manent placement. Highlight 9.5 discusses some 
reasons children require foster family care.

Foster Family Care
Foster family care is the provision of substitute care with 
a family for a planned temporary or extended period 
when parents or legal guardians are unable to care for 
a child. Foster care involves a serious placement deci-
sion when a family is in such crisis that adequate care 
for children in their own home is impossible.

At least four basic principles underlie foster care 
(Crosson-Tower, 2007; Downs et al., 2004;  Everett, 
2008; Pecora et al., 2000). First, the child’s own 
family is important to the child, so that home envi-
ronment should be maintained if  at all possible. 
Therefore, supportive services should be provided 
to keep the child in the home. If  the child still must 
be removed from the home, efforts should be made 
to maintain communication between children and 

HIGHLIGHT 9.5

Reasons for Foster Family Care

Children need foster family care for various reasons 
(Crosson-Tower, 2007). The family might have an emer-
gency like a sudden illness or accident. Parents might be 
under such stress that they cannot care for their children 
adequately and desperately require relief. They may need 
time to address their problems and issues such as home-
lessness or substance abuse. Children may have to be tem-
porarily removed from the home for their own safety 
because of  abuse or neglect. Foster care may reflect a 
temporary placement to provide residence for the child 
before more permanent placement in an institution or 
adoption. The following are examples of reasons for plac-
ing children in foster care (Crosson-Tower, 2007):5

Example A: Cindy, a mother of five children, had heart 
disease. Although her physician told her to stop, 
she continued to have children because her religious 
beliefs prohibited her from using contraception. 
She had five more but died of a heart attack during 
the birth of  her 10th child. Devin, her husband, 
was overwhelmed at being left alone with 10 
children and began to drink. As an alcoholic, he 
relinquished his children to foster care but refused 
to give them up permanently for adoption.

Example B: Felicia, age 15, was a serious student 
who wanted to go to college. Unfortunately, her 
mother, Mystique, who was quite unstable and 
into drugs, was vacillating emotionally between 
two men—her current boyfriend and her  
ex-husband. As a result, Mystique moved from 
one man to the other every 6 months or so, 
dragging Felicia with her. Because this forced 
Felicia to keep switching schools and school 
districts, her grades began to fall. Seriously 
depressed, she longed for some stability. Finally, 
at her wit’s end, she slit her wrists in the girls’ 
locker room at school. Her school social worker 
called protective services, and Felicia was placed 
in a foster home. Much relieved, Felicia was 
happy in her new environment, finished school, 
and applied to college. She still maintained 
regular contact with Mystique.

Example C: Mariko, a single mother, was shocked 
to find out she had colon cancer. The prognosis 
was fair to good if  she had surgery immediately 
and underwent the subsequent radiation and 
chemotherapy. But what would she do with her 
two children April, age 2, and Mac, age 4, during 
recovery? Mariko’s family lived in a different 
state, and she had no friends able to care for her 
children. She decided to place them in foster care 
until she recovered.

5These examples are loosely based on those provided by 
Crosson-Tower. Details and facts concerning the cases have 
been changed.
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The worker must conclude that supportive services 
will be unable to sustain the children and their fam-
ily in the home environment.

Second, when a foster care placement is neces-
sary, the worker must select the best available fos-
ter home. This should be “the least restrictive, most 
homelike environment possible,” one that best meets 
the child’s “particular physical, emotional and social 
needs” (Rycus et al., 1988, p. 55). For example, it’s 
best to place children closer to their own homes to 
encourage involvement of  the natural parents. Also, 
the fewer changes (e.g., a different school or lifestyle) 
the child is forced to experience, the better. The social 
worker also must assess the child’s needs and “antic-
ipated behavior problems” to place the child with a 
foster family that can best meet those needs (p. 55).

Throughout the foster care preplacement, place-
ment, and postplacement process, the social worker 
fulfi lls a third function: case management. Coordi-
nating services might require home visits, contacting 
schools regarding the child’s performance, and deal-
ing with crises such as children running away or nat-
ural and foster parents arguing.

The fourth function for foster care workers involves 
counseling and helping the children, natural parents, 
and foster parents prepare for changes, adjust to new 
circumstances, and work toward the children’s return 
to the natural home. The worker should convey clear 
information about what’s happening to all of  them 
and encourage them to ask questions. The worker 
should also strive to develop “a supportive relation-
ship” with children to help them deal with changes 
(Rycus et al., 1988, p. 58).

Children often are frightened of  the unknown 
and worry about what will happen to them. They 
naturally experience a torrent of  emotions includ-
ing rejection, self-blame, anger, despair, depression, 
and apprehension. The worker may need to help a 
child verbalize such feelings to deal with them. For 
instance, a worker might say, “You look like you’re 
about ready to cry. You probably feel really sad 
right now, and that’s OK. You can cry if  you like. I 
have lots of  tissues,” or, “I know how mad you are 
about having to move. It’s a hard time, and it’s OK 
to feel mad” (Rycus et al., 1988, p. 65). Regardless 
of  how their parents treated them or what mistakes 
their parents made, children usually continue to care 
about their parents.

For example, one worker, Jannah, explained 
how difficult it was for her to work with Angel, 

Types of Foster Family Homes
Depending on their circumstances, children should 
be placed in the type of  foster family care that best 
serves their needs. At least four types of  foster fam-
ily care reflect special circumstances for children 
needing more specific types of  care—shelter homes, 
long-term foster homes, specialized foster homes, 
and treatment foster care (Downs et al., 2004, 
pp. 346–347). Shelter homes provide a transitory 
haven for children during assessment and placement. 
Long-term foster homes offer an ongoing residence 
for children unable to return to their parents’ home 
and unadoptable for various reasons. One is that 
parents refuse to give up guardianship, as in Devin’s 
case in Highlight 9.5. (Guardianship is the legal 
 responsibility to care for another person and over-
see that person’s affairs. A child’s guardian assumes 
decision-making responsibilities such as giving con-
sent for major surgery. This differs from custody, 
whereby the custodian is responsible only for daily 
care.) Other children aren’t adopted because they 
have serious disabilities or health problems that 
adoptive parents couldn’t afford. Additionally, there 
is often a shortage of  people seeking to adopt chil-
dren who are not infants.

Specialized foster homes serve children with spe-
cial needs such as developmental disabilities or con-
ditions such as fetal alcohol syndrome6 or being 
infected with HIV. Other specialized homes pre-
pare older children for living independently. Finally, 
treatment foster care provides specialized treatment 
for children with serious behavioral and emotional 
problems. The idea here is that a family setting offers 
a less restrictive environment than a group home or 
institution for children requiring more structured 
behavioral management. Parents in such homes need 
specialized training to provide children with a thera-
peutic experience.

Social Work Roles in Foster Family Care
Social workers in foster care fulfill various functions. 
Before foster home placement, a worker must first 
carefully assess the risk in the child’s own family to 
determine the necessity of  removal from the home. 

6Fetal alcohol syndrome (FAS) is “a condition in a fetus char-
acterized by abnormal growth, neurological damage, and facial 
distortion caused by the mother’s heavy alcohol consumption” 
(Kelly, 2001, p. 567). 
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parents, Jack and Jill Smith, whom he visited every 
other Sunday. The Smiths had five other children, all 
older than Jamie.

During his fi rst few months of life, Jamie suffered 
from a condition called failure to thrive, in which “an 
apparently normal infant fails to gain weight” and 
falls to the lowest 3% on the normal weight chart for 
an infant his age (LeFrançois, 1999, p. 165). Despite 
intensive medical attention, Jamie didn’t improve. The 
Smiths had been involved with their county social ser-
vices before because of neglect concerning their other 
children. After a child protective services assessment, 
the court placed Jamie in foster care with the Muffi ns.

Jack Smith, who had a 10th-grade education, was 
a janitor at a local grade school; Jill didn’t work out-
side the home. Along with her twin sister, she had 
been institutionalized throughout her childhood in a 
setting for persons with cognitive disabilities or men-
tal illness. She had attended some high school classes 
but didn’t graduate.

Over the years, the Smiths maintained an involve-
ment with the social services system. All of their chil-
dren had been in foster care at one time or another. 
Jamie’s siblings all experienced diffi culties in school, tru-
ancy, or skirmishes with the law. Because of the Smiths’ 
limited ability to cope with raising their fi ve other chil-
dren, on the one hand, and the stability provided Jamie 
by the Muffi ns, on the other, Jamie remained in foster 
care. A pleasant, cooperative boy who loved both his 
families, Jamie had a cognitive disability, some congeni-
tal orthopedic problems, and poor coordination. He 
had always attended special education classes.

An ongoing problem was the huge discrepancy in 
lifestyle and values between the Smiths and the Muf-
fins. Bill, Jamie’s foster care worker, was constantly 
struggling to establish compromises that both families 
could live with. For example, Jack Smith and Millie 
Muffi n could barely stand being in the same room with 
each other. Jack felt that Millie “mollycoddled” Jamie 
to the point of making him a “sissy.” Millie thought 
Jack was a “macho man” who pushed Jamie into inap-
propriate, dangerous activities such as  skateboarding 
and trampoline jumping—both diffi cult and danger-
ous for Jamie with his coordination problems.

Bill worked with the families to help them come to 
mutual agreements. One was that Jamie join a track 
team and a bowling league for children with cogni-
tive disabilities. In the past, Millie wouldn’t allow him 
to do so because she feared he’d hurt himself. Fur-
thermore, she would not permit him to attend any 

a 9-year-old child in foster care (Crosson-Tower, 
2007).7  Before each of her mother’s scheduled visits, 
Jannah would prepare Angel for her mother’s visit 
by talking about how Angel felt toward her mother 
and what Angel might realistically expect during the 
visit. As the meeting time approached, Angel would 
eagerly await her mother by sitting at the front win-
dow, watching for her mother’s car to pull in the 
driveway. Sometimes her mother would show up, but 
more frequently she wouldn’t. Then Jannah had to 
watch Angel bite her lower lip and try to keep from 
crying in disappointment. Watching Angel’s intense 
pain would infuriate Jannah. However, Jannah 
forced herself  to remember that Angel deeply loved 
her mother and that their relationship was one of the 
most important things in Angel’s life.

Foster care workers also counsel the birth parents. 
Sometimes goals involve teaching effective  parenting 
skills and decreasing or controlling stressful life 
issues (e.g., poverty, substance abuse, social isola-
tion, interpersonal conflict, mental illness). Other 
times, workers focus on maintaining the parent–child 
relationship because, in many situations, it’s easy for 
parents to “drift” away (Kadushin & Martin, 1988, 
p. 391). Here parents have less and less frequent con-
tact with the child and may disappear altogether. 
Counseling and careful supervision are also required 
when children return to their birth parents.

Additionally, foster care workers counsel foster 
parents. This might involve preparing foster parents 
for a new foster child by providing information or 
helping foster parents integrate the child into their 
own family system. Foster care workers help foster 
parents develop effective ways of handling  foster chil-
dren and attending to their individual needs. These 
workers also must help foster parents deal with the 
grief  they experience when foster children to whom 
they’re especially attached return home. Finally, foster 
care workers can act as mediators between birth par-
ents and foster parents.

Case Example Jamie, age 13, had lived with his 
foster parents, Millie and Mert Muffin, since he 
was 6 months old. The Muffins, who had two other 
adult children of  their own, dearly loved Jamie and 
considered him an integral member of  their family. 
He also had an ongoing relationship with his birth 

7This example is loosely based on one provided by Crosson-Tower. 
Details and facts concerning the case have been changed.
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culture and extended families and who, in the past, 
have solved child care problems within their own famil-
ial circle. As increased stressors have been put on these 
families, however, and they begin to look to the domi-
nant culture to solve more of their problems, formal-
ized kinship agreements may become more effective.

In addition to kinship care or placement with 
relatives, the nature of adoption has also changed. 
Instead of the closed adoptions of the past, they may 
now be arranged according to the needs of the child. 
Open adoption, in which the child maintains contact 
with either the birth parents and/or the foster parents, 
provides children with more consistency while still 
offering permanence. Subsidized adoptions [where 
additional funds are provided to adoptive parents for 
children who have special needs or characteristics that 
make it diffi cult for them to be adopted] by adoptive 
or foster parents help children whose medical or emo-
tional needs, and the fi nancial obligation inherent in 
meeting these needs (which may have formerly pre-
cluded their ability to be  adopted), fi nd stable homes.

Finally, permanent foster homes or guardianship 
arrangements make it possible for many children to 
have more consistency in their lives. Such arrange-
ment might not have been sanctioned in the past, 
but today there is more of an emphasis on the needs 
of the children. By the same token, more efforts are 
made in the area of family preservation. . . . Pro-
grams provide more intensive services to help natu-
ral families be able to care for their children. At the 
same time, families are being held more account-
able so that children can be  offered permanency at 
as young an age as possible. (pp. 331–332)

Residential Settings: Group 
Homes, Treatment Centers, 
and Independent Living 
Arrangements
Residential settings reflect greater intensity and re-
strictiveness on the substitute care continuum than 
foster family care. They can be more beneficial for 
some troubled children than their own family envi-
ronment in several ways. First, they can provide a 
treatment milieu (an all-encompassing environmental 
setting), in which rules for how to behave are more 
clearly specified than in most families, thus providing 

 activities with other children by himself, but rather 
stayed there with him. Reluctantly, she agreed to let 
him attend events alone. For his part, Jack agreed 
to stop encouraging Jamie to ride a skateboard and 
play on the trampoline. Instead, Jamie could play 
baseball or soccer with other children in the Smiths’ 
neighborhood when he visited.

Another problem between the Smiths and the 
Muffi ns involved religious differences. The Muffi ns 
were Methodist, and the Smiths Roman Catholic. 
Each couple wanted Jamie to adopt their own faith. 
Bill helped both couples understand that constant 
bickering would do neither Jamie nor themselves any 
good. The reality was that, when Jamie was visit-
ing the Smiths, he would attend the Catholic church 
with them regardless of  what the Muffi ns requested. 
Similarly, when he was with the Muffi ns, he would 
attend the Methodist church with them regardless of 
what the Smiths said. Bill helped the couples agree 
that this arrangement should continue, given that it 
was what they would do anyway. When Jamie grew 
older, he could choose his own faith.

The Smiths and the Muffi ns would never be best 
friends. However, Bill helped them realize that both 
families had Jamie’s best interests at heart, despite 
their radical differences. Bill stressed this as a strength. 
He also worked with both families to help them focus 
on Jamie’s future. As Jamie entered adolescence, he 
needed to realize his own capabilities and make his 
own decisions to the fullest extent possible. Bill dis-
cussed with both families the value of vocational apti-
tude testing—another means of emphasizing Jamie’s 
strengths to best prepare him for his future.

Important Trends in Foster Care: Permanency 
Planning and Family Preservation
Crosson-Tower (2007) comments on current trends 
in foster care that focus on permanency planning 
and family preservation:

Although at one time the only apparent options for 
permanency for a child were family reunifi cation or 
adoption, new alternatives are now being considered. 
For example, there is now more extensive exploration 
of the child’s extended family as a potential placement 
alternative. Kinship care . . . is a viable plan for chil-
dren whose parents cannot care for them but who can 
fi nd a home with relatives, godparents, or close fam-
ily friends. This trend may have gained strength from 
minority families who are connected with their own 
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closets and being tied up. They come from parents 
who yell at them constantly but never discipline 
them, from homes in which they could do no wrong, 
and from homes in which they were barely noticed.

There are those who fi ght the program every step 
of the way, those who have to be pushed or dragged 
through the program, and those who are so proud 
of their accomplishments you think they’re going to 
burst. There are those who seem to do everything 
right, but you wonder what’s really going on in their 
heads. (p. 17)

The residential milieu is oriented to addressing a 
wide range of emotional and behavioral issues. There-
fore, it is designed to tolerate and deal with a wider 
range of  negative behaviors, individualize treatment 
plans, and attend to children’s diverse needs. Con-
versely, in families, similar rules and  expectations 
often apply to everyone, and more extreme forms of 
troublesome behavior are unacceptable.

Highlight 9.6 describes scenarios in which  children 
require placement in a residential setting.

Residential settings discussed here include group 
homes, residential treatment centers, and independent 

greater structure (Crosson-Tower, 2007; Stein, 1995). 
This, in turn, allows for more consistency and pre-
dictability in the children’s living environment. Many 
residents feel safer in this more controlled setting.

Second, in most settings children interact with 
multiple caregivers instead of  one or two parents. 
This allows children to experience less intensive inter-
actions in a more “diluted emotional atmosphere” 
(Cohen, 1992, p. 59; Crosson-Tower, 2007).

Third, the treatment milieu provides a “group liv-
ing experience, where children and youths learn to 
develop responsibility to the group and to develop 
and improve relational skills and behavior and where 
peer pressure can have a positive impact” (Cohen, 
1992, p. 59).

Fourth, children in residential settings often 
come with unique histories refl ecting wide ranges of 
 behavior. Stein (1995) explains:

They come with histories of lying, stealing, fi ghting, 
truancy, breaking things, hurting people, and run-
ning away. They come with tales of sexual abuse 
by parents, stepparents, relatives, and live-ins. They 
come with tales of  beatings and confinements in 

HIGHLIGHT 9.6

Who Is Placed in Residential Settings?

Three examples reflect the types of  behavior typically 
leading to placement in a residential setting.

Example A: Robert, age 13, already has a long record 
of criminal offenses including theft, assault, and 
drug possession. He also has flunked several 
courses at school, having been truant most of the 
time. Robert lives with his parents, who are 
alcoholics and have a history of physically abusing 
him. Because he tends to fly into vicious rages at 
the least provocation, foster care is not a viable 
option. The juvenile court has ordered that 
Robert be placed in a residential facility.

Example B: Bree, age 15, constantly fights with her 
parents. She refuses to go to school, screaming 
that she hates it. When her parents try to force 
her to go by driving her there themselves, she 
leaves school anyway and runs away for several 
days. She smokes marijuana regularly and has 
started using crack cocaine. She likes to date men 
in their twenties and has been sexually active since 

age 12. Her parents are at a loss as to what to do. 
The school social worker suggests residential 
placement.

Example C: Jaron, age 9, stabbed his 6-year-old sister 
to death. He has a long history of torturing and 
killing small animals. He has also set several fires 
in the home that, fortunately, were discovered 
before major damage was done. He frequently 
threatens to kill his parents and schoolmates. 
People around him including his parents fear that 
he means it. He is referred to a residential treatment 
center for young children with serious emotional 
disturbance and behavioral problems.

Each child is unique, so each placement decision 
must be made based on the problems and needs involved 
in that particular case. On one hand, children should be 
placed in the least restrictive setting. On the other, chil-
dren require placement that can respond to the severity 
of  their problems and the intensity of  the supervision 
required.
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either by a live-in married couple or by counselors 
who work various shifts, “including overnight staff  
who are awake” (Stein, 1995, p. 357).

Group homes provide more structure than foster 
family homes but less than residential treatment cen-
ters. Thus they allow more “space” for adolescents 
seeking independence than for those living with 
their parents while providing consistent expectations 
and rules. Residents are expected to attend school, 
do  assigned chores, and participate in counseling as 
specifi ed in their treatment plans.

Residential Treatment Centers
Residential treatment centers are bigger agencies that 
are more structured and therefore more restrictive than 
smaller group home settings. They typically consist of 
either larger dormitory settings or a series of smaller 
units or cottages forming one center. Each has its own 
supervising staff and assigns juvenile residents accord-
ing to such variables as age and type of   problem. 

living services. Because most group homes and resi-
dential treatment centers are oriented toward men-
tal health, their therapeutic aspects will be discussed 
in Chapter 13. Correctional facilities for youths that 
involve incarceration are, of course, the most restric-
tive on the service continuum. Chapter 16 discusses 
these further.

Group Homes
Group homes provide greater structure and more 
intensive therapeutic care than that found in foster 
family homes. A group home provides a substitute 
setting and family environment for a group of  chil-
dren originating in different families. A small group 
context allows residents to benefit from the group 
experience, yet still receive enough individual atten-
tion and treatment. The actual physical structure 
of  a group home is usually a sizable single-family 
dwelling that blends into a residential neighborhood. 
Depending on the residents’ needs, it can be staffed 

HIGHLIGHT 9.7

Who Works in Residential Treatment Centers?

Residential treatment centers have various responsibili-
ties concerning residents’ care and treatment (Crosson-
Tower, 2007; Stein, 1995). Basic needs such as food and 
shelter must, of  course, be met, so staff  are employed 
to prepare food and to maintain the building and 
grounds. Supervisors and administrators oversee ser-
vice provision, making certain that children are treated 
appropriately and that treatment plans are carried out. 
Designated medical staff  must be available (although 
usually not on site) to meet health and dental needs.

Residential staff  attend to the children’s daily care 
and supervise them when they’re not in school. Some-
times referred to as counselors or child care workers, 
residential staff  oversee daily living activities, imple-
ment treatment plans, and monitor behavior.

Residents’ educational needs must also be met. Most 
children in residential treatment centers are lagging 
academically. Either their problems have consumed 
their energy, leaving little or none for academics, or 
they have long histories of  truancy. And once they fall 
behind in school, there is little incentive to work hard 
because, compared with their peers, they look and feel 
like academic failures. Although some residents may 
attend public school, many remain on-site for their edu-
cation. The center’s educational staff  assess children’s 

abilities and develop individualized educational plans 
designed to maximize each student’s ability to succeed.

Treatment staff  attend to the children’s emotional 
and behavioral needs. Stein (1995) explains:

The behavior of children is a major concern in resi-
dential treatment and likely to consume consider-
able time and effort, regardless of the philosophical 
or treatment orientation of the program. No matter 
what their other problems may be, it is problems 
with their behavior that most often bring children 
into residential treatment. (p. 107)

Social workers, psychologists, and other therapists 
assess problems and strengths, develop treatment 
plans, provide individual and group counseling, and 
work with the other staff  components to coordinate 
services and monitor children’s progress. They may 
also make home visits and do family counseling. Group 
treatment is very important in residential treatment 
centers because peer pressure is so significant for chil-
dren and adolescents. Additionally, most treatment 
plans involve improving interpersonal relationships. 
Groups can focus on managing anger, eliminating sub-
stance abuse, improving communication and social 
 relationships, or dealing with issues resulting from 
victimization.
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Structured expectations usually revolve around a 
behavior management system based on behavior mod-
ification approaches. Highlight 9.7 describes the staff  
working in residential treatment centers.

Independent Living Services
An alternative available to older adolescents fast 
approaching adulthood are independent living ser-
vices. These serve as a transitional residence between 
out-of-home placement and entrance into adult-
hood with its onerous responsibilities. Independent 
living services aim to prepare young people to func-
tion independently in society. Services focus on help-
ing them develop skills they can use in their personal 
and work worlds. These include decision-making, 
budgeting, and planning skills to organize their lives; 
educational, vocational, and job search skills to 
establish a career; and interpersonal skills to develop 
and maintain relationships.

Adoption
Adoption is the legal act of  taking in a child born to 
other parents and formally making that child a full 
member of  the family. Adoptive parents take on all 
the rights and responsibilities given to birth parents 
or other former legal guardians, who relinquish all 
rights concerning that child.

Types of Adoption
Adoptions are undertaken either by people related 
to a child by blood or by unrelated adoptive par-
ents. Examples of  blood-related adoptions include a 

 stepparent married to a birth parent adopting the 
birth parent’s child, grandparents adopting their 
daughter’s child, and other relatives adopting a child 
born into some branch of their own family.

Unrelated adoptions occur when the adoptive 
parents have no prior blood link to the child being 
adopted. Agency (or relinquishment) adoptions are con-
ducted through a public or private social service orga-
nization, with the agency contracting with the adoptive 
parents, providing counseling, assessing the placement, 
and overseeing the entire adoption process. Indepen-
dent adoptions, in contrast, are initiated and conducted 
independently by the  adoptive and birth parents, with-
out agency involvement.  International or intercountry 
adoptions are those in which parents adopt children 
from other countries. Federal regulations that require 
the evaluation and acceptability of the adoptive home 
and proof of being orphaned g overn these adoptions 
(Barth, 2008, p. 35).

Special needs adoptions involve children who have 
traditionally been more diffi cult to place in adoptive 
homes. These include children who have special char-
acteristics or circumstances including physical, cogni-
tive, developmental, or emotional disabilities, racial 
background, or older age than is usually preferred 
such that adoption is diffi cult without  providing medi-
cal or other assistance (Barth, 2008). Sometimes such 
adoptions involving fi nancial  assistance are referred to 
as subsidized adoptions.  Finally, transracial adoptions 
are those by parents of  a different race than that of 
the child. For example, white parents might adopt an 
African American or Asian child. Highlight 9.8 stresses 
the importance of  cultural competence for social 

HIGHLIGHT 9.8

Cultural Competence Issues

Gibbs and Huang (1998) explain that “children and 
adolescents of  color constitute the most rapidly grow-
ing segment of  the youth population in the United 
States, yet relatively little literature is available to 
enlighten clinicians, educators, health professionals, 
and social workers about the problems and needs of 
these young people” (p. xi). Learning about clients’ cul-
tures and values is an ongoing process that social work-
ers must continuously pursue. LeVine and Sallee (1999) 
emphasize that 

the practitioner must possess specific detailed knowl-
edge of  the child’s ethnic group. The greater the 
knowledge, the more effective the clinician can be. 
The practitioner should be competent in the culture’s 
use of verbal and nonverbal messages, customs, and 
traditions. Finally, the culturally competent child 
counselor is aware of  institutional barriers which 
inhibit minorities from using child welfare and social 
services. . . . Culturally competent child welfare 
workers view diversity as a strength and view the 
child within the cultural context. (p. 413)
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throughout the family life cycle whether the child is 
adopted in infancy or later” (p. 8). At least four types 
of agency services may be provided after placement. 
First, education on such issues as child behavior 
management can be helpful. Second, therapy may be 
necessary to deal with issues such as the child’s grief  
at the loss of  his or her family of  origin or readjust-
ment issues experienced by the entire adoptive fam-
ily. Third, ongoing support groups may help both 
parents and adopted children handle emotional and 
relationship issues. Fourth, adoptive families may 
need help linking up with necessary resources (e.g., 
programs offering fi nancial assistance, special educa-
tion services, and therapy for children requiring spe-
cial help).

Finally, in step 6, the adoption is formally legalized, 
and the birth parents’ legal rights are terminated.

Social Work Roles in Adoption
Social workers assume various roles with respect 
to adoption. They always have the professional 
 responsibility of  advocating for children and serv-
ing children’s best interests. They may help women 
with unwanted pregnancies evaluate their alter-
natives and determine the best course of  action. 
Social workers may assess the readiness of  a child 
for adoptive placement, especially if  that child is 
older and has conflicting feelings about perma-
nently leaving birth parents. Social workers may be 
in the position of  helping children cope with their 
grief  at bidding a final farewell to their birth fam-
ily. One study revealed that adopted children often 
express strong

feelings of loss and abandonment. . . . One 6-year-
old boy expressed his fear that someone would come 
and take him away, and talked about his nightmares, 
which refl ected both strong anxiety and grief. . . . 
Although some children feared being kidnapped or 
abandoned again, others voiced their desire, expec-
tation, or hope for a reunion with their birth family. 
(Smith & Howard, 1999, p. 48)

Downs and colleagues (1996) describe one moving 
incident: “One worker recalled two preschool age 
brothers who clung together and sobbed over a pic-
ture of their mother, trying to stroke her long hair in 
the photograph” (p. 331).

Social workers conduct extensive home studies of 
the appropriateness of  potential adoptive families. 

 workers in the adoption field or any other aspect of 
practice with children and families.

The Adoption Process
Several steps are involved in the adoption process. In 
step 1, a child is identified as being in need of adop-
tion. For example, children may have been removed 
from an extremely abusive environment, or the par-
ents may have abandoned them or died.

In step 2, the child must be legally freed so that 
adoption can take place. Assistance should be given 
children to ease the trauma of separation from birth 
parents or guardians. Similarly, they may require 
help in adjusting and becoming attached to the new 
adoptive parents. Guardianship rights of  the birth 
parents must be formally terminated.

In step 3, adoptive parents are selected. Here the 
social worker conducts a home study in which poten-
tial adoptive parents are evaluated on a number of 
variables. These include

age (usually below 45); physical health;  marital 
status; infertility; religion; fi nancial stability; emo-
tional health; capacity for parenthood; adjustment to 
sterility; quality of marital relationship; motives for 
adoption; and attitudes toward illegitimacy. Some 
of these requirements can be assessed objectively. 
Others are determined by subjective  perceptions on 
the part of professionally trained adoption workers 
(most possess the M.S.W.  degree) often based on 
white, middle-class values and expectations of what 
constitutes “good”  parents. (Cohen, 1992, p. 71)

There has been some liberalization, especially 
with respect to special needs children, whereby 
“single parents, foster parents, parent(s) of  below-
 average income, and in some instances gay or les-
bian couples who demonstrate the ability to love, 
nurture, and provide care and security to a child 
are being considered as adoptive parents” (Cohen, 
1992, p. 72; Downs et al., 2004; Mather, Lager, & 
Harris, 2007).

In step 4, after the potential adoptive parents 
have been approved, the agency places the child 
with them. The agency social worker helps the 
adoptive family integrate the child into the family 
system.

In step 5, as Smith and Howard (1999) explain, 
“adoptive families undergo stresses and adjust-
ments unique to the adoptive experience and lasting 
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more of the talking back, noncompliance, and 
control struggles than fathers. . . . One mother 
reported her frustration with her child’s unfi ll-
able need for reassurance. This child, adopted at 
age 5, had experienced  signifi cant  neglect. The 
child experienced panic when the mother was 
out of  sight, even in the next room. When the 
mother would use the bathroom, the child would 
curl up against the door begging her to let him 
in. Consistent and very frequent  reassurance 
and affection did nothing to alleviate his needi-
ness. His incessant need to be near her, and 
her alone, left the mother feeling trapped and 
smothered. . . . The demanding child known by 
the mother is not the child known by the father. 
His wife’s need to catalog the child’s sins, her 
need for his sympathy, and her frustration and 
anger often appear exaggerated to the father. 
He sees a child pretty much being a child. She 
describes a monster. Tension in the marital pair 
emerges or is intensified by this very different 
understanding of the child. (pp. 61–62)

● Quest for identity: Adoptive children often ask 
themselves who they really are. Born to one set 
of parents and living with another, what does that 
make them? How should they think of themselves? 
How can they be positive about themselves and 
confident? Counseling is often needed to help 
them address these concerns.

● Behavioral acting out: It’s logical that children 
who have been uprooted from their birth 
families experience various degrees of  insecurity, 
apprehension about the future, and pressure to 
establish their own identities. As a result, as many 
other children do, some adopted children act out. 
They may be seeking to establish some control 
over their lives. They may fi nd that acting out gets 
them the attention they crave. Or they may use 
negative actions as a means of keeping themselves 
emotionally isolated from other people because 
they’re terrifi ed of getting close. They may believe 
that maintaining emotional distance keeps them 
from being vulnerable to rejection. Acting-out 
behaviors may include lying, stealing, committing 
acts of vandalism, engaging in sexual activity, and 
stockpiling food (Smith & Howard, 1999).

Focus on Critical Thinking 9.2 addresses several 
other controversial issues in adoption.

Finally, social workers may help birth parents, adopted 
children, and adoptive parents evaluate their situations 
and choices realistically, make decisions, and cope with 
issues.

Several other issues characterize adoptive families 
that social workers can help these families address:

● Lack of control: Adoptive parents may experience 
feelings of inadequacy and lack of control because 
of  their infertility. They may have been at the 
agency’s mercy for years, patiently waiting for a 
child to become available. The integration of  the 
child into the family system may be more diffi cult 
than they had anticipated.

For example, one adoptive family, the Hump-
erdinks, consisted of two parents, two teenage sons, 
and a 20-year-old daughter. The Humperdinks 
wanted to provide a needy child with a good home. 
The mother was a special education teacher, and 
the father a newspaper reporter. They adopted 
Katrine, age 11, whose parents had been killed in a 
car accident. She was a pleasant child with no his-
tory of problematic behavior, so they were totally 
taken aback by a problem they had never antici-
pated. The Humperdinks were a family of readers. 
Typically, one would fi nd all fi ve of them reading 
various newspapers and magazines and an endless 
 assortment of novels. Katrine, in contrast, was an 
average student who simply did not enjoy reading. 
She read only when she had to. The family required 
fairly extensive counseling to work on such goals as 
appreciating each family member’s unique strengths, 
including Katrine’s, and identifying activities other 
than reading they could all do together.

● Something wrong with the kid (Hartman & Laird, 
1990): Adoptive family members may worry that 
the adopted child has negative genetic traits or 
behavioral problems related to past treatment.

● Strains on the adoptive mother and marriage: 
Adopted children may manifest extreme needs 
that place pressure on the adoptive mother and, 
consequently, on the adoptive parents’ marriage. 
Smith and Howard (1999) explain:

The mother is typically the primary focus of 
the child’s anger, extreme dependence, or rejec-
tion. Mothers are more likely to be in the child’s 
presence, to discipline the child, and to repre-
sent the family to school, neighbors, and oth-
ers in the community. Mothers are subjected to 
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FOCUS ON CRITICAL THINKING 9.2

Controversial Issues in Adoption

A number of controversial issues characterize adoption 
 today. First, in recent decades, the number of children avail-
able for adoption has decreased. Reasons for this include 
increased use of birth control, the possibility of abortion, 
and social acceptance of single-parent families. The great-
est demand is for healthy, young, white children, who are in 
the least supply; children of color, older children, and those 
with special needs are in the greatest supply.

This leads us to a second issue—transracial adoption.

Critical Thinking Questions
To what extent is it appropriate for parents of one race to 
adopt children from another? On one hand, adoptive 
parents are needed for children of color. On the other, to 
what extent is it in a child of color’s best interests to be 
placed with, for example, white parents? To what extent 
will these children be deprived of the rich fabric of cul-
tural heritage manifested by their own race? How can 
they develop a strong, confident identity as a person of 
color in a white environment? To what extent will that 
child experience prejudice and discrimination in a social 
environment dominated by another race?

A third issue concerns special needs adoption. Unques-
tionably, children who have special needs are more diffi-
cult and often more expensive to care for.

Critical Thinking Questions
To what extent is it fair for agencies to encourage such 
adoptions when it’s difficult for adoptive parents to 
fully comprehend the responsibilities involved in caring 
for a child with special needs? To what extent should 
financial burdens fall on such parents? To what degree 
should financial and medical assistance be provided to 
such adoptive parents?

A fourth issue involves open adoption. Openness is the 
extent to which, first, information about all parties 
involved (adopted child, adoptive parents, birth par-
ents) is available, and second, the adoptive child and 
birth parents maintain contact with each other (Pecora 
et al., 2000).

Critical Thinking Questions
What can the adoptive parents know about the birth 
parents, and vice versa? What can the adopted child 
find out about the birth parents?

In the past, many people feared that openness con-
cerning adoption might place children and parents in 
difficult or confusing positions. However, Grotevant 
and McRoy (1998) report that this really is not the 
case. In actuality, openness does not cause children to 
feel pulled between their family of  origin and their 
adoptive family, or confused about which family is 
responsible for providing guidance and support.

Many questions can be raised about openness.

Critical Thinking Questions
Should children have ready access to their medical 
 records and birth family history to identify hereditary 
diseases to which they might be prone? To what extent 
might adoptive parents feel threatened if  their  adopted 
children could readily contact the birth parents? Who 
should be allowed to make the decision about whether 
adoption records should be open? How open should 
they be—fully or only under some conditions and cir-
cumstances? This is a complex issue.

A fifth topic generating controversy involves  independent 
versus agency adoptions. Register (1991) found that 
placement time for independent adoptions was much 
shorter than for agency-supervised adoptions. That’s a 
plus. However, Crosson-Tower (2007) raises three major 
concerns about independent adoptions. First, there is no 
guaranteed protection of the child’s rights. No extensive 
home study is conducted, and no evaluation of  the 
 appropriateness of the adoptive family is done. Second, 
once the child is placed, no follow-up is performed. No 
one monitors the  extent to which the child is integrated 
into the family or whether the child is thriving. Third, 
there are no guarantees of confidentiality as there are in 
agency adoptions.

One other question about independent adoption 
involves the potential of  black market adoptions, in 
which babies can be sold (Mather, Lager, & Harris, 
2007).

Critical Thinking Questions
To what extent does the flexibility inherent in indepen-
dent adoption make black market adoption possible?
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Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following statements:

A  Emphasize the wide diversity in families and 
their structure.

Families involve primary groups, mutual obligations, 
and common habitation. Family structure is “the 
nuclear family as well as those nontraditional alter-
natives to nuclear family which are adopted by per-
sons in committed relationships and the people they 
consider to be ‘family’ ” (CSWE, 2002). Variations 
in family structures include single-parent families, 
stepfamilies, blended families, and intergenerational 
families. Lesbian, gay, and bisexual families experi-
ence a special risk of discrimination.

B  Explain the concept of child welfare and describe 
the continuum of supportive and substitute 
services in the United States.

Child welfare is the traditional term for the network 
of  policies and programs designed to empower 
 families, promote a healthy environment, protect 
children, and meet children’s needs. Supportive ser-
vices involve the provision of  external support to 
enhance family functioning while children remain 
in the home. Substitute services assume all aspects 
of  parental responsibilities on a temporary or per-
manent basis.

C  Examine child maltreatment and 
child protective services.

Child maltreatment is the umbrella term for physical 
abuse, sexual abuse, psychological abuse, and neglect. 
Physical abuse involves injury and results in physi-
cal and behavioral symptoms. Sexual abuse entails 
sexual activity with children. Incest involves sexual 
intercourse between family members. Psychological 
abuse entails belittlement, humiliation, and causing 
damage to self-esteem. Child neglect concerns failure 
to provide for a child’s needs. Almost 2 million cases 
of  child maltreatment are reported and investigated 
in the United States annually. Child protective ser-
vices are interventions aimed at protecting children 
at risk of maltreatment. The assessment of risk is an 
important aspect of treatment planning.

D  Describe and examine family preservation, child 
day care, family life education, and respite care.

Family preservation services are concentrated services 
provided to families in crisis in order to strengthen the 
family and prevent children’s out-of-home placement. 
Child day care is an agency or program that provides 
supervision and care for children while parents or 
guardians are at work or otherwise unavailable. Family 
life education involves group learning experiences for 
the purpose of increasing people’s knowledge, devel-
oping skills, or enhancing self-awareness concern-
ing issues relevant at some point during the lifespan. 
Respite care is supervision of a child by another care-
giver, allowing the parent an interval of relief from the 
responsibilities of child care.

E  Address the ongoing macro need to advocate for 
resources for children and families.

Ongoing advocacy is needed to increase quality, 
accessible day care; improve maternal and child 
health; prevent and address child maltreatment; and 
help families get out of poverty.

F  Describe substitute placements for children.
Kinship care involves informal or formal placement 
with a relative or part of the child’s family’s support-
ive network. Foster family care is the provision of 
substitute care with a family for a planned temporary 
or extended period when parents or legal guardians 
are unable to care for a child. Permanency planning 
and family preservation are currently important 
themes in foster care. A group home provides a sub-
stitute setting and family environment for a group of 
children originating in different families. Residential 
treatment centers are bigger agencies that are more 
structured and provide daily care, meet educational 
needs, and address emotional and behavioral issues. 
Independent living services provide out-of-home 
placement for youths approaching adulthood during 
their transition to adulthood.

G Discuss adoption.
Adoption is the legal act of taking in a child born to 
other parents and formally making that child a full 
member of  the family. Types of  adoptions  include 
blood-related, unrelated, agency, independent, 
 international, special needs (often subsidized), and 
transracial adoptions. Social workers can help adop-
tive families address issues involving lack of control,  
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LOOKING AHEAD

This chapter addressed the needs of  families by 
 focusing on children. Chapter 10 will shift the focus 
to the other end of the lifespan by talking about older 
adults—their needs and the policies and programs 
that serve them.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

 concerns about the adopted child, pressures on 
adoptive parents, and psychological and  behavioral 
issues of the child.

H  Propose questions to stimulate critical 
thinking about advocacy to combat child 
maltreatment and controversial issues 
in adoption.

Critical thinking questions regarding child maltreat-
ment involve the conservative–liberal and residual–
institutional orientations to addressing the issue. 
Questions concerning adoption include those exam-
ining transracial adoption, special needs adop-
tion, openness about information, and independent 
adoptions.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  10
Social Work and Services 
for Older Adults

Consider the following facts:

● In 2006, over 12.4% of U.S. residents were 65 and older (U.S. Census Bureau, 
2007).

● It is estimated that in 2050 that fi gure will increase to 20.7% (U.S. Census 
Bureau, 2007).

● From 2010 to 2030 the number of persons age 65 and older will increase by 
over 57% (White House, 2005a).

● “The great advances in health and well-being of the 20th century will lead 
to signifi cant increases in the average life span in the 21st century” (White 
House, 2005b). For example, it is projected that people born in 2000 will 
live almost 6 years longer than those born in 1970 (White House, 2005b).

People in the United States generally live longer than people in many other coun-
tries because of better nutrition and living conditions and significant advances 
in medicine and technology. On one hand, a higher proportion of older people 
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means more people who are either retired or unable to work due to health rea-
sons. On the other, it means a smaller proportion of younger workers who pay 
taxes on current earnings and support social programs. Lower birthrates have 
also contributed to fewer people entering the workforce. The dependency ratio 
is the number of people age 65 or older who are retired compared to the num-
ber of people age 18–64 who are working (Mooney, Knox, & Schacht, 2009).

Of course, this does not mean that all people work until age 65, their hair turns 
gray, and they abruptly retire. In reality, some people retire at age 65, others 
at 40, and still others at 80 or older. Consider the famous comedian and actor 
George Burns, who continued to tell stories and crack amazingly clever jokes until 
2 years before his death at age 100. My own Aunt Mabel worked as a maid at a 
motel until age 82, when she no longer had the strength to drag the heavy service 
carts up the outside stairways in the summer heat and winter snow. There were no 
elevators available. (She’s still active and driving at age 92.) However, for vari-
ous reasons, most people think of 65 as the general retirement age.

“As a result of declining birthrates and increasing life expectancy, the [depen-
dency] ratio of workers to Social Security benefi ciaries is expected to shrink from 
5.1 in 1960 to 3.4 today to 2.1 in 2030” (White House, 2005a). In 1900 this 
ratio was 10 to 1 (Uhlenberg, 2000). In essence, this means signifi cantly fewer 
workers will be paying taxes to support a growing number of older adults receiv-
ing Social Security benefi ts. Potential issues resulting from this trend include an 
increasing burden on future workers to support older generations, signifi cantly less 
money collected from taxes on earnings for social services and programs, dete-
riorating pension programs because of inadequate support, and struggles among 
members of different age groups for shrinking resources (Mooney et al., 2009).

There are various implications for social work and social workers in view of 
this changing world. (Note that Highlight 10.1 addresses a similar scenario on 
a global basis.) First, social workers will be called on to serve increasing num-
bers of aging people; indeed, social work with older adults is a rapidly grow-
ing fi eld. Second, developing policies and services to meet future needs is an 
important priority in social welfare. Third, advocacy on behalf of older adults 
for essential resources and services will surely be necessary. Fourth, social work-
ers will be primary proponents of emphasizing and building on the strengths of 
older adults to maximize their self-determination and quality of life.

Learning Objectives
A Introduce the issue of “global graying.”
B Discuss problems older adults commonly face including ageism, 

discrimination in employment, poverty, retirement, health care issues, 
abuse, living conditions and family variables, and transitional issues.

C Explain the concept of “gayging.”
D Examine various contexts for social work practice with older adults 

including home- and community-based services, discharge planning 
in hospital settings, and service provision in nursing homes.
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HIGHLIGHT 10.1

International Perspectives: “Global Graying” 
and Empowerment of Older Adults

George (1997) indicates that “global graying” is an 
 international “phenomenon that affects the smallest 
Pacific islands as well as the most developed welfare 
states” (p. 57). Consider that throughout history, people 
age 65 or older never made up more than 2–3% of  the 
total population; today they make up 14% of the popu-
lation in “developed nations,” which is expected to rise 
to 18% in 2023 and to as high as 25% of the total popu-
lation in 30 years (Kornblum & Julian, 2007, p. 295).

Older adults are treated very differently depending 
on their culture. Mooney and colleagues (2009) provide 
the following facts:

● Some tribal societies simply let older adults die or 
actually kill them when these people are no longer 
“useful” and, instead, require care.

● Scandinavian nations pay for home care services for 
older adults who remain in their homes but require 
assistance in daily tasks such as food preparation 
and cleaning.

● “Eastern cultures such as Japan revere [older 
adults,] . . . in part, because of  their presumed 
 proximity to honored ancestors” (p. 482).

George (1997) anticipates that the world will face at 
least three key issues as greater numbers of people age. 
First, “it is expected that graying will bring greater depen-
dence as a result of  greater longevity accompanied by 
chronic ill health” (p. 59). Second, “there will be an inad-
equate supply of  caregivers because of  smaller family 
sizes (for example, China’s one-child policy and a result-
ing family structure of four grandparents, two parents, 
and one child), [and] women’s increasing participation in 

paid employment outside the home” (p. 60). Third, “state 
finances will be inadequate to  support the increasing 
 dependence of older people” (p. 60).

What can social workers do about this from a global 
perspective? George (1997) argues that social workers 
bring with them at least three strengths as they address 
the issues involved in aging. First, they emphasize self-
determination and the achievement of  maximum 
 autonomy. Second, they focus on changing not only the 
individual but also the environments encompassing the 
individual including the political milieu. Finally, they 
build plans that stress existing strengths.

Social workers can advocate on behalf of older adults 
around the world to establish policies and services that 
meet their vital needs for “health and autonomy” 
(George, 1997, p. 68). Initiatives can include:

● Educating the public to see older adults as a  “resource” 
instead of  a burden (Torres-Gil & Puccinelli, 1995, 
p. 164).

● Expanding community-based care to maintain 
 people in their own homes as long as possible.

● Providing supportive measures (e.g., financial assis-
tance, tax incentives, respite care) to family members 
who care for aging relatives.

● Emphasizing the significance of  older adults as 
 having sufficient numbers to wield political clout 
and become important participants in the political 
process.

● Educating upcoming generations to prepare to care 
for an increasing proportion of older adults, on the 
one hand, and for themselves as they age, on the other.

E Explore general empowerment issues and those for diverse pop-
ulations of older adults, including African American grandparents 
who are primary caregivers for grandchildren and the culturally 
competent treatment of older Navajo people residing in a nursing 
home.

F Encourage critical thinking about confronting myths about older 
adults, fi nancing Social Security (possibly through privatization), 
determining whether Social Security discriminates against women, 
and proposing how older adults might be empowered through macro 
practice.
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 experience more severe incapacitating illnesses, and 
generally to have a lower quality of life (Mooney et al., 
2009). One study revealed that 26% of people age 65 
or older who have annual incomes of at least $35,000 
label their health as “excellent”; in contrast, only 10% 
of older adults with incomes less than $10,000 could 
say the same thing (Mooney et al., 2009; Seeman & 
Adler, 1998). People of lower social classes generally 
are “chronically unemployed, underemployed, depen-
dent on welfare, or working for a subsistence wage” 
(Longres, 2000, p. 239). Many barely survive, let alone 
have enough resources to save for old age.

Common Problems Facing 
Older Adults
I just told my father, age 73, who is a retired MSW 
social worker, that at this moment I’m writing about 
problems experienced by older adults. (He happens 
to be at my home planting daffodil bulbs for next 
spring.) He replied, “Older adults don’t have prob-
lems. Why are you writing about that?” The point 
is that it’s easy to focus on all the negatives about 
growing older instead of the positives.

This chapter emphasizes how social work with older 
adults is founded on clients’ strengths and seeks to 
maximize their well-being. However, older people are 
more likely to experience some types of problems than 
are those who are younger. As people age, they eventu-
ally become weaker and more vulnerable to certain ill-
nesses and diseases. Primary aging refers to the fact that 
physiological variables involving such decline will inev-
itably occur. However, there are huge variations among 
people concerning how fast this progresses. Second-
ary aging, then, concerns how the primary aging pro-
cess can either be hastened or slowed by lifestyle and 
behavior. Factors that can slow aging include physical 
exercise, healthful diet, stress management, and ready 
access to adequate resources and medical treatment 
(Quadagno, 2005; Seeman & Adler, 1998).

The following section addresses some of the prob-
lematic issues affecting older adults. The intent is to 
establish the context for how social workers strive to 
focus on their strengths and meet their needs. Such 
matters include ageism, discrimination in employ-
ment, poverty, retirement, health care, older adult 
abuse, and living conditions.

Demographic Characteristics 
of Older Adults: Race, Gender, 
and Social Class
Three important variables in discussing the older 
adult population are race, gender, and social class 
(Macionis, 2008; Mooney et al., 2009). People of 
color represented about 20% of U.S. older adults in 
2005 (Macionis, 2008). Projections suggest this will 
increase to 25% in 2035; the population of  older 
adults of  color is expected to grow at a rate almost  
2½ times that of the white older adults between 2004 
and 2030 (Mooney et al., 2009). This is partially due 
to higher fertility rates and increased immigration, 
especially on the part of  Hispanics (Administration 
on Aging [AOA], 2000). The fact that people of color 
tend to experience higher rates of  heart disease, dia-
betes, and arthritis than whites has direct implications 
for social workers and other professionals working in 
health care (Mooney et al., 2009; Newman, 2000).

Although the overall U.S. population is approxi-
mately 49% male and 51% female, the population of 
people age 65 and over is 42% male and 58% female 
(U.S. Census Bureau, 2007). The average life expec-
tancy for women is almost age 80, and for men just 
over age 74 (Kirk & Okazawa-Rey, 2007). People in 
this age group are most likely to die from heart dis-
ease, cancer, and stroke in that order (U.S. Census 
Bureau, 2007). Note, however, that women are more 
likely than men to suffer from “disabling diseases 
such as arthritis, Alzheimer’s, diabetes, deafness, 
cataracts, broken bones, digestive conditions, and 
osteoporosis” (Kirk & Okazawa-Rey, 2007, p. 210).

In previous chapters we established how women 
are more likely to be poor and to earn less than men, 
even for comparable work. Living longer means savings 
must be stretched out further, which means women are 
more likely to run out of money toward the end of their 
lives. In addition, earning less or not working outside 
the home means they are likely to receive lower Social 
Security benefi ts. About 70% of the older adult poor in 
the United States are women (Mooney et al., 2009). The 
social welfare system and social workers must, there-
fore, be prepared to address this population’s needs.

Social class is the third important variable affect-
ing older adults. People populating the lower  social 
classes tend to have shorter life expectancies, to 
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sexism and racism, also fails to identify individ-
ual strengths as means of  empowerment. Focus on 
Critical Thinking 10.1 reviews some of  the typical 
myths and stereotypes about older people that are 
grounded in ageism.

Ageism
Ageism involves harboring negative images of  and 
attitudes toward people simply because they are 
older. Ageism is similar to sexism or racism in that it 
involves prejudice toward and discrimination against 
people who fit into a certain category. Ageism, like 

FOCUS ON CRITICAL THINKING 10.1

Confronting Myths About Older Adults

One dimension of  critical thinking involves evaluating 
assumptions made by many people. A number of stereo-
types about older adults are cited here (Greene, 2000; 
Harrigan & Farmer, 2000). Confronting stereotypes 
involves asking questions, assessing facts, and asserting a 
conclusion.

Critical Thinking Questions
What are your conclusions about each of the following 
myths?

Myth A: All older adults are burdened with multiple 
physical complaints and are riddled with disease.

Fact: Older adults do experience increasing weakness 
and illness as they age. Of  people age 65 or over, 
80% experience at least one form of chronic illness 
such as arthritis, heart disease, or diabetes (Coleman 
& Cressey, 1999; Greene, 2000; Newman & 
Newman, 2003). However, as with the younger 
population, huge variation exists concerning 
individual health status. Regardless of  age, some 
people are simply healthier and stronger than others, 
for many reasons. A healthful lifestyle in terms of 
diet and exercise correlates with better health. Of 
people age 85 and older who do not live in 
institutional settings, 80% manage their daily living 
tasks quite well (Harrigan & Farmer, 2000, p. 26).

Myth B: Old people are unattractive and smelly, 
have no teeth, and can barely see or hear.

Fact: Older adults, like their younger cohorts, pay 
varying degrees of  attention to their personal 
appearance, hygiene, and conformity with current, 
popular styles. Many older people take great pride 
in their appearance and their strong social skills. 
They actively strive to put forth a pleasant, attractive 
persona. Physical changes such as the tendency of 

skin to wrinkle and body fat to redistribute do occur. 
However, these are facts of  life having little to do 
with a person’s overall appearance and personality.

Older adults who have not had “access to a lifetime of 
preventative dental care or fluorinated water” experience 
greater risk of  losing their teeth as they age (McInnis-
Dittrich, 2005, p. 34). The most common reason for tooth 
loss involves inflammation of the gums and bones sur-
rounding the teeth, “usually caused by dental plaque, 
which can be removed with regular brushing and routine 
cleaning” (McInnis-Dittrich, 2005, pp. 34–35). Think 
about what times were like when many older adults were 
young. There was no preventive dental care or fluoride in 
the water supply (to combat cavities). They lived in an era 
in which they expected to lose their teeth and wear den-
tures. Everyone else did. My grandmother, born in 1890, 
told the story of  how she never could stand pain very 
well. Whenever she got a toothache, she would get some-
one to pull the tooth out with the equivalent of  pliers. 
Eventually she had no teeth left.

Sight and hearing tend to deteriorate with advanc-
ing age. However, having access to advanced medical 
services and techniques can slow the decline and even 
improve conditions. Hearing aids are now much more 
usable than in the past. Vision can be enhanced by 
glasses, contacts, laser surgery, and other new surgical 
techniques. One professor required cataract surgery at 
the relatively young age of 48. She had been nearsighted 
since her early teens and could barely find her glasses 
when she put them down somewhere. As the cataracts 
developed, her vision became increasingly cloudy, and 
she viewed the world as if  through a dense fog. Reading 
and driving became almost impossible. Cataract sur-
gery involves removing the natural lens in your eye and 
replacing it with an artificial one. After the 15-minute 
outpatient surgery, her distance vision was better than 

(continued)
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of  older workers quite differently. Over half  of  the 
workers age 50 and older felt that people in their 
age group were valued by employers; however, only 
25% of  workers in younger age groups felt people 
age 50 and older were valued employees (Porter & 
Walsh, 2005).

It’s true that people in general will eventually 
 experience increased weakness and slowness as they 
age. However, this occurs at vastly different rates 
depending on the individual. Additionally, the younger 
old—those closer to age 65—are much more likely to 
enjoy good health than the older old—those age 85 
and over.

Congress passed the Age Discrimination in 
 Employment Act (ADEA) in 1967 that prohibited 
discrimination against people age 40–65. This means 
that employers can no longer do things like advertise 
for employees “who are under 30.” However, employ-
ers can still state that a job is “entry level” or requires 

One example of  ageism involves how govern-
ment programs such as the Administration on Aging 
(which operates under the auspices of  the Depart-
ment of Health and Human Services) have both low 
status compared to other social programs and little 
infl uence with political leaders (Kornblum &  Julian, 
2007). Social programs for older adults are frequently 
targeted for cutbacks before programs geared to 
help other populations. A second example of  age-
ism concerns how the media typically emphasize the 
importance of  youth, beauty, strength, and physical 
prowess. For example, advertisers pitch expensive 
facial creams that minimize wrinkles and bring back 
youthful glow to aging skin. Still other refl ections of 
ageism are discussed in the following sections.

Discrimination in Employment
One survey of  1,400 workers revealed that younger 
and older workers view the employment status 

FOCUS ON CRITICAL THINKING 10.1 (continued)

it had been at age 14. She marveled at medical advances 
as she recalled the effects of  her own grandmother’s 
cataract surgery years before. At that time, the natural 
lens could be removed but not replaced internally. Her 
grandmother had to wear glasses almost three-quarters 
of an inch thick to replace the lenses she lost in order to 
restore only a portion of her vision.

Myth C: “Old people sleep all the time” (Harrigan 
& Farmer, 2000, p. 33).

Fact: Older people don’t necessarily sleep less than 
younger people, but their sleeping patterns are 
somewhat different. They tend to have more 
difficulty sleeping through the night. They wake up 
more frequently and, by the time they reach age 80, 
remain awake about 20% of  the night (Woodruff, 
1985). However, they tend to compensate for this 
by taking short naps during the day. It should be 
emphasized that this is a strength: They adapt their 
daytime behavior to get the sleep they need.

Myth D: You can’t teach an old dog new tricks; “old 
people are set in their ways” (Harrigan & Farmer, 
2000, p. 35).

Fact: Greene (2000) reflects:

Life span and life course theorists reject the view 
that growth ends with adulthood. They point out 
that, while there may be growth limits for attri-
butes such as height, other qualities such as 

creativity and abstract reasoning do not fit this 
model. In this  context, growth refers to differentia-
tion, increased complexity, and greater organiza-
tion, and can occur at every age. (p. 29)

Harrigan and Farmer (2000) add that

this growth and change vary from person to person 
and within each individual and are related to an in-
dividual’s personality. . . . For example, a woman 
who is assertive, confident, and positive as she ap-
proaches new experiences will probably view old age 
as one more new and exciting adventure. Someone 
who approaches life from a pessimistic, complain-
ing viewpoint no doubt will behave similarly as an 
aged person. (p. 36)

Myth E: All old people are senile.
Fact: Harrigan and Farmer (2000) indicate that 

“this myth stems from the antiquated idea that 
confusion and loss of  one’s mental faculties are a 
natural part of  the aging process. Only a small 
percentage of  the aged develop an irreversible 
brain disorder” (p. 38). They go on to note that, of 
people age 65 and older, only about 5% experience 
such dementia that they can no longer look after 
themselves, and another 15% have mild dementia.1

1Dementia is a condition that involves numerous cognitive 
problems such as impaired memory, poor judgment, and 
inability to control emotions.
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Saving Social Security
We have established that Social Security is a pri-
mary means of  keeping older adults out of  poverty. 
There has been much concern about the adequacy 
and ongoing solvency of  the Social Security sys-
tem. As Chapters 6 and 8 explained, workers 
automatically pay into Social Security, a type of 
social insurance, based on their earnings up to a 
specified annual maximum. It is tempting to think 
of  Social Security as a savings account that auto-
matically receives a percentage of  each paycheck 
and lies there waiting for you to collect interest 
once you retire. But this is not the case. In reality, 
the money that workers contribute today is being 
spent to pay benefits to retired and other workers, 
as well as other government  expenses. Tomorrow’s 
beneficiaries —including you—must  depend on 
tomorrow’s workers.

The problem introduced at the beginning of  the 
chapter is that “there are fewer and fewer work-
ers for each person getting monthly checks. . . . In 
1945, there were 42 payers for each recipient. In 
1950, 17” (Sloan, 2000, p. 22). “By 2001 it had 
dropped to 3.4 to 1. By 2025 the dependency ration 
is expected to be 2 to 1” (Karger & Stoecz, 2006, 
p. 263). So the disturbing question is, Who’s going 
to pay for your Social Security when you retire? 
Note that some say that the Social Security system 
isn’t really in that much trouble (Ip, 2004; Stelzer, 
2005). Additionally, some propose that “if  the 
economy grows more rapidly and effi ciently than 
some predictions suggest, the current system might 
well prove capable of  meeting all of  its  obligations” 
(Stelzer, 2005).

Despite these more optimistic thinkers, it is pre-
dicted that Social Security will start going into the 
red as early as 2015 when baby boomers are retiring 
and the dependency ratio changes (i.e., more ben-
efi t recipients to fewer workers) (Karger & Stoecz, 
2006). At that point, workers’ contributions will 
be less than the benefits that must be paid out, 
and any benefits paid must come from reserves. 
By 2042 full benefi ts will no longer be available to 
retirees if  no changes in the current formula are 
made  (ABCNews, 2005; FOXNews, 2005; Karger 
& Stoecz, 2006). Many indicate that it’s much bet-
ter to plan far ahead “so that individuals and fami-
lies have time to adjust their retirement plans, and 
so that changes can be phased in slowly over time” 
(White House, 2005a).

“2–3 years’ experience” and then reject older people 
on the basis of being “overqualifi ed” (Mooney et al., 
2009, p. 502).

The ADEA also did little to help people age 65 
and older. As the next section explains, many older 
adults require additional income to keep afl oat, and 
many want to work.

Poverty
Whereas until the early part of  the 20th century 
older adults were very likely poor, Social Security 
currently supports a large proportion of  older 
people. Of  the older adults living in the United 
States, almost half  would fall below the poverty 
line if  they were not receiving Social Security 
 benefits (Barusch, 2009). These benefits do not 
make people rich. In 2005 average monthly ben-
efits for retired workers were $1,002 (U.S. Census 
Bureau, 2007). However, lumped together with 
personal savings, other assets, and occasionally 
pensions, these benefits allow many people to 
make it.

Poverty rates for older adults vary widely depend-
ing on age, gender, and race. Barusch (2009) explains:

The very old continue to have higher rates of pov-
erty and lower median incomes. . . . Whereas 
35 percent of those aged 65 to 74 had low incomes, 
two-thirds of those over 85 were fi nancially vulner-
able. . . . Of course, women make up the majority of 
the nation’s very old people.

Older women have a higher risk of poverty than 
older men. In 2003, older women over 65 had nearly 
twice the poverty rate of  men in the same age 
bracket. The rate for women that year was 12.5 per-
cent; for men, 7.3 percent. . . . Older women  living 
alone in the United States are consistently the poor-
est group among the aged, faring worse than older 
couples.

Finally, people of  color experience higher 
rates of  poverty in their later years. In 2003, the 
highest risk of  poverty among [older adults] . . . 
was experienced by African American women, 
among whom more than a quarter (27.4  percent) 
had incomes below the poverty threshold. 
(pp. 425–426)

The poverty level for older adults age 75 and 
older is 25.4% for African Americans, 23.1% for His-
panics, 12.4% for Asian Americans, and 10.3% for 
whites (U.S. Census Bureau, 2007).
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employees and employers taxed up to a maximum 
of $102,000 in 2008 [note that the maximum goes 
up every year] (SSA, 2008).2

● Cutting the increases in benefi ts regularly made to 
adjust for cost of living increases.

● More controversially, providing benefi ts only to 
those whose income or assets fall under some 
arbitrary line. This, of  course, is quite radical 
because it violates the idea that all who pay into 
a social insurance system should benefit from 
returns.

Focus on Critical Thinking 10.2 urges you to 
think about how this problem should be solved.

Another controversial issue is whether Social 
 Security discriminates against women. Focus on 
Critical Thinking 10.3 raises some key questions.

Retirement
Previously we established the concept of age 65 as the 
magic number for retirement. A hundred years ago, 
the notion of  retirement was essentially unknown. 
Most people didn’t live that long. Few had enough 
savings to support them without working. No pro-
grams such as Social Security or pension plans existed 
to pick up the slack when their work careers ended. 
As we know, the Social Security Act of  1935 estab-
lished 65 as the age when people stop working and 
begin receiving maximum benefits. Current policy 
indicates that by 2022, people won’t be able to receive 
Social Security benefits until age 67 (Mooney et al., 
2009; Whiteman, 2001).

A recent survey of  nonretired workers indicated 
that the average age of  planned retirement was 
64; 15% planned on retirement before age 60, 22% 
 between ages 60 and 64, 25% at age 65, and 31% 
after that (Carroll, 2008). Retirement might sound 
good to many, but it often requires quite an adjust-
ment. Retirees must cope with a new way of  life. 
How does a retiree respond when someone asks, 
“And what do you do?” Many people’s careers or 
jobs become a substantial part of  their personal 
identities. What happens when they give up that 

2Note that the 7.65% (which your employer matches) deducted 
from your paychecks is called FICA (the Federal Insurance Con-
tributions Act); this includes 6.2% for Social Security (half  of 
the 12.4% total) and 1.45% for Medicare (again, half  of  the 2.9% 
 total) (SSA, 2008).

To address the problem, some have suggested 
 establishing a system based at least partially on 
privatization. This refers to a deduction system 
whereby workers have the option of  investing 
part or all of  their wages (depending on the pro-
posed plan) currently deducted for Social Security 
into investments of  their own choosing. The idea 
is that investing in the stock market can poten-
tially earn people signifi cantly more money than 
funneling it through the current system. Various 
privatization plans have proposed investing vary-
ing percentages of  Social Security contributions 
and specifying different investment options. Addi-
tionally, most recommended diversifi ed, relatively 
secure investments (Stelzer, 2005). Other questions 
concern how investments would be made (would 
the government invest for you?), what investments 
would be considered appropriate, and the extent 
to which investors would be allowed to make their 
own decisions.

Privatization probably sounded like a better 
idea during the bull markets of  the late 1990s when 
investors were receiving returns of  up to 30% on 
investments. However, as the sobering 2008 credit 
freeze and stock market crash following the burst-
ing of  the real estate bubble made clear, stock 
market investments can be risky and can lose a lot 
of  money.

Zuckerman (1999) expresses another concern:

Just because people have money in the markets does 
not mean they have the investment savvy to handle 
their retirement funds. Our bedrock protections 
against destitution in old age should not be subject 
to market gyrations or the poor judgments of indi-
vidual investors. We should not risk Social Security 
to save it. (p. 76)

Others indicate that fi xing and saving the system 
will require cutting benefi ts and/or increasing pay-
roll taxes. Benefi ts can be decreased in several ways 
including

● Providing them at older ages (which has already 
been done to a limited degree).

● Decreasing the actual amount of  benefits paid 
out to individuals.

● Increasing the maximum amount of  income 
that can be taxed. As of  this writing, the Social 
Security tax rate is 12.4%, shared equally by 
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FOCUS ON CRITICAL THINKING 10.2

How Would You Fix Social Security?

What are your own thoughts and values concerning the 
Social Security crisis? How would you answer the 
 following questions?

Critical Thinking Questions (concerning 
privatizing the fund)
● Should Social Security be privatized?
● If  so, what percentage should be privatized?
● Should privatization occur only on a voluntary 

basis?
● How safe do you think privatization is?
● Would most people be sophisticated enough to make 

sound investment decisions?

Critical Thinking Questions (concerning 
raising the retirement age)
● Because people tend to live longer, should the retire-

ment age be raised?
● If  so, to what age?
● When would you like to be able to retire? If  you 

haven’t thought much about this, when would your 
parents (or grandparents) like to retire?

Critical Thinking Questions (concerning 
decreasing benefits)
● Should benefits be decreased?
● If  so, for whom—current recipients? Note that two-

thirds of  retirees depend on Social Security as a 
major source of  income; “34% rely on it for at least 
90% of their income and 32% more for at least half  
of their income” (DiNitto, 2005, p. 138).

● Should benefits for future recipients be reduced? If  
so, when should this start? How much should they 
be reduced?

● Do you want reduced benefits?
● Would your parents and grandparents want reduced 

benefits?

Critical Thinking Questions (concerning increasing 
the maximum amount of income that can be taxed)
● Should the maximum amount of income that can be 

taxed be increased more than it regularly is now?
● If  so, by how much?
● Should all income regardless of the amount be taxed?
● Should people who pay significantly more into the 

fund receive proportionally more benefits?
● To what extent is it fair to pay significantly more 

into a social insurance program and get the same 
benefits as those paying significantly less?

● Should richer people help support poorer people by 
sharing their wealth through the Social Security 
system?

● What is fair?

Critical Thinking Questions (concerning cutting 
increases in benefits)
● Should cost-of-living increases in benefits be 

decreased?
● If  so, by how much?
● How would a decreasing standard of  living affect 

the many people depending on Social Security?
● How severe would these effects be on recipients liv-

ing 20 years after first receiving Social Security ben-
efits in terms of their quality of life?

Critical Thinking Questions (concerning offering 
Social Security benefits only to those less well off)
● Should benefits be given only to retirees who are less 

well off ?
● If  so, how well off ?
● To what extent is this fair to workers who paid sig-

nificant taxes into the fund for decades and then 
don’t qualify for benefits?

● To what extent would this transform a social insur-
ance system into a public assistance system? To what 
extent is this right or wrong?

signifi cant part of  their lives? How might the loss 
affect their self-concept and self-respect?

Another potential problem in retirement involves 
reduced income. How much adjustment is involved 
when retirees can no longer spend money and 
buy things as they used to? Still another aspect of 

 retirement  concerns losing daily work routines. Retir-
ees must discover new ways to spend their time.

Health Care
Medicare, established in 1966, is not the total answer 
to health care for older adults. Although it helps pay 
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inflicting physical or emotional harm but also taking 
advantage of  older adults financially or neglecting 
them (e.g., ignoring the fact that medical treatment 
is needed) (Hooyman & Kiyak, 1999). An estimated 
1.5 million cases of physical abuse occur in the United 
States each year (Kornblum & Julian, 2007) in both 
private homes and residential facilities. Coleman and 
Cressey (1999) report shocking incidents of  abuse 
involving family caregivers. One involved a man who 
sexually assaulted his 74-year-old mother-in-law. The 
victim’s daughter refused to make a big deal of  it or 
to allow her mother to report the incident to authori-
ties. Another incident entailed an angry son chasing 
his 75-year-old father around with a hatchet.

In private homes, perpetrators of  older adult 
abuse often are people who live with the victim such 
as a spouse or adult child; frequently alcohol abuse 
is involved (McInnis-Dittrich, 2005). Older adults 
are also subject to abuse when living in residential 

for medical expenses for more than 44 million peo-
ple (Kaiser Family Foundation [KFF], 2008), it pays 
only half  for a visit to a physician and nothing for 
long-term care, hearing aids, glasses, or dental work. 
Chapter 8 discussed the partial supplementary cover-
age available in Medicare Part B, Medigap insurance 
(to fill in Medicare’s gaps), and the Medicare Mod-
ernization Act’s prescription drug benefit. However, 
these also cost older adults more. And good cover-
age costs much more.

The older people get, the more likely they are to 
have long-term illnesses and to take more time to 
recuperate. Older adults spend two times as much on 
health care as younger population groups (Mooney 
et al., 2009).

Abuse of Older Adults
Physical and emotional abuse of older adults is receiv-
ing increasing public attention. It includes not only 

FOCUS ON CRITICAL THINKING 10.3

Does Social Security Discriminate Against Women?

One ongoing criticism of  Social Security is that it dis-
criminates against women. When a woman turns age 65, 
she is eligible to receive benefits equal to one-half of the 
benefits her husband receives. This is true whether she 
has ever worked outside the home or not. However, if  
she has worked outside the home, she may choose to 
take her own benefits instead. She cannot receive both.

How is this discriminatory? First, women who have 
been homemakers their entire lives are entitled to only 
half  of  what their husbands receive. Does this imply 
that their share of  the marital partnership is worth 
only half  of  the husbands’? The system provides them 
with no way of  making contributions based on their 
own labor within the home.

Many women work outside the home for years, build 
up their own benefits, but end up taking half  of  their 
husbands’ anyway. Why? The husbands’ benefits are 
worth more than twice as much as theirs, so they’re bet-
ter off  taking half  of  the husbands’. We’ve established 
that men tend to enter higher-paid professions, earn 
significantly more than women in the same professions, 
and spend less time out of  the workforce raising chil-
dren and caring for a home. Thus women’s contribu-
tions, as structured by the current system, are often 
significantly less than their husbands’.

Barusch (2000) explains:

Wives in dual-worker couples face a choice. They 
can receive benefits based on their earnings, or 
they can receive benefits as dependents. They can-
not do both. Those who left the labor force to raise 
children or care for the sick, and those whose 
wages were lower than their spouses’ receive more 
as dependents than on the basis of  their own work 
histories. So they receive no benefit for the payroll 
taxes withheld from every one of  their paychecks. 
(p. 570)

Note that a few positive changes have been made in 
the system. “For example, divorced spouses may begin 
collecting benefits at age 62 if  their former spouses are 
eligible even if  they have not yet claimed benefits, and 
payments to disabled widows and widowers aged 50–59 
were increased. Other major gender inequities were not 
addressed and remain unresolved today” (DiNitto, 
2005, p. 131).

Critical Thinking Questions
Should the system be further reformed to make it more 
equitable? If  so, how should the contributions of home-
makers be measured? What about those who take time 
off  to bear and raise children?
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Transitional Issues
As people get older, they are more likely to experi-
ence serious losses with which they must learn to 
cope. One issue already discussed concerns retire-
ment and the accompanying drastic changes in pro-
ductivity and routine. Other issues involve adjusting 
to more structured living situations. One spouse may 
die, leaving the other to adjust to a much more iso-
lated life. Health may decline, requiring an older 
adult to accept and adjust to increasing levels of 
assistance and dependence. Losses in ability such 
as sight, hearing, and mobility may also require the 
application of coping skills. There are many areas in 
which social workers can provide important assis-
tance with respect to older adults’ adjustment.

Note that lesbian, gay, and bisexual (LGB) people 
not only face the same issues and transitions that het-
erosexual people do but also continue to suffer the con-
sequences of  homophobia. Highlight 10.2  describes 
one dimension of homophobia—invisibility.

settings. Abuse is more likely to occur when residents 
are isolated from family and friends who otherwise 
might look out for them.

Living Conditions and Family Variables
Many older adults prefer to live on their own or with 
other family members. However, many older people’s 
homes are located in older, deteriorating, inner-city 
neighborhoods with high crime rates. This puts them 
at greater risk of harm and also makes it increasingly 
difficult to maintain their homes.

Relatively few older adults need the around-the-
clock nursing and maintenance care of  a nursing 
home. People are more likely to need this care when 
they suffer from debilitating chronic illnesses. Nurs-
ing homes vary markedly in cost and quality of  ser-
vice. Wealthy people can pay for private homes that 
have excellent facilities and attentive staff. People 
with fewer resources must often be satisfied with 
whatever care they can get.

HIGHLIGHT 10.2

“Gayging” and Invisibility

Older adults can experience invisibility—the condition 
that others fail to acknowledge, attend to, or even notice 
their existence (Hooyman, 2008; Hooyman &  Kiyak, 
1999; Tully, 2000). The myths discussed in Focus on Criti-
cal Thinking 10.1 tend to reinforce the views often held 
by younger people that older adults are inadequate, of 
lesser or little value, and unworthy of notice. Hence older 
adults become invisible. Obviously such unfair, discrimi-
natory attitudes and treatment fail to uphold human 
 dignity and appreciate human diversity.

Lesbian, gay, and bisexual (LGB) people experience an 
additional dimension of invisibility. Tully (2000) estab-
lishes that gayging (gay aging) results in additional stresses 
and scenarios not experienced by heterosexuals (p. 197). 
LGB people do not enjoy the legal and social support 
 systems taken for granted by heterosexuals. For example,

it is not uncommon for the surviving partner of  a 
gay or lesbian couple to be the sole beneficiary of 
the partner’s estate only to have the will legally 
 challenged. Too often, family of  origin members, 

children, or other legal relatives will be seen as the 
lawful heirs. Dividing household items between an 
unacknowledged partner and “legal” heirs can be 
particularly devastating to the gay or lesbian surviv-
ing partner. (Tully, 2001, p. 601)

Additionally, health insurance policies often do not 
include nonheterosexual partners (who, of course, cannot 
legally marry). Hospitals, nursing homes, and other 
health facilities may not acknowledge LGB relationships. 
Family members who deny or fail to acknowledge a rela-
tionship may deny a longtime partner access to a dying 
partner.

LGB older adults of  color are at risk of  experienc-
ing discrimination because of  race in addition to risks 
associated with age and sexual orientation. Social work-
ers are trained to be sensitive to all these factors in 
empowering clients and providing help. Tully (2000) 
provides an example:

Consider the older African-American gay man who, 
because of  a stroke, has been confined to the 

(continued)
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 capacity for self-care. Long-term care may be con-
tinuous or intermittent and it strives to provide care 
in the least restrictive environment” (Kane, 1987). 
Long-term care implies that recipients need either 
ongoing or periodic help over an extended period. 
Nursing homes, discussed more thoroughly later, 
provide one type of  long-term care. A second type 
includes services provided to people living in their 
own homes. Finally, a third kind of  long-term care 
includes services made readily available to people in 
their community.

Home-Based Services
As you know, social workers in the broker role link 
clients to services and in the case manager role over-
see and coordinate service provision. Home-based 
services or home care are types of  assistance pro-
vided to people in their own homes (Kaye, 2008). 
They may involve either assistance to family mem-
bers caring for an older adult relative or provision of 
services by formal social service agencies.

An informal support network is a system of 
 individuals who provide emotional, social, and 

Contexts for Social Work Practice 
with Older Adults
As in services for children and families, there exists 
a continuum of  care for older adults ranging from 
supplemental services for people in their own homes 
to intensive residential care. A primary value stressed 
when working with older adults is autonomy. Social 
workers strive to keep older adults as independent 
and autonomous as possible for as long as possible.

Because older adults may have many needs, social 
workers practice in a wide range of agencies and set-
tings. Three broader contexts for service provision 
are long-term care through home health and com-
munity services, discharge planning in hospitals, and 
service provision in nursing homes.

Long-Term Care Through Home-Based 
and Community Health Services
Long-term care is “health, personal care, and social 
services delivered over a sustained period of  time 
to persons who have lost or never achieved some 

HIGHLIGHT 10.2 (continued)

 hospital’s intensive care unit. The hospital, long 
known for its racist practices, began treating 
African  Americans in the 1970s and has few doctors 
or nurses who are minorities of  color. Most of  the 
hospital support staff  are Hispanic or African 
American. The patient’s Puerto Rican lover, a 
70-year-old retired artist, is kept from visiting 
because he is not considered a family member. 
Because he believes the true nature of  the relation-
ship to be a private matter, he remains quiet. The 
hospital social worker, being sensitive to the per-
ceived needs of  the patient and his friend, arranges 
for visitation. There are times when empowering 
individuals requires institutional flexibility. (p. 217)

The following provides another example of  how a 
social worker must be sensitive to sexual orientation to 
empower a client (Tully, 2001):

Cecilia, a 54-year-old lesbian who was the guard-
ian of  her 90-year-old hospitalized terminally ill 
mother, was referred to the hospital social worker 
to assess the mother’s pending death and the 
impact it might have on Cecilia. Her sexual orien-
tation was not germane to the immediate problem, 
but it would be important to know that Cecilia’s 

partner of  30 years was the primary caretaker of 
Cecilia’s mother and more likely to need the 
 services. (pp. 608–609)

There are several ways social workers can address 
the issue of  LGB people’s invisibility for all clients 
including those who are older adults (Tully, 2001). 
First, practitioners can make their offices more “homo-
social” or welcoming to people regardless of sexual ori-
entation (p. 609). Including magazines and other 
reading material oriented to gay issues and interests can 
help. Second, using admissions or intake forms that 
feature more inclusive terms than spouse or marital sta-
tus is constructive. When soliciting information, phras-
ing questions by using terms such as significant other, 
partner, mate, and special friend reflects more flexibility 
toward and acceptance of nonheterosexual orientations 
(p. 609). Third, careful listening can provide clues to 
sexual orientation. For example, clients who mention 
involvement in lesbian/gay activities or events may, in 
fact, be lesbian or gay. However, they also may not be, 
so social workers must be careful not to succumb to 
stereotypes or jump to conclusions.
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 therapy or a  visiting nurse), transportation, Meals 
on Wheels,3 and  respite care.

Community-Based Services
Community-based services—those provided out-
side the home in the community—form another 
dimension of  the formal support network (Kaye, 
2008). They can fulfill a wide range of  functions, 
from providing health care to meeting psychologi-
cal and social needs. The following are examples of 
community -based services (Kropf, 2000):

● Adult day care: This service provides supervision 
outside the home for older adults who live at home 
but whose primary caregivers are unavailable 
during the day, usually because they must work. 
It differs from respite care in that it is provided on 
a regular schedule and is generally provided in a 
day care center outside the home (respite care can 
be provided either inside or outside the home).

● Hospices: These programs provide end-of-life 
care to terminally ill people. The intent is to make 
people as comfortable as possible during their 
final days. Services may be provided either in a 
comfortable setting outside the home or in the 
individual’s home.

● Senior centers: Here seniors can gather for 
social, recreational, and educational reasons. 
Senior centers often offer a wide range of 
activities including “drama, lectures, arts and 
crafts, physical fi tness, . . . meal programs, health 
screenings, or day care” (Kropf, 2000, p. 179).

● Congregate Meal Program: Initially instituted 
by the 1973 Older Americans Act, this program 
provides hot meals for seniors at a variety of 
community locations. It offers seniors a source 
of good nutrition and an opportunity to socialize 
with their peers.

● Senior home repair and maintenance programs: 
These provide physical help in home upkeep. 
They may involve a handyperson service whereby 
volunteers make home repairs such as fixing 
pipes or repairing roofs as needed. They may also 
include seasonal services such as lawn mowing or 
snow removal.

3Meals on Wheels is a program in which meals are delivered 
 directly to the homes of  people who need them. This service can 
be sponsored or cosponsored by public agencies such as human 
service departments or private organizations like senior centers.

 economic support to a person in need. The fam-
ily is “the primary and preferred source of  support 
for older people in the United States” (Kropf, 2000, 
p. 171). Informal support networks also include 
friends, neighbors, and fellow worshipers (Biegel, 
Shore, & Gordon, 1984; Kropf, 2000). For example, 
members of  an informal support network might 
 periodically chauffeur an older adult who no longer 
can drive herself  to the grocery store. Similarly, an 
older adult with vision problems might need help 
paying bills and balancing his checkbook. Inves-
tigating the adequacy of  an older adult’s informal 
support network is an important aspect of  social 
work assessment.

“Because social workers are trained in under-
standing family dynamics, group processes, com-
munity organization, and volunteer management, 
they possess knowledge and skills to intervene in 
a variety of  ways within an informal network” 
(Kropf, 2000, p. 175). For example, a social worker 
might help a family arrange for respite care while 
family members do other things such as “working, 
shopping, socializing, or relaxing” (Kropf, 2000, 
p. 177). Respite care is temporary care for an older 
adult or other person in need, giving the primary 
caregivers (often family members) some time free 
of  responsibility. (Note that Chapter 9 introduced 
the concept of  respite care with respect to child 
care.) Another example involves a social worker 
arranging for telephone reassurance services (i.e., 
calling older adults daily or periodically to make 
sure they’re all right) when primary caregivers are 
unavailable.

In contrast, formal support networks include 
public and private agencies and their staffs, which 
provide services including health care (e.g., nurs-
ing), social services, and housekeeping help to older 
adults in need. Home-based services provided by 
formal support networks may be necessary for two 
reasons. First, they address needs directly involv-
ing the home itself, such as cleaning or repair. Sec-
ond, they more effi ciently serve recipients who have 
 diffi culty transporting themselves outside the home 
to receive services elsewhere. Home-based services 
include any provided to people directly in their 
homes and those intended to facilitate people’s abil-
ity to remain in their homes. They include home-
maker and chore services (to assist in daily living 
tasks such as cooking, cleaning, home maintenance, 
and laundry), home health care (e.g., physical 
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Focus on Critical Thinking 10.4 gives you a 
framework to organize your thoughts as they relate 
to care for older adults.

Discharge Planning in Hospital Settings
“Hospitals provide much of  the acute health care 
of  [older adults] . . . , and over a third of  all nurs-
ing home admissions originate from  hospitals” 

( Cummings & Jackson, 2000, p. 191). Social work-
ers are integrally involved as leaders in interdisci-
plinary treatment planning4 and in linking patients 

4Interdisciplinary treatment involves teams composed of  profes-
sionals from various disciplines such as doctors, nurses, social 
workers, psychologists, physical therapists, and occupational ther-
apists who, in collaboration, share fi ndings, make recommenda-
tions, and implement treatment plans.

FOCUS ON CRITICAL THINKING 10.4

Macro Practice Empowerment for Older Adults

Social workers have the responsibility to become politi-
cally involved in “protecting older people’s autonomy, 
providing choices for care for older people and their 
families, and increasing the accessibility of services that 
are culturally competent for all groups of older people” 
(Bellos & Ruffolo, 1995, p. 169; Greene, Cohen, 
Galambos, & Kropf, 2007; Kaye, 2008).

Keeping a careful eye on proposed legislation 
addressing older people’s health care and social service 
needs is critical (Cox & Parsons, 1994). For example, 
increasing the age at which older people can first begin 
receiving Social Security benefits significantly and nega-
tively impacts older adults’ financial standing. Likewise, 
monitoring the availability of  adequate health care for 
older adults is paramount. Legislative advocacy involves 
efforts to change legislation to benefit some category of 
clients—in this case, older adults. It includes such 
actions as contacting elected officials about some issue 
or policy under debate. It might also entail communi-
cating with other professionals and clients, encouraging 
them to contact officials concerning their views and rec-
ommendations. Public officials usually listen to their 
constituents when they want to get reelected.

Working to improve and develop community ser-
vices for older adults raises other important macro 
practice possibilities (Greene et al., 2007). For example, 
community-based adult day care services can be 
expanded (Bellos & Ruffolo, 1995). Day care programs 
can provide a wide range of “health, social, and related 
support services” for a community’s older adult resi-
dents including “individual and family counseling, 
group work services, outreach and broker services, sup-
portive services, and care planning services” (Bellos & 
Ruffolo, 1995, p. 170).

Another example of a community-based program is 
one directed at educating local clergy to enhance link-
ages “between organized and informal support sys-
tems” (Biegel et al., 1984, p. 99). A university school of 

social welfare provided training with the following 
goals: “to impart a foundation of  knowledge of  the 
aging process, to examine the specific needs and contri-
butions of  aged individuals, to impart knowledge of 
community resources available for the aged individuals, 
and to increase participants’ awareness of creative ways 
to minister to the aged” (Biegel et al., 1984, p. 99).

With all this in mind, think about the following.

Critical Thinking Questions
● To what extent do the preceding suggestions for 

empowerment reflect residual versus institutional 
policies and programming? (Recall that residual pol-
icies focus on reactions to problems, generally pro-
viding as few benefits as possible. Institutional 
policies view social services as people’s right, provid-
ing ongoing benefits to enhance people’s lives and 
well-being.)

● To what extent does current service provision for older 
adults demonstrate conservative versus liberal values?

Now consider the three basic, divergent principles 
involved that relate to the following.

Critical Thinking Questions
● Who should assume responsibility? Should older 

adults be expected to provide for and take care of 
themselves? Or is it society’s responsibility to help 
them when they need it?

● Who is to blame for older adults’ problems and 
needs? To what extent will older adults take advan-
tage of social welfare benefits when they really don’t 
need them? Will providing ongoing services and 
benefits significantly enhance their health, welfare, 
and comfort?

● To what extent should the government interfere in 
people’s lives? Is it the government’s responsibility 
to improve older people’s health and functioning?



Social Work and Services for Older Adults 285

about  being unable to take him into their own 
homes. Both had full-time jobs, husbands, and chil-
dren, and no available room. Thus the only two 
alternatives for Esra were to  return home and be 
provided with supportive home-based services or to 
enter a nursing home.

Aiko requested a psychiatric evaluation to  assess 
Esra’s mental competence. The psychiatrist’s con-
clusion was that, although Esra manifested mod-
erate depression, he was capable of  making his 
own decisions. The psychiatrist prescribed an 
antidepressant.

Aiko consulted the hospital’s attorney, who 
i ndicated that Esra had the right to return home 
because he had been pronounced mentally compe-
tent. Esra accepted Meals on Wheels (he confessed 
to being a pretty bad cook) but refused other home-
based services including a visiting nurse and home-
maker help. He insisted on remaining independent. 
Aiko asked Esra if  he could afford the prescribed 
antidepressants and nutritional supplements. Esra 
replied that, although he had no medical insur-
ance to cover them, Vicki and Karen would help 
him out. In reality, he had no intention of  taking 
 expensive drugs or of  seeking fi nancial help from 
his daughters.

Three weeks after his hospital discharge, Esra 
was readmitted with a broken hip. Apparently he 
had been climbing a stepladder to trim the branches 
of  a tree in his front yard and had fallen. Luck-
ily, neighbors noticed immediately and called an 
ambulance.

This time Esra was noticeably disoriented and 
confused. A psychiatric evaluation determined that 
he was mentally incompetent. Healing and rehabili-
tation for his hip would require extensive physical 
care for a long time, perhaps until his death. Vicki 
and Karen discussed with Aiko what they should 
do. Vicki couldn’t bear the thought of  placing her 
beloved dad in a nursing home, so she relented 
and said he could stay with her. Her own children 
would have to double up in a room. She would take 
an extended leave of  absence from work to care for 
him. The court appointed Vicki legal guardian, and 
Esra moved in.

Two months later, Vicki called Aiko in desper-
ation, saying that she just couldn’t take it any-
more. The friction between her and her husband 
over  Esra’s residence in their home was escalating 
precipitously, financial pressure from her loss of 
 income was contributing to the tension between 

with necessary services. A common primary function 
of hospital social workers is discharge  planning. This 
is the comprehensive assessment of  a patient’s abili-
ties and needs, the development of  a plan to facili-
tate that patient’s transition out of  the hospital and 
back into a community or agency setting, and the 
implementation of  that plan. Discharge planning 
also involves identifying the appropriate resources 
available to meet needs and working closely with the 
patient, family members, and other health care pro-
viders to implement the plan as effectively as possi-
ble. Advocacy on the patient’s behalf  to make certain 
needs are met is frequently required.

Social workers must be prepared to deal with mul-
tiple potential problems when conducting discharge 
planning (Naleppa & Reid, 2003). The patient may 
be confused, diffi cult to work with, or suffering from 
an unstable physical condition. Family members may 
be unavailable or may disagree with plans proposed 
by the patient or treatment team. Adequate fi nancial 
resources for an appropriate placement or access to 
the placement itself  may be unavailable.

Case Example 5 Esra Tratnor, age 76, was admit-
ted to the hospital after his two daughters, Vicki and 
Karen, suddenly noticed that he was having “spells” 
during which he would speak garbled nonsense or 
babble incessantly. This was quite unlike Esra, who 
was a quiet, withdrawn man of  few words. Esra 
remained coherent the rest of the time.

The diagnosis was an inoperable brain tumor the 
size of  a lemon. Upon hearing this, Esra insisted 
on returning to his farmhouse—the same house 
in which he was born. He wanted to live out his 
remaining days watching the birds and deer. He had 
been living alone since his wife of  49 years died 6 
years ago.

Except for a liquid supplement, doctors prescribed 
no treatment except to make Esra as comfortable 
as possible. They anticipated ongoing mental and 
physical deterioration in the 6–12 months he had 
to live.

Esra gave Aiko, the hospital social worker, con-
sent to contact Vicki and Karen regarding dis-
charge plans. One or the other of  them had visited 
him  every day of  his hospital stay. Aiko reviewed 
options with them. Although they were very 
 concerned about their father, both were adamant 

5Vicki Vogel creatively developed the idea and substance for this 
case example.
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● Nursing services attend to the ongoing daily 
care of  residents and oversee their health care 
needs.

● Social services address the social and emotional 
needs of residents, work with their families, assist 
in financial planning, and link residents with 
services when necessary.

● Housekeeping and laundry staff  perform basic 
daily maintenance tasks.

● Other medical staff  including a medical director 
and various medical specialists (e.g., physical 
therapists, dermatologists) attend to residents’ 
varying special needs.

Highlight 10.3 focuses on the roles of social work-
ers in nursing homes.

them, and her 17-year-old son had been busted 
for dealing drugs. Aiko provided Vicki with infor-
mation about potential nursing home or hospice 
placement.

Service Provision in Nursing Homes
Nursing homes are residential centers that provide 
extended maintenance and personal nurs ing care 
for people who can’t adequately take care of  them-
selves. The vast majority of  older adults do not 
reside in nursing homes. However, a person’s like-
lihood of  spending time in a nursing home is fairly 
good. Approximately 1.5 million people over age 
65 live in a nursing home (Newman & Newman, 
2009).

The older you are, the more likely you are to have 
health problems that require extensive attention and 
help. You also become more likely to spend time in 
a structured environment that attends to such needs. 
Whereas only 13.3% of  people age 65 to 74 live in 
a nursing home, 35.5% of  those age 75 to 84, and 
51.5% of those age 85 and over, live in nursing homes 
(Newman & Newman, 2009; U.S. Census Bureau, 
2003, No. 185).

What are other characteristics of  nursing home 
residents? Zimmerman (2008) cites several facts:

● The average age of nursing home residents is 84.
● Almost three-quarters of  residents are women 

(which isn’t surprising because the population is 
characterized increasingly by women as people age).

● About one-third of  all admitted residents remain 
in the home for rehabilitation over a relatively 
short period of time.

● Approximately three-quarters of  residents need 
help in at least three activities of  daily living 
(ADLs) such as eating, dressing, getting from 
place to place, or washing up.

● The average length of stay is 2.5 years.

In terms of  staffi ng, nursing homes consist of  six 
categories (Stahlman & Kisor, 2000). These include 
the following:

● Dietary departments plan menus and focus on 
nutrition.

● Activities departments plan and operate a range 
of  activities for residents, such as outings, crafts, 
games, and celebrations.
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Regular physical activity and social interaction provide a means 
of empowerment for older adults.
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to decline as people age, so older adults must rely 
increasingly on supportive help to survive. Second, 
although older adults generally maintain good men-
tal health (Dunkle & Norgard, 1995), many experi-
ence “a modest impairment of  short-term memory, 
a decrease in speed of  learning, a slowing of  reac-
tion time, and some degree of  mild forgetfulness” 
(Cox & Parsons, 1994, p. 23). Third, they often expe-
rience loss of  support systems as their peers’ health 
declines. Fourth, we have established that retirement 
may require adaptation on the part of  older adults, 
requiring them to learn new ways to occupy their 
time. They may also experience feelings of  useless-
ness when no longer employed. Fifth, older adults 
may encounter age discrimination by younger people 
based on prejudicial stereotypes such as emphasis on 
physical, mental, and economic weakness.

Concepts and Strategies in Empowerment
Zuniga (1995) emphasizes four concepts essential to 
empowering older adults—adaptation, competence, 
 relatedness, and autonomy. First, social workers 
should focus on adaptation to new experiences, issues, 

Empowerment for Diverse 
Populations of Older Adults
Zuniga (1995) describes practice with older adults as 
“complex and demanding, given the range of needs of 
this population, the various subgroups of at-risk [older 
adults,] . . . and the multiple roles social workers must 
undertake to address their needs” (p. 173). She adds 
that demographic trends indicate that practitioners will 
be working with increasing numbers of older people.

Cox and Parsons (1994) emphasize that an empow-
erment orientation to practice “can assist older 
people to utilize their strengths, abilities, and com-
petencies in order to mobilize their resources toward 
problem solving and ultimately toward empower-
ment” (p. 19). They stress that empowerment rests 
on principles such as involving clients integrally in 
the problem defi nition and planned-change process, 
emphasizing and using clients’ strengths, teaching 
needed skills, using support networks and collective 
action, and linking with necessary resources.

Older adults often must deal with decreased 
power on several levels. First, physical health tends 

HIGHLIGHT 10.3

A Focus on Practice: Social Workers’ Roles in Nursing Homes

Social workers help nursing home residents in many ways. 
First, they assess a resident’s strengths and needs to 
develop and implement an appropriate treatment plan.

Second, they counsel residents when needed, help-
ing them cope with illnesses and deteriorating function-
ing, deal with emotional problems, enhance social skills, 
and make decisions.

Third, social workers address issues concerning the 
residents’ families. Sometimes communication difficul-
ties must be ironed out. Other times social workers edu-
cate residents and their families about complicated 
medical conditions and treatments. Social workers also 
may assist residents and their families in making finan-
cial decisions such as applying for public assistance or a 
pension, contacting lawyers, or discussing end-of-life 
issues such as funeral arrangements.

Fourth, social workers link residents with outside 
services when needed. Perhaps a resident needs access to 

library holdings or wheelchair-capable transportation, 
or requires new glasses, a hearing aid, or a wheel chair.

Fifth, social workers assist other nursing home staff  
in understanding residents’ needs and respecting their 
dignity. They can help residents maximize their auton-
omy by making their own choices whenever possible. 
This might involve how their room is decorated, what 
they wear, or what they can choose to eat. Because 
nursing homes are structured settings that provide such 
extensive care, maintaining residents’ autonomy is an 
ongoing goal.

Finally, social workers advocate for clients. Some-
times they advocate for improved quality of  care or 
individualized attention within the nursing home set-
ting. Other times they advocate for agency or social 
policies that provide more resources or better services 
for clients.
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 identified before they can be eliminated or 
changed.

 2. Appreciate the different life situations experi-
enced by people from different age groups within 
the older adult population. For example, women 
seeking work in the 1930s will have experienced 
very different conditions from those employed in 
the 1940s (Toseland, 1995). Women in the 1930s 
probably had a very difficult time finding jobs 
during the Great Depression when unemploy-
ment was skyrocketing. However, women in the 
1940s likely had a pick of  many jobs when men 
were off  fi ghting World War II and industry was 
begging women to come to work.

 3. Understand that older adults are individuals with 
unique characteristics, experiences, and person-
alities just like anybody else. Highlight 10.4 con-
trasts the personalities and life  approaches of 
two women who were friends for many decades.

 4. Learn about how both gender and cultural back-
ground influence the aging experience. Both 
older adult women and older adult people of 
color are much more likely to experience poor 
health, poverty, substandard housing conditions, 
and social isolation (Toseland, 1995). Long-
term  experiences with discrimination can affect 
 attitudes and expectations. Worker  sensitivity to 
cultural differences in terms of  communication, 
family relationships, and  gender roles is critical. 
(Chapter 12 discusses a range of  cultural and 
ethnic differences more thoro ughly.)

 5. Understand the developmental aspects of  later 
life including people’s physical, mental, living, and 
socioeconomic conditions.

Cox and Parsons (1994) suggest six specific 
 empowerment strategies for micro practice with 
older adults. First, social workers can listen carefully 
to what clients are saying and work to understand 
what they mean. Cox and Parsons (1994) explain 
that “engaging and drawing out the emotions of 
[older adult] . . . clients and helping them frame their 
situations in view of past experiences and events are 
 effective listening techniques” (p. 112).

Second, social workers can help clients identify their 
coping skills and their abilities to implement planned 
change. Encouraging clients to talk about what’s 
important to them, including their significant life 
 experiences, is helpful. Exploring how they’ve coped 
with their diffi culties in the past can also be valuable.

and even losses. An empowering approach  emphasizes 
how people use their strengths to survive, adapt to new 
 experiences, and learn to appreciate the positive aspects 
of these new experiences. A second concept is compe-
tence. Social workers can help older adults focus on and 
 emphasize what they can do instead of what they can’t 
do; each individual should appreciate her or his own 
level of  competence. Relatedness, the third concept, 
involves the sense of belonging and relating to other 
people. Hence practitioners should work to strengthen 
older adults’ relationships with others including friends, 
family members, and  professional caregivers (e.g., visit-
ing nurses, physical therapists). Support, activity, and 
educational groups are other mezzo options. Finally, 
autonomy involves helping people live as independently 
as possible. McInnis-Dittrich (2005) comments:

One of  the most frequently stated goals [older 
adults] . . . voice is their desire to maintain their inde-
pendence as long as possible. This desire coincides 
with the social work profession’s commitment to pro-
mote self-determination and preserve the dignity of 
the individual. On the surface, there appears to be no 
confl ict. In reality, as [older adults] . . . require more 
and more support services and experience increasing 
diffi culties in maintaining independent living, tensions 
between [older adults’] . . . desires and families’ and 
social workers’ perceptions of need are inevitable. A 
worker can appreciate the desperate efforts on the part 
of an [older adult] . . . to stay in his or her own home. 
Yet when struggling with stairs, a deteriorating neigh-
borhood, and difficulties in completing the simple 
activities of daily living challenge the feasibility of that 
effort, professional and personal dilemmas abound. 
Who ultimately must make a decision about an [older 
adult’s] . . . ability to stay in his or her own home? 
Who decides that an [older adult] . . .  is showing poor 
judgment about fi nancial decisions? When does pro-
tective services step in to remove an [older adult] . . . 
from a family member’s home due to neglect or abuse 
despite the [older adult’s] . . . objections? When do 
the wishes of the family supersede the wishes of the 
[older adult] . . . ? These are diffi cult questions for 
which there are no simple answers. (pp. 21–22)

Toseland (1995) suggests fi ve strategies for social 
workers to increase their sensitivity to older adults 
and thus enhance their effectiveness:

 1. Identify and face any preconceived notions and 
 stereotypes about older adults. These must be 
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with good eyesight read to those who could not see 
as well. People with exceptional organizational skills 
organized and oversaw the volunteer activities. Many 
people put their strengths to use and became produc-
tive members of the community.

Empowerment for People Facing Death
The prior section addressed empowering older adults 
by maximizing their social support, involvement in 
activities, and quality of  life. Another important 
issue facing older adults, especially as they advance 
in age, is the idea of  preparing for and coping with 
their eventual death. Social workers can empower 
clients by playing important roles that include coun-
seling, offering emotional support, providing infor-
mation, and assisting loved ones as they cope with 
ensuing death. McInnis-Dittrich (2005) introduces 
the issue of death when working with older adults:

Coming face-to-face with the reality of dying and 
bereavement is an inescapable part of social work 
with [older adults] . . . and one of the most chal-
lenging for both novice and experienced profession-
als. Losing a client to death or helping an [older 
adults] . . . or family cope with the loss of a loved 
one is a constant reminder of  the way death will 
touch everyone’s life, if  not now, then certainly in 
the future. (p. 346)

Third, social workers can show clients videotapes 
of  other older adults talking about how they’ve 
learned to cope with similar issues. As with support 
group involvement, this may help clients understand 
that they aren’t isolated and alone in their concerns.

Fourth, workers can share newspaper articles, 
stories, and other informative materials with clients, 
especially those about older adults who have initi-
ated service activities and political action. The Gray 
Panthers, an advocacy organization for the rights 
and socioeconomic needs of older adults, provides a 
good example of  how people can work together for 
legislative and political change.

Fifth, practitioners can connect clients with other 
older people to provide “mutual support and educa-
tion” (p. 112). Groups might include those experienc-
ing similar life issues “such as retirement; illnesses 
such as Alzheimer’s disease, and chronic health or 
mental health conditions; and families of  older peo-
ple who have a terminal illness” (Bellos & Ruffolo, 
1995, p. 171).

Sixth, social workers can encourage clients to help 
others. For example, one social services agency orga-
nized a number of older adult clients and helped them 
assess their special competencies. They were then 
organized as volunteers to help each other. Those 
who could drive chauffeured others who couldn’t for 
grocery shopping and medical  appointments.  People 

HIGHLIGHT 10.4

Diversity and Individual Diff erences Among Older Adults

Just like younger people, older people are unique indi-
viduals. Consider one woman, Myrtle, age 84, whose 
life was filled with difficulties including a decade of 
tuberculosis, the abrupt death from a heart attack of 
her husband at age 51 as he slept beside her, her care-
giving responsibilities for her own aging and mentally 
ill mother for 15 years, and the need to pinch pennies 
her entire life. Nonetheless, Myrtle remained cheerful, 
optimistic, and interested in the world around her 
throughout her life. One of  her nieces took her to 
China, Disney World, New Orleans, and Europe after 
she turned 78 (not all in one trip, of course).

Contrast Myrtle with Paula, also age 84, Myrtle’s 
maid of honor 65 years earlier. Paula had a long, good 
life with a husband who adored her. He cooked and 

cleaned for her in addition to holding a lucrative engi-
neering job. He died when she was 78. At that time, 
Paula remained financially well off. Paula began experi-
encing health problems including hearing loss and dia-
betes at age 80. Complications from the diabetes forced 
her to enter a nursing home at age 83. Paula had always 
been persnickety. She demanded that she get her own 
way, and usually she did, thanks to her devoted spouse. 
She was never interested in the world around her, 
despite the many innovations developed during her life-
time (e.g., television, jetliners, computers). She was 
always a complainer; everything was always wrong.

Myrtle visited Paula faithfully every Sunday for 
years and endured her endless whining and complain-
ing. There could hardly be two more different people.
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intense anger may seem incongruous with the sad-
ness and deep affection a family member really feels 
for a dying [older adult]. . . . [Older adults] . . . may 
also lash out at family caregivers, which may seem 
alarmingly ungrateful. The emotional roller coaster 
that accompanies the dying process is unpredictable 
and disconcerting to both an [older adult] . . . and 
the family support system. (p. 350)

Empowerment of a Person Who Is Dying
There are several suggestions for empowering and 
helping a person who is dying cope with his or her own 
impending death. First, encourage the client to talk 
about his or her feelings, even the negative ones. Peo-
ple must let their feelings out before they can deal with 
them. Convey that you are willing to talk about even 
difficult matters. Don’t discourage crying. This is just 
another means of  coping with sadness. Sometimes, 
when talking about feelings and establishing a per-
spective, it’s helpful to examine one’s life. A life review 
of both positive and negative events can help a person 
find acceptance and set his or her mind at peace.

A second suggestion for helping a client who is 
dying involves focusing on spirituality, if  that client 
has religious or spiritual beliefs. “The social work-
er’s responsibility is to be especially responsive to 
and respectful of  the client’s unique religious and 
spiritual traditions”; such beliefs may help the client 
“prepare to leave this life and enter the transforma-
tion of death” (Derezotes, 2006, p. 252).

A third suggestion for empowering a dying per-
son involves providing assistance in making any 
necessary decisions that may be of  concern to the 
client. Does the client have opinions about his or 
her funeral or other treatment near or after death? 
Are there certain items that the person would like 
to give to loved ones? If  so, encourage the client to 
indicate what they are and who should receive them. 
You might also provide the client with needed infor-
mation such as that about medications, treatments, 
or pain relievers. Some clients might benefit from 
information about hospice care as a possible choice 
for them. A hospice is a homelike residence, empha-
sizing residents’ comfort and peace, where a person 
can reside and interact with loved ones in the days or 
weeks preceding death.

Social workers can also help older adults complete 
documents that make decisions about their future in 
the event they lose mental competence.  Advanced  

Phases of Emotion
Kubler-Ross (1969) developed a five-stage model 
of  emotions that appear to be involved when peo-
ple face death or extreme loss (James, 2008; Kanel, 
2007). These stages include the following:

 1. Denial and isolation. An initial response to bad 
news is refusal to believe the new is true. “That 
just can’t be!” “There must be some mistake.” 
“The case records were confused.” “The test 
results must have been fl awed.”

 2. Anger. Another emotional response is anger that 
“it had to happen to me!” “It’s not fair.” “It isn’t 
right.” “Why me?!!!”

 3. Bargaining. Still another emotional response 
involves bargaining, trying to make deals to get a 
better outcome. “Maybe there’s something I can 
do to make the problem stop or go away.” “I’ll 
pray really hard.” “I’ll take the right vitamins 
and go through all the experimental treatments. 
I’ll do anything to make it go away.”

 4. Depression. Depression involves feelings of 
extreme sadness, fatigue, and hopelessness. 
“It’s no use. It’s over anyway.” “Nothing will 
improve.” “Poor me.” “I might as well lie down 
and die right now.”

 5. Acceptance. A final stage involves accepting 
the inevitable and more objectively looking at 
the end. Acceptance involves people who “are 
in the process of disengaging from this life if  they 
are dying or disengaging from a loved one if  that 
person is dying or has died” (Kanel, 2007, p. 136; 
Kubler-Ross, 1969, pp. 35–77).

A signifi cant aspect of Kubler-Ross’s phases is that 
they focus on how normal it is to express strong emo-
tions when you fi nd out you’re dying or that someone 
close to you is dying. Note that not all of these stages 
occur for everyone, however, nor do they occur in the 
same order they’re presented here. Many people vac-
illate back and forth among emotional stages. Hope-
fully, these people fi nally experience acceptance.

McInnis-Dittrich (2005) describes the potential 
emotional turmoil involved when addressing death:

It is not uncommon for a relative of a dying per-
son to become extremely angry at the dying person, 
blaming him or her for not seeking medical treat-
ment earlier or for persisting in self-destructive 
behavior, such as heavy smoking or drinking. This 
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Empowerment of African American 
Grandparents Who Become Primary 
Child Caregivers
Multiple examples exist of  how social workers and 
social welfare programs can empower older adults. 
Various facets of  the older adult population can be 
targeted and assisted in many creative ways.

Okazawa-Rey (1998) describes one approach 
to empowerment for African American grandpar-
ents who have become primary caregivers for their 
grandchildren. This reflects one type of  program-
ming social workers can initiate, develop, and pro-
vide. The problem addressed is one well established 
at the community and national levels. Many people 
have become addicted to crack cocaine or metham-
phetamine and are ignoring their responsibilities as 
parents and productive citizens to pursue drug use. 
“Grandparents have always played major roles in the 
lives of  their grandchildren, but in recent years this 
role has magnified in intensity, as more and more 
grandparents have become the primary caregivers of 
grandchildren” (Cox, 2005, p. 128).

An example of  a program responding to this 
problem is the Grandparents Who Care Support 
Network of San Francisco. Most members are “poor 
and working class, middle-aged and [older adult] . . . 
African-American women” (Okazawa-Rey, 1998, 
p. 54). They have gained custody of  their grandchil-
dren because of  their own children’s neglect. This 
is due to drug abuse, incarceration because of  drug 
convictions, and an unwillingness to relinquish their 
grandchildren to strangers in the public foster care 
system (McAdoo, 2007).

These grandparents have found themselves in the 
strange and unusual circumstance of  suddenly hav-
ing responsibility for small children at a stage in 
life when they thought they were done with all that. 
This situation is compounded by the health prob-
lems many of  these children suffer due to poor pre-
natal care, parental drug use during pregnancy, and 
child neglect. These grandparents “desperately need 
day care, special education services, transportation, 
respite care, and money” (Okazawa-Rey, 1998, p. 54). 
To get services, they fi nd themselves trying to negoti-
ate the confusing maze of  bureaucracies governing 
service provision.

Two health care workers, Doriane Miller and Sue 
Trupin, identifi ed the problems and needs and estab-
lished Grandparents Who Care (Okazawa-Rey, 1998). 

directives are “written instructions by the individual 
[who is mentally competent] to health care provid-
ers and family members about end-of-life decisions” 
(McInnis-Dittrich, 2005, p. 366). Two types of 
advance directives include living wills and  Durable 
Power of Attorney for Health Care (McInnis -Dittrich, 
2005). “A living will is a written document that states 
what the patient does or does not want in medical 
treatment should he or she become  incapacitated” 
(McInnis-Dittrich, 2005, p. 366). For instance, a liv-
ing will could indicate whether or not an individual 
chooses to live on life support when brain functioning 
has ceased. The Durable Power of Attorney for Health 
Care “is a legal document that designates another 
person to make decisions about health care when a 
patient becomes incapacitated” (McInnis-Dittrich, 
2005, p. 366).

Helping Loved Ones Cope
Kanel (2007) provides eight suggestions for helping 
survivors of  a loved one after that person has died. 
This is another task of  social workers who work in 
nursing homes and other settings such as hospitals 
where death is often experienced.

1.  Help survivors actualize the loss. Talk about the 
loss. What happened? Ask.

2.  Help them identify and express feelings. If they 
are dealing with anger, be indirect (what do 
you miss the most/least?). Four common dif-
ficult emotions are anger, guilt, anxiety, and 
helplessness.

3.  Help survivors in living without the deceased. 
The problem-solving approach works well for 
this. Discourage major life changes for a while.

4.  Facilitate emotional withdrawal from the 
deceased. Encourage survivors to go on.

5.  Provide time to grieve. Crucial times include 
3 months and 1 year after the death, anniversa-
ries of the death, and holidays. Help clients pre-
pare in advance for these.

6.  Educate clients about customary grieving reac-
tions of other individuals to help normalize the 
experience.

7.  Allow for individual differences [including cross-
cultural differences]. Be sensitive to individual 
styles.

8.  Provide for continuing support. Encourage 
 clients to join support groups. (pp. 141–142)
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 behalf. One problem that advocates addressed 
involved the legal difficulties grandparents experi-
enced in  receiving foster care payments. As relatives, 
they did not technically qualify as foster parents. 
Other financial support available to them was not 
nearly as good as that provided to unrelated foster 
parents. Grandparents Who Care advocates lobbied 
with a state legislator to pass a bill allowing grand-
parents to receive increased benefi ts.

Appreciation of Spirituality and Empowerment 
for Navajo Older Adults in a Nursing Home
The Navajo community traditionally has main-
tained a rich fabric of  cultural traditions, values, 
and spiritual beliefs. It is a nongeographical commu-
nity because of  its intricate interpersonal relation-
ships, sense of identity, and recognition of members’ 
 belongingness regardless of where they reside. Mem-
bers are tied to each other by much more than sim-
ple location. Of  course, many  Navajos live on the 
Navajo reservation, a large geographical commu-
nity located in the south central Colorado Plateau, 
which includes parts of  Arizona, New Mexico, and 
Utah. (Geographical communities have geographical 
boundaries and  occupy a designated space.)

An ongoing theme in social work practice is the 
importance of  responding to diverse ethnic and cul-
tural values and needs. The following account por-
trays how the Navajo community and a nursing 
home it sponsors have responded to meet the needs 
of  aging members in ways differing from commonly 
held Euro-American traditions.

A Focus on Traditional Navajo Values
Traditional Navajo older adults, referred to here as 
“Grandparents,” adhere to cultural values that dif-
fer from Euro-American traditions. For one thing, 
 Mercer (1996) explains that

traditional Navajo religion deals with controlling 
the many supernatural powers in the Navajo world. 
Earth Surface People (living and dead  humans) 
and Holy People (supernatural beings) inter-
act. . . . Navajos abide by prescriptions and pro-
scriptions (taboos) given by the Holy People to 
maintain harmony with others, nature, and super-
natural forces. . . . The goal of traditional  Navajo 
life is to live in harmony and die of old age. If one 
indulges in excesses, has improper contacts with 
dangerous powers, or deliberately or accidentally 

The program is based on four principles. First, indi-
vidual health problems transcend any assignment of 
individual blame; rather, they are related to problems 
in the environment. Second, cultural, legal, and orga-
nizational barriers often hinder access to needed ser-
vices. Third, even if people can obtain needed services, 
these may be inadequate to meet their needs. Fourth, 
empowerment at the micro, mezzo, and macro levels 
is necessary for maintaining optimal health and well-
being. The grandparents require not only support as 
individuals (a facet of  micro practice) but also the 
development of an organization (an aspect of macro 
practice) to provide support group services (a dimen-
sion of mezzo practice).

Mezzo Practice Perspectives: Establishing 
Support Groups
Grandparents Who Care established a series of  sup-
port groups to provide information, emotional sup-
port, and practical advice. “Support groups can play 
important roles in combating the isolation that is 
frequently experienced by grandparent caregivers” 
(Cox, 2005, p. 133). Groups consist of  2–25 grand-
parents, are co-led by professional health care per-
sonnel including social workers and nurses, and meet 
weekly for 90 minutes. Grandparents Who Care has 
a board of  directors made up of  grandparents, citi-
zens, and concerned health care professionals who 
advise the organization.

Group members support each other in addressing 
a range of  issues. For example, “When one woman 
faces a particular problem with her grandchild in the 
school system, another one will describe her dealings 
with this system and offer suggestions concerning 
the most effective ways to intercede” (Okazawa-Rey, 
1998, p. 58). In this way members can share their 
experiences and work through issues. The profes-
sional coleaders can assist the group by providing 
technical information about service availability, eligi-
bility, and accessibility.

Macro Practice Perspectives: 
Expanding Infl uence
Grandparents Who Care expanded its work in 
several macro dimensions to further empower its 
members. First, grandparents were trained as group 
leaders to go out and form new groups, thereby 
extending support to grandparents elsewhere in the 
community.

Second, Grandparents Who Care undertook 
 political advocacy and lobbying on its members’ 
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exactly what an English word does.  Additionally, 
sensitivity is important while listening because 
interrupting a speaker is considered  extremely 
rude.

 2. Clan associations and social structure: Clan 
associations are very important to Navajo peo-
ple. Upon introduction, Navajos traditionally 
announce their clan membership. Nursing home 
staff  are sensitive to the fact that Grandparents 
often have many visitors from their clan who 
have traveled great distances at signifi cant cost.

 3. Personal space, modesty, privacy, and cleanliness: 
Grandparents value personal space. They often 
find it difficult and uncomfortable to sleep in 
the high nursing home beds, having been accus-
tomed to mattresses or sheep skins on the fl oor. 
Staff  comply with Grandparents’ wishes to sleep 
where they want and usually fi nd that Grandpar-
ents eventually adjust to sleeping in beds.

Grandparents also value modesty and privacy. 
Therefore, communal showering is a problem. 
Rather, Grandparents often prefer sweat baths, 
which they feel cleanse them both physically and 
spiritually. The nursing home provides saunas to 
simulate these sweat baths and offers showers to 
residents twice each week.

Finally, Grandparents often prefer sleeping in 
their daytime clothes rather than changing into 
nightgowns or pajamas. Staff  allow Grandpar-
ents to sleep in whatever they want. In time most 
choose night clothes.

 4. Traditional food: Grandparents prefer “grilled 
mutton [meat of  a mature sheep], mutton stew, 
fry bread, corn, fried potatoes, and coffee” 
(p. 187). In response, nursing home staff  serve 
lamb three times a month and usually bake fresh 
bread. Staff  also encourage family members to 
bring foods Grandparents prefer, as long as these 
comply with health-related dietary constraints.

 5. Dying and death: “Traditional Navajo people 
have many restrictions regarding contact with 
the dead. They do not talk about death, believ-
ing that discussing death may ‘bring it to you’” 
(p. 187). Navajo families will usually move a 
 dying person to a nearby brush shelter to avoid 
having death occur in the hogan. In the event of 
a home death, that hogan is usually deserted and 
even demolished.

Traditionally, people touching a dead body 
followed specific rituals to avoid taboos. Simi-
larly, most Grandparents and staff  seek to avoid 

breaks other rules, then disharmony, confl ict, evil, 
sickness of body and mind, misfortune, and disas-
ter result. (pp. 182–183)6

Thus, when an imbalance occurs, a person may 
become sick, which can be attributed to “infection 
by animals, natural phenomena, or evil spirits such 
as ghosts (chindi) and witches” (p. 183). Preven-
tive ceremonies can address the root of  the illness, 
involve the appropriate Holy People, seek to restore 
harmony, and forestall ill fortune. “As major social 
and religious events involving entire communi-
ties, ceremonies are a major investment of  time and 
resources for the affl icted person, extended family, 
and clan” (p. 183).

Another primary traditional value in Navajo life 
is the importance placed on the extended family. 
Referred to as a clan, such families include a much 
more extensive membership than that of  grandpar-
ents, parents, and children. The Navajo commu-
nity has “more than 60 clan-based kinship groups” 
(p. 183). A related concept is the importance of  the 
hogan, or home, as the center of Navajo family life.

Culturally Competent Treatment of Older 
Adult Navajo People
Mercer (1996) explored the treatment of  older adult 
Navajo people, the Grandparents, who reside in the 
Chinle Nursing Home, a nonprofit agency whose 
board of  directors is composed solely of  Navajos. 
She investigated how treatment for Grandparents 
in Chinle differs from typical treatment provided 
outside the reservation. She found that, essentially, 
Chinle emphasizes the importance of  cultural care—
“the learned and transmitted values and beliefs 
that enable people to maintain their well-being and 
health and to deal with illness, disability, and death” 
(Bearse, 2008; Leininger, 1990, 1992; Mercer, 1996, 
p. 186).

Mercer (1996) found that culturally competent care 
is applied in at least six major areas (pp. 186–188):

 1. Communication: Few Navajo Grandparents are 
fluent in English, so translators are used. Such 
translation is done with great sensitivity, because 
the Navajo language often has no word that means 

6This case example is taken from S. O. Mercer (1996, March). 
 Navajo elderly people in a reservation nursing home: Admis-
sion predictors and culture care practices. Social Work, 41 (2), 
181–189. Copyright 1996, National Association of Social  Workers, 
Inc., Social Work. Reprinted with permission.
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workers invest part or all of the deductions currently 
for  Social Security into private investment plans. Fac-
tors that increase the potential for poverty include 
advanced age, female gender, and being a person of 
color. The average age of planned retirement is 64.

The older people get, the more likely they are 
to have experience health problems. An estimated 
1.5 million older adults are victims of  physical or 
emotional abuse. Many older adults prefer to live 
on their own or with other family members. Tran-
sitional issues as people age include coping with 
health problems and increasing dependence.

C  Explain the concept of “gayging.”
“Gayging” is the invisibility, lack of  attention, and 
unfair treatment many LGB people experience as 
they get older (Tully, 2000). Social workers must be 
sensitive to their needs and their increased risk of 
discrimination.

D  Examine various contexts for social work 
practice with older adults including home- and 
community-based services, discharge planning 
in hospital settings, and service provision in 
nursing homes.

Home-based services are types of  assistance pro-
vided to people in their own homes either formally 
or informally by informal support networks. Com-
munity-based services are those provided to meet psy-
chological and social needs outside the home in the 
community. Discharge planning is the comprehensive 
assessment of a patient’s abilities and needs, the devel-
opment of a plan to facilitate that patient’s transition 
out of  the hospital and back into the community or 
agency setting, and the implementation of that plan. 
Nursing homes are residential centers that provide 
extended maintenance and personal nursing care for 
people who can’t adequately take care of themselves.

E  Explore general empowerment issues and those 
for diverse populations of older adults, including 
African American grandparents who are 
primary caregivers for grandchildren and the 
culturally competent treatment of older Navajo 
people residing in a nursing home.

In nursing homes, social workers can empower 
 residents by developing plans based on strengths, help-
ing residents make decisions, addressing issues of con-
cern raised by family members, linking residents with 

 touching a dead person or his or her clothing. 
Usually a dying Grandparent is transferred to a 
hospital so that death will not occur in the nursing 
home. If  a death does occur there, cleansing ritu-
als are performed before other residents inhabit 
the room.

Because of  their aversion to talking about 
death, no Grandparents will discuss such issues as 
living wills or power of attorney. Staff respect this 
value and do not pressure residents to do so.

 6. Cultural rituals: To hold cultural rituals, a hogan 
was constructed near Chinle and is made avail-
able for ceremonies and prayers that remain 
 important aspects of Grandparents’ lives.

Examples of how diverse communities and social 
agencies may respond to members’ values and needs 
are countless. The important thing for social workers is 
to respect and appreciate cultural differences and strive 
to help social services meet diverse members’ needs.

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following:

A  Introduce the issue of “global graying.”
Global graying is an international phenomenon 
where the proportion of  older adults is increasing 
globally. When addressing this issue, social work-
ers should emphasize self-determination, enhance-
ment of  the environment and political milieu on the 
behalf  of  older adults, and existing strengths of  the 
older adult population.

B  Discuss problems older adults commonly face, 
including ageism, discrimination in employment, 
poverty, retirement, health care issues, abuse, 
living conditions and family variables, and 
transitional issues.

Ageism involves harboring negative images of  and 
attitudes toward people simply because they are 
older. Older adults experience discrimination in 
employment. Over half  of  the older adults living 
in the United States would fall below the poverty 
line if  they were not receiving Social Security ben-
efits.  Current debate focuses on how to save Social 
 Security. One suggestion is privatization, where 
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raised about Social Security concern privatiza-
tion, raising the retirement age, decreasing benefits, 
increasing the maximum amount of income that can 
be taxed, cutting increases in benefits, and offering 
benefits only to those who are less well off  (establish-
ing a means test). Questions also concern whether 
Social Security is fair to women and, if  so, whether 
it should be reformed. Finally, critical thinking ques-
tions are raised about how older adults might be 
treated, resources provided, and services developed 
from residual versus institutional and conservative 
versus liberal perspectives. 

LOOKING AHEAD

This chapter addressed the needs of  older adults, a 
 population-at-risk in terms of  poverty, discrimina-
tion, and other problems associated with aging such 
as declines in health. It discussed service provision 
to older adults and approaches to empowerment. 
Chapter 11 focuses on another population-at-risk 
that has special needs for policies and services— 
people with disabilities.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
 tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

outside services, assisting other staff in understanding 
residents’ needs, and advocating for residents’ rights. 
Empowerment strategies should focus on adaptation, 
competence, relatedness, and autonomy. Increasing 
sensitivity to older adults and their issues can enhance 
effective work with this population.

Grandparents Who Care is a program that pro-
vides support for African American grandparents 
who are the primary caregivers of  their grandchil-
dren. Support groups and political advocacy are 
emphasized. The Chinle nursing home in the central 
Colorado Plateau provides culturally sensitive care 
to older adult Navajo residents. Care emphasizes 
traditional values including communication; clan 
associations and social structure; respect for per-
sonal space, modesty, privacy, and cleanliness; tra-
ditional food; rituals concerning dying and death; 
and other cultural rituals.

F  Encourage critical thinking about confronting 
myths about older adults, fi nancing Social 
Security (possibly through privatization), 
determining whether Social Security 
discriminates against women, and proposing 
how older adults might be empowered through 
macro practice.

Critical thinking questions are posed concerning 
 untrue myths about older adults including that they 
are riddled with disease, are unattractive, sleep all the 
time, can’t learn new things, and are senile.  Questions 

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  11
Social Work and Services for 
People with Disabilities

Jane, age 20, was on a motorcycle outing with her fiancé, age 21, when he 
crashed head-on into a tree while trying to evade an oncoming car.1 He was 
killed instantly. Jane’s leg was so mangled she ultimately had to have it removed. 
“One year later she was seen by a social worker during her rehabilitation of the 
amputation. She was demonstrating signs of complicated grief and traumatic 
stress: continuing to live in her fiancé’s room, refusing to let anyone remove 
his possessions from the room, delaying rehabilitation of her severed limb, and 
developing increasing fears and phobias. With the social worker she began to 
confront her anger toward her fiancé for losing control of the bike and causing 
her amputation, an emotion that seemed unacceptable to her since she had sur-
vived and he had not. Expressing and working through these feelings empowered 
her to become active in making more realistic plans for her life, including moving 
out of her fiancé’s room” (Christ, Sormanti, & Francoeur, 2001, p. 126).
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1This vignette was cited in “Chronic Physical Illness & Disability,” by Christ, G. H., Sormanti, M., & 
Francoeur, R. B., in A. Gitterman (Ed.), Handbook of Social Work Practice with Vulnerable and Resilient 
Populations (2nd ed., pp. 124 –162), 2001, New York: Columbia University Press.
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Jane provides an example of a person who has experienced a disability 
 resulting from an accident happening when she was an adult. Of course, people 
can also be born with disabilities or gradually acquire them as a result of chronic 
debilitating illness. Regardless of the cause, social workers can fulfi ll at least the 
following roles when working with people who have disabilities:

● As counselors, social workers help people explore their feelings, confront 
issues, and make life plans. They can work with individuals, families, or groups 
to address various aspects of life with disability. For example, social workers 
may help families of people with disabilities discuss interpersonal issues, focus 
on strengths, cope with diffi culties, and address needs. Similarly, working 
with groups of people with disabilities may involve exploring feelings, coping 
mechanisms, and potential resources in addition to providing mutual support.

● As educators, social workers provide information about disabilities and related 
issues.

● As brokers, social workers link people who have disabilities and their families 
with needed services.

● As rehabilitative team members, social workers consult with occupational therapists, 
physical therapists, speech therapists, psychologists, nurses, and other medical 
personnel to develop coordinated treatment plans for people with disabilities.

● As case coordinators, social workers synchronize and oversee service provision 
for people with disabilities who have multiple needs.

● As advocates, social workers seek to improve the treatment of people with 
disabilities through legislation and agency provision of service.

The U.S. Census Bureau indicates that almost 40 million people in the United States, 
or over 14% of the population age 15 or older, have some type of disability; almost 
24.5 million people have some condition that prevents them from working or limits 
the amount of work they can do (U.S. Census Bureau, 2007).

Who are people with disabilities? They are anyone who has a permanent “phys-
ical or mental impairment [or ongoing health or mental health condition] that sub-
stantially limits one or more major life activities”; these activities include “seeing, 
hearing, speaking, walking, breathing, performing manual tasks, learning, car-
ing for oneself, and working” (Equal Employment Opportunity Commission, 1997, 
p. 1). Disabilities, which vary widely in severity and the extent to which they affect 
daily functioning, can commence at any point in life, from birth to old age.

To some extent, disabilities are related to both poverty and race. People who 
are poor are more likely to experience disability, and more severe disabilities, 
than people who are better off fi nancially. And African Americans age 45–64 
are four times as likely to experience disability as white Americans in that same 
age group (Christ et al., 2001).

How various people including experts categorize disabilities varies mark-
edly, depending on what aspects of the disability they emphasize (Patchner 
& DeWeaver, 2008). For example, developmental disabilities involve early 
onset and a lifelong time span. This umbrella concept can include diffi culties in 
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cognitive ability, such as mental retardation, and physical disabilities, such as 
 orthopedic problems affecting bones and joints, and hearing problems.

Mobility disabilities, in contrast, can occur at any time. Mobility disabilities 
refl ect a lack of physical ability to get around and conduct life tasks.

However, different categories of disability may overlap. Some mobility 
 disabilities can also be considered developmental. For instance, a person with 
cerebral palsy (a type of developmental disability involving problems in muscular 
control) who cannot walk without crutches also has a mobility disability.

Mobility disabilities are also a type of physical disability because they involve 
physical bodily performance, as opposed to cognitive or emotional functioning. 
Many developmental disabilities such as hearing loss or visual impairment are 
also physical disabilities because of their physical rather than mental nature. The 
matter is further complicated because many people have multiple disabilities.

The point of this discussion is not to confuse you but to clarify this chapter’s 
overall approach to the wide range of disabilities. Arbitrary distinctions are 
made regarding how disabilities are sorted and discussed. It is far beyond the 
scope of this chapter to cover all disabilities. Thus the intent is to provide a gen-
eral introduction to what disabilities might involve and how social work practitio-
ners help empower people who have them.

On one hand, social workers practice directly with people who have disabili-
ties and their families on the micro and mezzo levels. On the other, social work-
ers have a responsibility to advocate on behalf of people with disabilities to 
make sure they get the resources and services they need.

A primary goal of social work education is “to formulate and implement 
 social policies, services, and programs that meet basic human needs and sup-
port the development of human capacities” (Council on Social Work Education 
[CSWE], 2001, I.A). Social workers strive to enhance people’s living conditions 
in their social environment to make them as comfortable and supportive as pos-
sible. To accomplish this, social workers should “pursue policies, services, and 
resources through advocacy and social or political actions that promote social 
and  economic justice” (CSWE, 2001, I.A).

Learning Objectives
A Defi ne mobility disabilities and developmental disabilities, and identify 

a range of specifi c disabilities clustered under each concept.
B Investigate the importance of self-determination for people with 

disabilities as an ethical aspect of social work practice.
C Examine the history of how people with developmental disabilities 

have been treated in the macro social environment.
D Describe generalist social work practice with people who have 

developmental disabilities.
E Discuss avenues of legislative, community, and worker empowerment.
F Examine the macro environment’s potential for empowering people 

with visual impairment and intellectual disabilities.
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G Encourage critical thinking about residual versus institutional 
approaches to service provision for people with disabilities, 
empowerment through language, deinstitutionalization, and the 
Americans with Disabilities Act.

HIGHLIGHT 11.1

Acquired Mobility Disabilities

The following are examples of  acquired mobility 
 disabilities (Mackelprang & Salsgiver, 1999). All may 
require the use of  supportive equipment depending on 
the severity.

● Stroke: “A blockage or hemorrhage of a blood vessel 
leading to the brain, causing an inadequate oxygen 
supply and often long-term impairment of  sensa-
tion, movement, or functioning” (Nichols, 1999, 
p. 1295). Brain cells die when they don’t receive ade-
quate oxygen, causing damage to the nervous sys-
tem. Strokes can result in a wide range of symptoms 
including partial or total paralysis, memory loss, 
speech or language deficits, and inability to think 
clearly.

● Muscular dystrophy: “Any of  a group of  hereditary 
diseases characterized by a progressive wasting of 
the muscles” (Mish, 1995, p. 766). Some forms prog-
ress so quickly that people require the use of wheel-
chairs by the time they reach adolescence. Symptoms 
include increasingly weakened muscles, an awkward 
gait, and increasing lack of coordination.

● Rheumatoid arthritis (RA): A chronic condition in 
which a person’s immune system attacks the joints, 
causing pain, inflammation, stiffness, swelling, and 
deterioration. Joints tend to experience progressive 
deformity, often resulting in the need for increased 

support through devices like canes, crutches, or 
wheelchairs. About 1% of  the adult population in 
the United States has this disease, three-quarters 
of  whom are women (Mackelprang & Salsgiver, 
1999, p. 88).

● Multiple sclerosis (MS): A disease of  the brain tis-
sue in which the myelin sheath—the fatty material 
wrapped around and insulating the parts of  nerve 
cells that conduct nerve impulses in the brain to 
other nerve cells—deteriorates, thereby causing 
varying degrees of  muscular dysfunction, paralysis, 
and muscle tremors.

● Myasthenia gravis (MG): A disease affecting volun-
tary muscles (those controlled by one’s will) in which 
nerve impulses are impaired, resulting in fatigue, 
weakness, and difficulties controlling muscles. Vir-
tually any muscles can be affected, and symptoms 
range from weakness in the arms and legs to diffi-
culties in swallowing, controlling eye movements, or 
breathing.

● Spinal cord injury: Damage to the spinal cord, often 
due to accidents or incidents of  violence, resulting 
in the loss of muscular control and inability to expe-
rience sensation. Paraplegia is paralysis of the lower 
part of  the body; quadriplegia is paralysis from the 
neck down. Severity of  effects depends on the loca-
tion and extent of damage to the spinal cord.

People with Mobility Disabilities
People who have mobility disabilities “are those 
whose physical differences compel them to achieve 
physical activities in a variety of  alternate ways” 
(Mackelprang & Salsgiver, 1999, p. 82). For exam-
ple, a person with a spinal cord injury may require 
a wheelchair to move from place to place and achieve 
the mobility needed to conduct the business of life.

Mobility disorders may be congenital—that 
is, “acquired before, during, or immediately after 
birth”—or they may be acquired at some time later 
in life (Mackelprang & Salsgiver, 1999, p. 83). Many 
congenital mobility disabilities are also consid-
ered developmental disabilities (e.g., cerebral palsy, 
orthopedic problems) and will be discussed later in 
the chapter. A number of  acquired mobility prob-
lems are described in Highlight 11.1.
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People with disabilities have

rights to participate fully and equitably in society. 
These rights include the freedom, to the fullest 
 extent possible, of all people with disabilities to live 
independently, to enjoy the rights of full societal 
membership, to exercise self-determination, and 
to have full participation in issues related to edu-
cation, housing, transportation, work, health care, 
social services, and other public accommodations. 
(NASW, 2006, p. 287)

The concept of  self-determination has special 
ethical implications for adults with mobility and 
other physical disabilities. Major (2000) indicates 
that “client self-determination is closely linked with 
the concept of  autonomy”—a person’s ability to 
function independently (p. 9). Related to the type 
and degree of  their disabilities, people with physi-
cal  disabilities often experience greater diffi culties 
maintaining  autonomy than able-bodied people. 
For example, a person with a serious visual impair-
ment may have great diffi culty getting around in an 
unfamiliar neighborhood without assistance.

Gilson, Bricout, and Baskind (1998) interviewed 
six people with physical disabilities who felt that 
social workers tended to focus more on their health 
status and limitations than on themselves as unique 
individuals. Ethical concerns included stereotyping 
people based on the disability label and clearly visi-
ble disabilities, ignoring strengths, accessing personal 
information without receiving client permission, 
and not consulting with clients as expert resources 
for information about their disabilities and issues. 
Despite the small sample size, this study, with its 
implications of  paternalism by practitioners, raises 
serious ethical questions regarding social workers’ 
efforts to maximize self-determination. Apparently 
it is easy for social workers to make assumptions 
about people with disabilities that emphasize weak-
ness instead of strength.

Social workers should follow three recommenda-
tions to maximize service provision and client 
self-determination. These include adopting a 
consumer-centered  approach, learning about services 
and resources, and advocating for clients with dis-
abilities whenever possible.

Adopting a Consumer-Oriented Approach
First, social workers should adopt a consumer-
 centered approach (Tower, 1994, p. 191). Treating 

Ethical Implications for Social 
Work Practice: The Importance 
of Self-Determination
It’s easy to make false assumptions about people 
who have mobility and other physical disabilities. 
Myths about disabilities include the following:

Myth: The more severe a physical disability is, the 
less intelligent the person (Hallahan & Kauffman, 
2006).

Fact: A person may have a severe physical  disability 
and yet have a brilliant mind.

Myth: People with physical disabilities are  unable to 
function normally in society.

Fact: People with physical disabilities can live pro-
ductive, fruitful, happy lives when they  receive the 
support they need.

Myth: People with one kind of  disability also have 
other disabilities.

Fact: One disability may have nothing to do with other 
disabilities. A person with one disability can func-
tion as well as anyone else in other areas. This myth 
sometimes is referred to as the spread of disability.

For example, Steve, age 19, has quadriplegia—the 
paralysis of  all four limbs. He broke his neck in a 
swimming accident three years ago. He tells the story 
of how he went out to eat with his parents at a local 
family restaurant several months after the accident. 
The waitress approached the table and began to take 
orders. When it was Steve’s turn to order, the wait-
ress turned to his father and asked, “What would he 
like to order?”

Steve’s father replied, “I don’t know. Why don’t 
you ask him?”

The waitress turned to Steve and shouted ver-
rrrrry slowly, “WHAT . . . WOULD . . . YOU . . .  
LIKE . . . TO . . . ORDER?”

Steve, whose hearing was just fi ne, verrrrrry slowly 
shouted back, “A . . . QUARTER POUND . . . CHEESE-
BURGER . . . AND . . . FRIES . . . PLEASE!”

The waitress had made the assumption that 
 because Steve couldn’t walk and had limited use of 
his arms, he couldn’t hear, either. She also took for 
granted that there was something wrong with his 
brain. She made the mistake of assuming a spread of 
disability—namely, that a person with one  disability 
automatically has others.
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weekly sessions, physical work, and possible pain. 
Positive results may include signifi cantly increased 
agility, fl exibility, strength, and speed. Clients then 
can make informed decisions about whether to pro-
ceed with that service.

Learning About Services and Resources
A second way social workers can maximize service 
provision and self-determination for people with 
disabilities is to learn about services and resources 
(Major, 2000; NASW, 2006). People with physical 
disabilities have the same needs and wants as able-
bodied people. They simply have more obstacles get-
ting in the way of  what they need. Services include 
those associated with rehabilitation, employment, 
health, place of  residence, recreation, and personal 
care. Financial resources include various sources of 
public funding such as disability insurance, workers’ 
compensation, Supplemental Security Income (SSI), 
and other forms of public assistance.

The Self-Determination Movement: 
Recommendations for Policy Change
Major (2000) urges that social workers familiar-
ize themselves with various advocacy and resource 
groups. For example, the Self-Determination Move-
ment, funded by grants from the Robert Wood 
Johnson Foundation, “is an attempt on the part of 
people with disabilities to guarantee client auton-
omy in their quest for services” (Major, 2000, p. 11). 
It provides an information network, advocacy, and a 
range of  supportive services. Additionally, support-
ers encourage public policy changes that incorporate 
self-determination initiatives.

The Self-Determination Movement is founded on 
four primary principles (National Program Office 
on Self-Determination [NPOSD], 1998). First, free-
dom concerns people with disabilities having the 
same rights as other citizens. They should be able 
to choose where they want to live and how to spend 
their time just like anybody else.

The second principle, authority, involves peo-
ple with disabilities having control over their own 
finances, prioritizing how their money should be 
spent, and developing their own budgets. Major 
(2000) cites the following example:

A married couple who had been previously receiving 
supports and services from two different agencies 
“frequently sought psychiatric hospitalizations to 

people as consumers means accepting that they 
know their own needs and can make intelligent deci-
sions about services. The term consumer implies 
greater power and choice than does the term client. 
This approach contrasts sharply with that of making 
decisions about what’s best for clients without their 
input, recommendations, and consent. Adopting a 
consumer-centered approach, of  course, is impor-
tant in working with any client. However, because 
of  stereotypes and misconceptions about disability, 
social workers must be particularly vigilant about 
this when working with clients who have disabilities.

Four facets are especially important. First, social 
workers must listen carefully to what the client is say-
ing instead of  jumping to conclusions based on the 
disability label. Second, they must ask questions and 
seek clarifi cation whenever they do not understand 
something. Third, they must scrutinize any possible 
assumptions they may be making about their client 
and his or her disability. In essence, they must  confront 
their stereotypes and work to get rid of them. Fourth, 
they should obtain clients’ informed consent. This is 
the condition in which clients grant permission for a 
social worker to undertake the intervention process 
after the worker clearly informs clients of all the facts, 
risks, and alternatives involved (NASW, 1999, 1.03).

Case Example Kachina is a case manager for peo-
ple with severe physical disabilities. Earlier chapters 
established that case managers are practitioners who, 
on behalf  of a specific client, assess needs; coordinate 
required services provided by any number of  agen-
cies, organizations, or facilities; and monitor service 
provision. Usually one individual is designated case 
manager for specific cases and coordinates a range of 
services, often provided by a variety of workers from 
different agencies. The  intent is to make total service 
provision as effective and efficient as possible.

Kachina often coordinates services of  group 
homes, in-home support services, Meals on Wheels, 
medical centers, physical therapists, speech thera-
pists, occupational therapists, and others depending 
on individual client needs. Kachina always makes it 
a point to work the service plan out with individual 
clients, obtaining their permission to proceed. She 
reviews with clients the pros and cons of  each pre-
scribed service. She works hard to make certain cli-
ents understand what each service involves and what 
expectations they must fulfill. For example, physi-
cal therapy might involve a designated number of 
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with disabilities should be able to contribute to their 
communities’ well-being in meaningful ways (e.g., vol-
unteering, voting, running for public offi ce).

Advocating for Clients with Disabilities 
Whenever Possible
A third suggestion for social workers to maximize ser-
vice provision and client self-determination involves 
advocating for clients with disabilities whenever pos-
sible (NASW, 2000). Clients may need expanded 
services or additional resources. Social work prac-
titioners work with their clients to determine their 
needs. Workers also strive to change agency policy 
and laws governing resources to benefit people with 
physical disabilities. Subsequent sections of  the 
chapter discuss advocacy in more detail.

Sometimes political advocacy is necessary. The 
Americans with Disabilities Act of 1990 (ADA), dis-
cussed more thoroughly later in the chapter, is a good 
example of  positive legislation on behalf  of  people 
with disabilities. Focus on Critical Thinking 11.1 
raises questions concerning value orientations to 
working with people who have disabilities and social 
welfare policy perspectives.

be together” (NPOSD, 1998). After implementing 
a self-determination program, the couple now lives 
together and is served by one agency. Because the 
couple can supply each other with many of the sup-
ports they need, they are much more comfortable and 
content with their situation. What is equally impor-
tant to note here is that the overall cost of providing 
their services has decreased signifi cantly. (p. 12)

Support, the third foundation principle for the 
Self-Determination Movement, involves having peo-
ple with disabilities make decisions about where their 
support comes from. Instead of  being given “super-
vision,” people with disabilities should be able to 
seek their own support systems for companionship. 
Similarly, they should be able to determine what spe-
cific tasks necessitate formal assistance from paid 
staff  and others.

The fi nal principle, responsibility, involves the wise 
disbursement of  public funding. Resources used by 
people with disabilities should be considered as invest-
ments in their quality of  life, and not simply as lists 
specifying purchase of specifi c services. Just as all citi-
zens should be responsible for the effi cient and effec-
tive use of resources, so should they. Similarly, people 

FOCUS ON CRITICAL THINKING 11.1

Residual Versus Institutional Approaches to Service 
Provision for People with Disabilities

Critical Thinking Questions
● To what extent do the suggestions for empowerment 

through promoting self-determination for people with 
disabilities reflect residual versus institutional policies 
and programming? (Recall that residual policies focus 
on reactions to problems, generally providing as few 
benefits as possible. Institutional policies view social 
services as people’s right and provide  ongoing ben-
efits to enhance people’s lives and  well-being.)

● To what extent does service provision for people with 
disabilities demonstrate conservative versus  liberal 
values?

Now consider the three basic principles involved that 
relate to the following questions (these are similar to 
the questions posed concerning value orientations to 
service provision to older adults):

Critical Thinking Questions
● Who should assume responsibility? Should people 

with disabilities be expected to provide for and take 
care of themselves? Or is it society’s responsibility to 
help them when they need it?

● Who is to blame for the problems and needs of peo-
ple with disabilities? To what extent will people with 
disabilities take advantage of social welfare benefits 
when they really don’t need them? Will providing 
ongoing services and benefits significantly enhance 
their health, welfare, and comfort?

● To what extent should the government interfere in 
people’s lives? Is it the government’s responsibility 
to improve the health and functioning of  people 
with disabilities?
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Examples of  developmental disabilities are intel-
lectual disabilities, cerebral palsy, epilepsy, orthope-
dic problems, hearing impairment or deafness, visual 
 impairment or blindness, and autism (Barker, 2003; 
CDC, 2008b; DeWeaver, 1995). Each has serious impli-
cations for living in the macro social environment.

Intellectual Disabilities
Intellectual disabilities (also referred to as mental 
retardation and, sometimes, cognitive disabilities) 
involve a condition manifested before age 18 such that 
an individual scores significantly below average on 
standard intelligence tests and has deficits in adap-
tive functioning (i.e., the ability to conduct daily living 
tasks) (APA, 2000; Friend, 2008; Smith, 2007). People 
with intellectual disabilities make up slightly more 
than 1% of schoolchildren ages 6 to 17 in the United 
States (Smith, 2007). Focus on Critical Thinking 11.2 

Defi ning Developmental 
Disabilities
Five attributes characterize people with develop-
mental disabilities (Patchner & DeWeaver, 2008; P.L. 
101-496, 104 Stat. 1191, 1990). First, the disability is 
both severe and chronic, resulting from some men-
tal or physical impairment. Second, the disability 
occurs before age 22. Third, the conditions are likely 
to be permanent. Fourth, the disability “results in 
substantial functional limitations in three or more of 
the following areas of major life activity: (i) self-care, 
(ii) receptive and expressive language, (iii) learning, 
(iv) mobility, (v) self-direction, (vi) capacity for inde-
pendent living, and (vii) economic self-sufficiency” 
(P.L. 101-496, 104 Stat. 1191, 1990). Fifth, a devel-
opmental disability demonstrates the need for life-
long supplementary help and services.

FOCUS ON CRITICAL THINKING 11.2

Empowerment Through Language: People with 
Intellectual Disabilities

Critical Thinking Questions
How do the words you use to describe people affect 
your opinions about them and the way you view them? 
To what extent can labels place people in a negative—or 
positive—light?

The following brief  discussion focuses on the signifi-
cance of  words with respect to people who have intel-
lectual disabilities. After reading it, think about what 
terms might be best to use when talking about this pop-
ulation. The Encyclopedia of  Social Work notes that 
terms used to discuss these people continue to change:

Today such terms as “retarded,” “handicapped,” 
and “disabled” people are no longer appropriate. 
The preferred terminology is “persons with” what-
ever condition, to emphasize the people, rather than 
the conditions. In addition, some agencies have 
been asked to change the term “client” to “con-
sumer” and the term “problems” to “challenges.” 
(DeWeaver, 1995, p. 714)

The term mental retardation clearly has negative con-
notations. One of the nastiest things children call other 
children when they’re angry or making fun of others is 
“Retard!” or “Mental!” Social workers and others work-
ing with people who have this type of disability are try-
ing to use less negative terms.

The terms intellectual disabilities and cognitive dis-
abilities can be used to refer to people with “impaired 
cognitive abilities” who require “assistance to achieve 
independence and participation in the community” 
(Smith, 2007, p. 275). These terms are less negative than 
mental retardation. However, note that even the term 
cognitive disabilities can be confusing because it may be 
used differently depending on the context. The Ameri-
can Psychiatric Association (2000) includes  delirium, 
 dementia, and amnesia among other cognitive disorders; 
it also still uses the term mental retardation as a diag-
nostic category. Others use the term cognitive disability 
to refer to such conditions as traumatic brain injury 
(Mackelprang & Salsgiver, 1999).

Also, note that, as indicated earlier, it is important 
to refer to people with disabilities as people before refer-
ring to any disability they might have (NASW, 2000). 
For example, referring to them simply as mentally or 
cognitively disabled people tends to emphasize the dis-
ability because the disability is stated first.

This book will use the terms people with intellectual 
disabilities or people with cognitive disabilities because 
they are currently some of  the least negative, and thus 
most empowering, ways to refer to this population. It is 
interesting that Moreno (2001) suggests using the term 
disAbility (with a capital A) to replace disability (p. 205).



Social Work and Services for People with Disabilities 305

White, 2008). The medical model views deafness as 
a medical problem and focuses on alleviating a per-
son’s “deficits” such as improvement of  hearing, if  
possible, and use of  spoken language. The cultural 
perspective views the Deaf (with uppercase spell-
ing) as a community with its own culture, a vibrant, 
expressive use of sign language, and a strong empha-
sis on its members’ strengths.

It’s very important for social workers to respect 
how people identify and feel about themselves (NAD, 
2008a; Sheridan & White, 2008). Prioritizing needs 
and referrals to services and support systems clearly 
depends on clients’ values and reference group. 
 Social workers who work with deaf people should be 
culturally competent and preferably fl uent in the use 
of sign language (Sheridan & White, 2008).

The degree to which people are unable to hear 
varies dramatically. The term hardness of  hearing 
refers to people with mild to moderate hearing loss. 
People who are deaf experience a moderate to severe 
hearing loss that may include no hearing ability. Any 
of  these people may or may not identify themselves 
with the Deaf  community. Those who identify with 
the Deaf  feel they are an integral part of  the com-
munity with all its culture and customs and appreci-
ate the richness of  their sign language. On the other 
hand, hard of  hearing or deaf  people may have 
little contact with other deaf  people who use sign 
language and do not feel they are part of  the Deaf 
community. One factor that may be involved is the 
time of  life when the hearing loss occurs and how 
strongly group identifi cation has already been estab-
lished. Note that identifi cation may change over the 
life span. “For everyone with a hearing loss, it is a 
matter of deciding whether to treat it as an audiolog-
ical perspective or as a cultural lifestyle. It’s all about 
choices, comfort level, mode of communication, and 
acceptance of hearing loss” (NAD, 1008a).

Note that the National Association of  the Deaf 
(NAD) and the World Federation of  the Deaf 
(WFD) strongly recommend the use of  the terms 
deaf and hard of  hearing over hearing impaired 
(NAD, 2008b). NAD (2008b) indicates that hearing 
people are comfortable with “hearing impaired” and 
feel that it’s “politically correct.” Rather, deaf  and 
hard of  hearing people feel that the terms “deaf ” 
and “hard of  hearing” are “not negative in any way 
at all” (NAD, 2008b). They feel the term “hearing 
impaired” is negative for them because it sets up a 
standard of “hearing” that implies there’s something 
wrong with them when there is not.

examines the language used to refer to people with 
such disabilities.

Cerebral Palsy
Cerebral palsy is a disability involving problems in 
muscular control and coordination resulting from 
damage to the brain before it has matured—that is, 
before or during birth. Problems include lack of  bal-
ance, difficulty walking, weakness, and uncontrolled 
or restricted movements, depending on where in the 
brain the damage occurred. It should be emphasized 
that these people may experience only motor impair-
ment, with intellectual ability being unaffected.

Epilepsy
Epilepsy (commonly referred to as seizure disorder) 
is an abrupt change in an individual’s conscious state 
that may involve unconsciousness, convulsive motor 
activity, or sensory distortions. Seizures are caused by 
sudden bursts of electrical activity in some brain cells 
causing reactions in other brain cells. Epilepsy can 
result from virtually any type of injury to or condition 
in the brain including high fevers, chemical imbal-
ances, infections, and physical damage; in up the 75% 
of  all cases, the specific cause remains unidentified 
(Friend, 2008).

Orthopedic Problems
Orthopedic problems are “defects or diseases of  the 
muscles and bones” (Hallahan & Kauffman, 2006, 
p. 474). Although there is no neurological impair-
ment, orthopedic problems result in an inability to 
move about normally. Usually difficulties involve 
“the legs, arms, joints, or spine, making it difficult 
or impossible for the child to walk, stand, sit, or 
use his or her hands” (Hallahan & Kauffman, 2006, 
p. 474). These problems can have genetic origins or 
can result from injury, disease, accidents, or other 
developmental disorders (Hallahan & Kauffman, 
2006).

Deafness and Hardness of Hearing
“The deaf  and hard of  hearing community is very 
diverse, differing greatly on the cause and degree 
of  hearing loss, age at the onset, educational back-
ground, communication methods, and how they feel 
about their hearing loss” (The National Association 
for the Deaf  [NAD], 2008a). Two opposing percep-
tions of  deaf  people exist, one based on the medi-
cal model and one a cultural model (Sheridan & 
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specifi c diagnosis within this spectrum. Additionally, 
similar or related conditions exist such as Asperger 
syndrome (AS), which is “a milder form of  autism 
[often with social and emotional deficiencies, but] 
without significant impairments in language and 
cognition” (Hallahan & Kauffman, 2006, p. 399). 
For example, a person with AS might do reasonably 
well in school and be fairly adept at communica-
tion. However, that person might also fi nd it diffi cult 
 establishing “normal” interpersonal relationships in 
addition to feeling the compulsive need to control 
his or her environment.

Multiple Disabilities
Any individual may experience several disabilities 
at the same time (DeWeaver, 1995; Freedman, 1995; 
Gargiulo, 2006). For instance, a person with intellec-
tual disabilities may also have an orthopedic problem 
or epilepsy (Freedman, 1995). A developmental dis-
ability may originate in some genetic disorder or from 
a problem occurring before, during, or after birth 
(DeWeaver, 1995). It may also result from problems 
derived from some combination of these conditions.

Treatment Over Time of People 
with Developmental Disabilities: 
The Quest for Social and 
Economic Justice
Because of  the difficulties experienced by people 
with developmental disabilities, community support 
systems, and available agency resources are extremely 
important. How community residents and macro-
level decision makers view people with developmen-
tal disabilities has tremendous implications for the 
latter’s quality of  life. To more fully understand the 
macro social environment’s impacts, Mary (1998) 
describes how community attitudes and resulting 
social policies have changed in recent decades.

Prior to the Late 1960s: 
Individual Pathology
Until the late 1960s, community treatment and pub-
lic policy emphasized individual pathology. The 
medical model formed the basis for conceptualizing 
developmental disabilities. People were considered 
“patients,” with caregivers focusing on individual 

Visual Impairment
Visual impairment is difficulty in perception com-
pared to the norm that is experienced through sight. 
Many people have a mild visual impairment correct-
able by glasses or contact lenses. People of  special 
concern here are those whose vision cannot be cor-
rected and so experience significant functional limi-
tations. Rothman (2003) explains:

We are all familiar with the expression “20/20 vision.” 
Having 20/20 vision means that one can see, at a dis-
tance of 20 feet, what a “normal” eye can see. As 
visual acuity decreases, the standard 20 that represent 
“20 feet” remains the same, but the second number 
changes. The higher the second number, the greater 
the visual impairment. To be legally blind [empha-
sis added] a person’s vision must be 20/200, meaning 
that he or she can see at 20 feet what the “normal” 
eye can see at 200 feet. A measure of 20/80 in the best 
eye, with corrections, indicates a visual impairment. 
Using this model, there are about 500,000 people in 
the United States who are legally blind (Mackel-
prang & Salsgiver, 1999, p. 125) and a much larger 
number who are visually impaired. (p. 131)

Autism
Autism is an all-encompassing condition often 
characterized by four conditions (Hallahan & 
Kauffman, 2006). First, people with autism have 
an intense inner directedness and problems such as 
inability to participate in “normal” social interac-
tion and relationships. Second, they tend to expe-
rience communication difficulties. They might have 
difficulties acquiring language in the first place, 
effectively expressing their thoughts and feelings, or 
accurately reading the meaning of  nonverbal behav-
ior and facial expressions. Third, they often demon-
strate repetitive self-stimulating movements such as 
waving a hand in front of  their eyes for a long time. 
Fourth, they may experience an intense obsession 
with objects, a limited range of  interests that can 
capture their attention, and a compulsive need for 
predictability and sameness (e.g., they won’t toler-
ate a piece of  furniture being moved).

A broader term encompassing a range of  related 
behavior are autism spectrum disorders (ASD). These 
conditions are characterized by varying degrees of 
“limitations in three areas of  development:  com-
munication, social interaction, and repetitive behav-
iors or interests” (Smith, 2007, p. 429). Autism is one 
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(CBRFs). As explained earlier, deinstitutionalization 
assumes that the more people with developmental 
disabilities can be assimilated into the community 
and lead “normal” lives, the better their quality of 
life will be.  Focus on Critical Thinking 11.3 addresses 
some of the problems with this approach.

Individual Program Planning
Social workers, often functioning as case manag-
ers, developed individual programs, a third principle 
 espoused in the 1970s and 1980s. Such programs 
emphasized people’s environments and intervention 
results that would enhance their functioning within 
those environments. With intervention, the focus was 
on helping people with disabilities “maximize inde-
pendence and self-determination” (NASW, 2000) in 
the least restrictive environment possible that maxi-
mizes self-determination (Garvin & Tropman, 1998; 
Mackelprang, 2008; Mary, 1998). The concept of 
least restrictive environment (discussed in Chapter 9) 
concerns the encouragement of  clients to enjoy as 
much freedom and to make as many decisions for 
themselves as they can. This concept is related to 
normalization and deinstitutionalization. That is, 
people living in the community are more likely to 
lead normal lives and make their own decisions than 
those living under institutional care. Evaluating the 
effectiveness of entire programs was also stressed.

The Developmental Model
The fourth important concept during the 1970s and 
1980s was that treatment should be guided by a 
developmental model based on a continuum of  ser-
vice. People received services depending on the type 
and intensity of  their needs. People with develop-
mental disabilities were clients whom professionals 
assessed in terms of  their needs. These profession-
als then determined necessary services depending 
on where the clients fell on the developmental con-
tinuum of service. You might picture a ruler. If  a cli-
ent was assessed as functioning at the 6¼-inch point, 
then that client would receive the services appro-
priate for that exact point. Likewise, a client at the 
10-inch point would receive services designated for 
that level of  assessment. Emphasis was placed not 
on the individual as a unique personality but rather 
on the assessed level of  need and the designated ser-
vices available to address that need.

Often clients’ needs change over time. One assump-
tion was that many clients made progress toward 

 diagnoses and the resulting problems (Mary, 1998, 
p. 249; NASW, 2000). This “traditional model empha-
sized pathology, deficit, and malfunctioning . . . 
inappropriately viewing . . . [people with disabilities] 
as passive, dependent, and deficient” (NASW, 2000, 
p. 246). Many people with developmental disabilities 
were placed in large state or regional institutions, 
where they received custodial care and were kept 
clean and safe. These times obviously did not foster 
the current strong professional values of  client self-
determination and empowerment.

The 1970s and 1980s: 
A Community-Based Approach
The 1970s and early 1980s saw significant changes 
in how people with developmental disabilities were 
viewed. Principles becoming important, especially 
for people with intellectual disabilities, were “nor-
malization,” deinstitutionalization, “individual pro-
gram planning,” and “the developmental model” 
(Mary, 1998, p. 249).

Normalization
Normalization is the belief  that every person, even 
those with the most severe disabilities, “should have 
an educational and living environment as close to 
normal as possible” (Hallahan & Kauffman, 2006, 
p. 537). Previously, people with developmental dis-
abilities had been placed “out of  sight and mind” 
in obscurely located institutions. During the 1970s 
and 1980s, however, communities and organizations 
started viewing such people as clients who had a 
right to live as normally as possible. This approach 
“shifted much of the problem from the individual to 
the environment” (Mary, 1998, p. 250). Instead of 
focusing on people’s negative diagnoses, emphasis 
was placed on the importance of  the social environ-
ment for an individual’s quality of life.

Deinstitutionalization
A parallel concept to normalization is deinstitution-
alization—the practice of moving people who require 
supportive care for physical or mental conditions from 
institutional settings into the community (DeWeaver, 
1995; Mary, 1998; Mish, 1995). Community facilities 
vary in size and complexity, and include larger transi-
tional settings, group homes, family homes, and indi-
vidual residences. Placement depends on client needs 
and facility availability. Sometimes these facilities are 
referred to as community-based residential facilities 
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The 1990s and Beyond: Consumer 
Empowerment
The 1990s brought with them a significantly greater 
emphasis on individual choice and personalized 
planning for people with developmental disabilities 
(DePoy & Gilson, 2004; Freedman, 1995; Mary, 
1998). Previously, people with developmental dis-
abilities had been viewed as clients whom profes-
sionals assessed and provided services based on their 
level of functioning. There was relatively little varia-
tion of service provision at the assessed level. Today’s 
perspective reflects four new important concepts—
individualization, choices, innovation, and family 
support.

Individualization
Today Mary (1998) stresses that practitioners should 
assume a much more individualized approach in that 
“services are driven by client needs, and clients are 
viewed as consumers with choices” (p. 253; Tower, 
1994). We have established that the term consumer 
implies greater power and choice than does the term 

greater independence in a step-by-step process. A 
client had to master one skill fi rst before attempting 
a more diffi cult one. For example, a young woman 
with mild intellectual disabilities might start out 
living in a group home where she could learn basic 
housekeeping, cooking, and self-care skills including 
shopping and paying bills. She might then move to 
an apartment complex or boarding house for people 
with intellectual disabilities. Houseparents or resi-
dential caregivers would not be living with her, but 
would be available in another apartment to help her 
with problems or questions. Eventually the woman 
might achieve enough self-care mastery to live on 
her own or with a roommate.

Another assumption was that clients’ needs 
changed over time, but they required increasing lev-
els of  help and assistance. A person with a deterio-
rating orthopedic problem involving his knees might 
require increasingly more intensive help as he lost 
mobility. Depending on his assessed state of  need 
at any time, in the 1970s and 1980s he would have 
received a designated level of service.

FOCUS ON CRITICAL THINKING 11.3

Deinstitutionalization: An Attempt at Empowerment

Think about people with intellectual disabilities who 
need some degree of support and care.

Critical Thinking Questions
Is it better to shelter and coddle them, to ensure that 
they’re protected from life’s perils—and many of  its 
pleasures? Or is it worth the effort to encourage as much 
independence as possible? Consider the following issues 
concerning deinstitutionalization.

Although the proponents of  deinstitutionalization 
had good intentions and many successes, there were 
also significant problems. For one thing, simply placing 
clients in the community did not necessarily mean inte-
gration or acceptance in that community (Mary, 1998). 
It did not mean automatic attitude readjustments on 
the part of  community residents to alter their old ste-
reotypes and unfounded fears about people with devel-
opmental disabilities.

Another problem with deinstitutionalization con-
cerned inadequate community resources and services. 
Institutions were expensive, but so were community-
based services. People could get lost and be severed from 

service provision altogether. Frequently community-
based services were furnished by a complicated mixture 
of state, local, public, and private agencies providing an 
unevenly distributed conglomeration of services (Freed-
man, 1995). Service provision could be confusing to 
clients and their families because some services were 
available to the general public and others only to those 
with specific disabilities (DeWeaver, 1995). (Try calling 
the Social Security Office to get some specific informa-
tion about a case. See how well you understand what’s 
going on—and you’re in college, at that.) Other criti-
cisms of  deinstitutionalization included people being 
discharged too quickly and sometimes inappropriately 
(e.g., without adequate planning for continued commu-
nity service provision).

Critical Thinking Questions
To what extent do you think the concept of  deinstitu-
tionalization is good or bad? What are your reasons? 
Under what circumstances might it be more likely to 
work?
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apartment with the necessary supportive attendants, 
or living with his family whose members would serve 
as primary caregivers (assuming, of course, that they 
were willing to do so).

Another example is Juanita, who has cerebral 
palsy resulting in major diffi culties controlling her 
arm movements. With professional help and practice, 
she has learned to dress herself  if  her clothes have 
zippers and no buttons. However, it takes her over an 
hour each time and leaves her physically exhausted. 
A personal care attendant can do the job in about 
4 minutes. Juanita might choose to have the atten-
dant help her dress even though this option refl ects 
less independence. This choice might be in her best 
interest to save herself  substantial time and energy 
(Renz-Beaulaurier, 1998).

The concept of  choice is important. However, 
social workers must also carefully evaluate a client’s 
ability to make choices, as Highlight 11.2 explains.

Innovation
A key concept in today’s approach toward work-
ing with people with developmental disabilities is 
i nnovation—the initiation, development, and appli-
cation of new ideas. Innovative service provision may 
involve a unique combination of  services depend-
ing on what an individual wishes to accomplish. In 
other words, “consumers define their own vision of 

client. Each client has a unique set of needs. As con-
sumers, clients should be able to choose their purchases 
or resource providers within a competitive market 
rather than having someone else do so for them.

Emphasis on Choice
A key word here is choice. The ruler concept explained 
earlier as characterizing the 1970s and 1980s no 
longer applies. Rather, clients are encouraged 
to make choices and decide what supports they 
want and what goals they wish to pursue. Earlier we 
discussed the importance of  self-determination for 
people with disabilities.

Consider Dimitri, 44, a quadriplegic whose con-
dition is the result of  a congenital spinal cord mal-
formation. Instead of  professionals assessing his 
capabilities and designating where it is best for him 
to live, he can make those decisions himself. With 
practitioners and other caregiving professionals’ 
input regarding what resources and services are avail-
able, Dimitri can determine the environment that will 
give him what he perceives as the highest quality of 
life. Of course, his choices are infl uenced by his own 
capabilities and the resources available. It is impos-
sible for Dimitri to live in an apartment alone with 
no supportive help. His viable choices might include 
living in a nursing home or in a group home for 
people with severe physical disabilities, staying in an 

HIGHLIGHT 11.2

A Word of Caution About Choice

Mackelprang and Salsgiver (1996) caution that prac-
titioners “not be too quick to assume that consumers 
already have knowledge and abilities rather than recog-
nizing that they may need assistance to develop their 
strengths” (p. 12). They present an example involving 
Jim, age 28, who had suffered traumatic brain injury. 
Although technically not a developmental disability 
because the injury occurred after age 22, it still illus-
trates concepts commonly addressed when working 
with people who have developmental disabilities.

While residing in an independent living center, Jim 
initially sought help with financial planning. As his 
counselor, an MSW student, helped him with budget-
ing issues, it became apparent that Jim was also experi-
encing difficulty in his marriage. However, because Jim 

did not specifically seek help concerning his marriage, 
the student decided not to interfere with those issues. 
Because of  his head injury, Jim lacked insight into the 
depths of  his relationship problems. By the time he 
began to understand how far his marital situation had 
deteriorated, his wife had divorced him, retaining cus-
tody of their adolescent daughter.

Mackelprang and Salsgiver (1996) suggest,

This case illustrates the conflict between abso-
lute self-determination and the need to sometimes 
impose professional intervention. Although some 
would argue against any change in Jim’s interven-
tion, a social work approach would have allowed for 
broader intervention and ultimately may have been 
more empowering to Jim and his family. (p. 13)
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family support (Freedman, 1995; Mary, 1998). Fami-
lies often need special resources and help to respond 
to the extraordinary needs of  members with devel-
opmental disabilities. For example, parents with a 
young child who has a developmental disability may 
experience stresses including “stigmatized social 
interactions, the prolonged burden of  care, the lack 
of  information about the disability and behavioral 
management issues, and grieving” (Freedman, 1995, 
p. 725).

Family members’ strengths must be identifi ed and 
fortifi ed. Examples of  strengths include good com-
munication skills, sincere caring and consideration 
for each other, effective organizational and planning 
skills, a strong social network of  friends and rela-
tives, spiritual involvement with clergy and religious 
groups, and adequate fi nancial resources.

Social workers and other professionals working 
with people who have developmental disabilities 
continuously strive to individualize plans, empha-
size choice, initiate innovative treatment approaches, 
and maximize family support. Nonetheless, dis-
crimination against them persists, as Highlight 11.3 
shows.

the future—where they want to live, learn, work, and 
recreate—in a community that they define” (Mary, 
1998, p. 253).

For example, Larisa, age 7, has spina bifida, a 
condition in which the spinal column has not fused 
shut and so some nerves remain exposed. Although 
she had surgery immediately after birth to close her 
spinal column, damage to the unprotected nerves 
resulted in paralysis and difficulties with bladder 
and bowel control. Larisa has an individualized ser-
vice plan designed to meet her unique needs. She 
can live at home with an innovative combination of 
supports. A motorized wheelchair maximizes her 
mobility. Family counseling gives her parents infor-
mation and help in responding to her special needs. 
A wheelchair-accessible van transports her to and 
from school. A teacher’s aid assists her as needed in 
completing school assignments. Designated medi-
cal staff  help Larisa and her family meet her special 
health and surgical needs.

Family Support
One other important concept in current service pro-
vision for people with developmental disabilities is 

HIGHLIGHT 11.3

Discrimination Against People with 
Developmental Disabilities

People with developmental disabilities continue to suf-
fer discrimination. Shapiro (1995) cites the example of 
Sandra, a 35-year-old woman with Down syndrome 
who was denied a heart–lung transplant even though 
insurance covered the $250,000 necessary for the opera-
tion. Down syndrome is a congenital type of intellectual 
disability “characterized by moderate to severe mental 
retardation, slanting eyes, a broad short skull, broad 
hands with short fingers, and trisomy of  the human 
chromosome numbered 21” (Mish, 1995, p. 349). The 
two hospitals granted approval to conduct this type 
of  surgery “made issue of  her intelligence and rejected 
her” (Shapiro, 1995, p. 59). One hospital administrator 
allegedly said, “We do not feel that patients with Down 
syndrome are appropriate candidates for heart–lung 

transplantation” (Shapiro, 1995, p. 59). Others at the 
hospitals indicated that they doubted she could main-
tain the rigorous medical requirements involved in 
taking medication and monitoring her health after the 
operations.

Sandra and her doctor strongly disagreed with 
these allegations. Sandra had bused tables in a public 
cafeteria, lived in her own apartment, and “testified 
eloquently before committees” on the behalf  of  people 
with developmental disabilities (Shapiro, 1995, p. 59). 
Sandra already had assumed responsibility for taking 
various medications and monitoring her blood pressure 
every day. Publicity compelled the hospitals to recon-
sider her plea. Without the surgery, Sandra had only a 
few years to live.
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and eating very slowly. As her muscles deteriorate, 
her voice is weakening, so she tries to do most of her 
necessary talking earlier in the day when she is stron-
ger. RyAnne is a strong-willed,  independent-minded 
person who prides herself  in accomplishing her 
goals. For example, she has earned a bachelor’s 
degree in accounting and is able to work part-time at 
her own pace.

RyAnne lives with other people who have physi-
cal disabilities in a group home where Gamal is the 
social worker. RyAnne has several issues to address, 
such as some funding glitches and the need for some 
new medical equipment including a new wheel-
chair. Gamal talks to RyAnne about these needs 
and volunteers to make the calls, write the letters, 
and advocate on her behalf. He is taken aback when 
RyAnne responds with a dour look on her face and 
then avoids eye contact with him. He asks her what’s 
wrong. She hesitantly responds that she would rather 
do it herself, although she admits she will probably 
need help negotiating the complicated bureaucratic 
maze. Gamal suddenly grasps the issue. He backs off  
and volunteers to help fi nd out whom she needs to 
contact and what information she needs to present. 
Although it will be much slower for her to advocate 
for herself  than for him to do it, the process will 
empower her. Gamal realizes that it’s best to support 
her in her advocacy efforts instead of performing the 
primary advocacy role himself.

Empowerment Through 
Legislation: Seeking Social 
and Economic Justice
Two positive pieces of legislation passed in the 1990s 
are of  special significance for people with develop-
mental or other disabilities in terms of  improving 
access to resources in the macro social environment 
(DeWeaver, 1995).

The Americans with Disabilities Act of 1990
The Americans with Disabilities Act of 1990 (ADA) 
intends to provide the millions of American “people 
[who have physical or mental disabilities] with access 
to public areas and workplaces” and to blast away 
barriers keeping these people isolated from “the 
 mainstream of  public life” (Smolowe, 1995, p. 54). 

Social Work with People Who 
Have Developmental Disabilities
Social workers often must use brokering, case man-
agement, and advocacy skills to provide effective 
services. We’ve established that brokering is the link-
age of clients (consumers) to needed resources. Case 
management is the process of  organizing, coordinat-
ing, and maintaining “a network of formal and infor-
mal supports and activities designed to optimize the 
functioning and well-being of  people with multiple 
needs” (Moxley, 1989, p. 21). Obviously, many people 
with developmental disabilities require an innova-
tive range of services to maximize self-determination 
and pursue an optimal quality of life. The key here is 
coordinating and monitoring services so clients with 
ongoing or changing needs get these needs met.

Advocacy is “the process of  working with and/or 
on behalf  of clients (1) to obtain services or resources 
for clients that would not otherwise be provided, 
(2) to modify or influence policies, procedures, or 
practices that adversely affect clients, or (3) to pro-
mote new legislation or policies that will result in 
the provision of  [much-needed] . . . resources or 
services” (Hepworth et al., 2006, p. 428). There is 
usually no problem when adequate resources and 
services are available. However, in reality, this is 
often not the case. When clients are not getting their 
needs met, the practitioner is obliged to advocate on 
their behalf. Resources may require redistribution. 
Policies may require change and improvement. New 
services may need development.

Case Example One facet of  advocacy is helping 
clients advocate for themselves when they can instead 
of doing it for them (Mackelprang & Salsgiver, 1996; 
NASW, 2000). This is another form of client empow-
erment. For example, it might be easy for  Gamal, a 
social worker, to advocate for his client  RyAnne, age 
38, who has muscular dystrophy. We have established 
that this condition is “any of  a group of  hereditary 
diseases characterized by a progressive wasting of 
the muscles” (Mish, 1995, p. 766). RyAnne was diag-
nosed with the disease at age 12. Although RyAnne 
can take a few steps by herself, it is difficult for her, 
and she usually uses a motorized wheelchair. Bal-
ance is difficult because she has lost eight of her toes 
to the disease. She has little strength in her arms and 
hands, and so accomplishes tasks such as  writing 
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are hard of hearing and allow them communication 
 access. Finally, Title V includes a number of miscel-
laneous provisions relating to more specifi c aspects of 
service provision and access.

The ADA “has legitimized the idea that the fun-
damental problems facing people are less medical 
than social and structural” (Renz-Beaulaurier, 1998, 
p. 81). It redefi nes problems as belonging to the com-
munity, and not to people with disabilities living in 
the community. For example, “the problem of  how 
to get up the steps (problem within the individual) 
changes to how to get a ramp installed (problem out-
side the individual)” (Renz-Beaulaurier, 1998, p. 80).

This sounds wonderful in terms of providing peo-
ple with fair access and service. The law requires “uni-
versal access to public buildings, transit systems, and 
communications networks” (Friend, 2008; Smolowe, 
1995, p. 54). Signifi cant gains have been made in terms 
of  accessible curb ramps, wide bathroom stalls, and 
public vehicles with lifts for wheelchairs for persons 
with physical disabilities (Smolowe, 1995). Focus on 
Critical Thinking 11.4, however, poses some questions 
regarding the overall effectiveness of the ADA.

The ADA defines people with disabilities as those who 
have substantial physical or mental difficulties that sig-
nificantly hinder at least one primary life activity, who 
have an established record of such hindrances, or who 
are regarded by other people as demonstrating such 
difficulties (Asch & Mudrick, 1995; Kopels, 1995).

The ADA refl ects one attempt by a national macro 
system to affect and improve the lives of a population-
at-risk and provide greater social and economic justice 
(Kopels, 1995). The ADA consists of fi ve major pro-
visions. Title I forbids job and employment discrimi-
nation against people with disabilities. This includes 
discrimination concerning “job application procedures, 
hiring, advancement, compensation, job training, and 
other conditions and privileges of employment simply 
because they have disabilities” (Kopels, 1995, p. 399; 
emphasis added). Title II forbids public facilities, orga-
nizations, and transportation providers to discriminate 
against people with disabilities. Title III “prohibits dis-
crimination in public accommodations and services 
operated by private entities” (Kopels, 1995, p. 338). 
 Title IV requires that state and national telecom-
munication relay services accommodate people who 

FOCUS ON CRITICAL THINKING 11.4

Does the Americans with Disabilities Act (ADA) 
Actually Help People with Disabilities Attain Social 
and Economic Justice?

Although the ADA has helped people with disabilities 
in some areas, questions must be raised about its effec-
tiveness in others. For one thing, employers and public 
agencies must make only “reasonable accommodation.” 
In reality, they are not compelled to provide such access 
or encouragement if  the ensuing costs would result in 
“undue hardship,” often in the form of excessive finan-
cial burdens.

Because of  the vagueness in terminology and lack 
of  specification regarding how changes must be imple-
mented, gains have been limited (Smolowe, 1995). For 
instance, what do the words reasonable accommoda-
tion, undue hardship, and excessive financial burdens 
mean? What kind of  accommodation is reasonable? 
How much money is excessive? How can discrimination 
against capable people with mental retardation or other 
developmental disabilities be prohibited? How can the 
law be enforced?

The unemployment rate of people with disabilities is 
twice that of able-bodied people; the incomes of people 
with disabilities are far less than those of  their able-
bodied counterparts (Mackelprang, 2008). The hiring 
rate of  people with disabilities by large corporations 
made only a tiny gain after passage of  the ADA and 
the percentage of people with disabilities hired by small 
businesses actually decreased from 54 to 48% (Smolowe, 
1995). This is despite the fact that office modification 
costs to increase accessibility appear to be relatively 
meager. A legislative representative for the National 
Federation of  Independent Business reflected on the 
hiring decrease by small businesses: “They’re fearful if  
it doesn’t work out, they can’t fire them [people with 
disabilities]” (Smolowe, 1995, p. 55).

Another striking finding is that the federal gov-
ernment now has 20% fewer employees with severe 
 disabilities than it did 10 years ago; historically, it 

(continued)
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FOCUS ON CRITICAL THINKING 11.4 (continued)

has had the reputation for being a model “haven of 
opportunity” (Government Hiring, 2004, p. 22A). If  
the federal government is supposed to be the leader, 
what does this say about the national momentum for 
hiring people with disabilities?

Less than 23% of  people with disabilities are 
 employed, which compares with about one-third of them 
being employed in 1990 before the ADA was passed 
(Smolowe, 1995; U.S. Census Bureau, 2007). Therefore, 
the battle for equal access and opportunity for people 
with disabilities has not been won. Much of the public 
attention to the act has focused on people with physi-
cal disabilities, many of  whom require wheelchairs for 
transportation. In what ways do people with intellec-
tual and other developmental disabilities fit in? Kopels 
(1995) states that the ADA “will be  successful only to the 
 extent that these individuals [with disabilities] and those 

who advocate on their behalf learn about the ADA and 
use it as a means to ensure employment opportuni-
ties” (p. 345). Mackelprang and Salsgiver (1996) call for 
the social work profession to ally itself  with the move-
ment to enhance access for people with either physical 
or mental disabilities. They encourage social workers to 
“become more involved in disability advocacy work in 
agencies with activist philosophies” and to work with the 
disability movement to “better empower oppressed and 
devalued groups, and understand the needs of  people 
with disabilities” (p. 134).

Critical Thinking Questions
To what extent do you think the ADA has been effec-
tive? What might be done to improve its effectiveness?

The Developmental Disabilities Assistance 
and Bill of Rights Act of 1990
The second major piece of  1990s legislation is the 
Developmental Disabilities Assistance and Bill of 
Rights Act of  1990, which accomplished several 
things (DeWeaver, 1995). First, it renewed funding 
for four major grant programs on behalf  of  people 
with developmental disabilities. Second, it increased 
the total estimated “number of people with develop-
mental disabilities,” thereby acknowledging that more 
resources are necessary. Third, it “indicated that 
a substantial portion of  people with developmen-
tal disabilities remained unserved or underserved” 
(p. 716). Importantly, the law also called for advocacy 
on behalf of people with developmental disabilities. It 
requires provision of adequate services so people can 
attain their optimum potential, quality of  life, and 
independence as integral members of the community.

Social Work and Community 
Empowerment for People with 
Disabilities
Social workers are concerned with how organiza-
tions, communities, and the government can offer 
resources and supports to people with disabilities. 
This is possible in at least two ways. First, federal 

and state legislation can make programs available 
to community residents with disabilities. (We just 
reviewed two pieces of  federal legislation passed 
on behalf  of  this population.) Second, social work-
ers can work with community residents to establish 
their own resources within the community.

Some examples of how to make progress through 
legislation, direct community support, and social 
work advocacy are presented next. The populations-
at-risk addressed include people with visual impair-
ment and those with intellectual disabilities.

Legislative Empowerment for 
People with Visual Impairment
The Rehabilitation Act of 1973 and its 1992 amend-
ments mandated reimbursement for some services 
provided by agencies specifically designated to help 
people with visual impairment (Asch & Mudrick, 
2008). One difficulty, however, is that individual states 
define blindness differently, which means that some 
states may limit service provision to those people with 
severe impairment or total blindness (Asch, 1995).

Other examples of  supportive legislation are two 
1930s laws that provide certain employment oppor-
tunities for people who are blind. The Wagner-O’Day 
Act (P.L. 75-739) “established a system of  shel-
tered workshops,” and the Randolph-Sheppard Act 
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For example, the 1931 Pratt-Smoot Act (P.L. 71-787) 
established a Library of Congress program that later 
formed the foundation for regional centers providing 
Braille and recorded materials to people with visual 
impairment.

Highlight 11.4 suggests how social workers can 
work with communities to further empower people 
with visual impairment.

Community Empowerment 
for People with Intellectual 
Disabilities
Considerable time will be spent here discussing 
people with intellectual disabilities for three reasons 
(Freedman, 1995). First, they constitute a large pro-
portion of  people with developmental disabilities. 
Second, they are likely to use services  provided by 

(P.L. 74-734) gave people who are blind “preference 
in obtaining employment as operators of  vending 
facilities on federal properties” (Asch, 1995, p. 2465; 
Asch & Mudrik, 2008). Sheltered workshops offer a 
protective, supervised work environment for people 
who have trouble functioning more independently.

Additionally, people who are legally blind, who 
are unemployed, and who have assets falling below 
prescribed levels may receive Supplemental Security 
Income (SSI). We have established that Supplemental 
Security Income is a federal program that “provides 
uniform case assistance to the needy, blind, aged, and 
disabled throughout the country. Average federal pay-
ments to SSI recipients in 2003 were $552 monthly 
for an individual, and $829 monthly for a couple” 
(Gilbert & Terrell, 2005, p. 78). Benefi ts are provided 
on the basis of need instead of work history.

Several pieces of legislation make reading materi-
als more accessible for people with visual impairment. 

HIGHLIGHT 11.4

Social Work and Community Empowerment 
for People with Visual Impairment

Laws and mandated programs make some resources 
available to people with visual impairment. However, 
social workers can serve as important advocates in 
their communities and agencies for additional needed 
services. One goal might be to disseminate information 
concerning the issues addressed by and strengths inher-
ent in people with visual impairment. These people 
and their families require precise, relevant information 
about what services are available, what their legal rights 
are, and what alternative approaches can be used to 
undertake activities of  daily living (Asch, 1995; Asch 
& Mudrick, 2008). For example, social workers can 
help people realize that the long cane (“a mobility aid 
used by individuals with visual impairment who sweep 
it in a wide arc in front of  them”), guide dogs, human 
guides, recorded information, adapted computers, and 
other technological devices (e.g., reading machines 
that convert print into spoken words) can help people 
organize home, work, and social lives in an effective 
and efficient, although different, manner (Asch, 1995; 
Hallahan & Kauffman, 2006, p. 378).

Another goal social workers might pursue with 
communities is sponsorship of  self-help groups in 
which people with visual impairment can discuss issues, 

 suggest ideas to each other, and offer mutual support. 
A third goal might be to work with schools that have 
students with visual impairment to educate parents 
about services, resources, and aids. Schools can encour-
age students with visual impairment to participate in 
sports, recreation, and other extracurricular and educa-
tional activities just as children with normal vision do.

Even such a basic thing as ensuring that public 
buildings use Braille next to the floor indicator but-
tons on elevators might be a community goal. Rosa, a 
student with a visual impairment, comes to mind. She 
attended a state university renowned for its support 
of  and services for students with disabilities. Rosa felt 
that the campus focused its attention on serving people 
with physical disabilities involving mobility and viewed 
people with visual impairment as less significant. All 
buildings and classrooms had been readily accessible 
to people with physical disabilities for as long as any-
one could remember. She advocated for years to have 
Braille information installed in elevators throughout 
the campus but got little response from university 
administration. Eventually, however, she was able to 
make her point, and all elevators were furnished with 
Braille directions.
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in a community and assists people in accessing them. 
A help line is an information and referral system 
based on telephone contact. Persons requiring infor-
mation about services, laws, or issues related to a spe-
cific problem or population—in this case, intellectual 
disabilities—call a trained professional (often a social 
worker), who connects them with the appropriate 
resource or gives them necessary information. Many 
ARCs develop an extensive computerized system that 
can quickly identify relevant linkages between ques-
tions, needs, information, and resources.

Noninstitutional Living Facilities
One type of resource that can help people with a dis-
ability maintain maximum independence and self-
determination is a noninstitutional living facility. As 
discussed earlier in the context of deinstitutionaliza-
tion, the intent is to place people in the least restric-
tive setting possible. Social workers often oversee 
or work in such settings. These include adult family 
care homes, where clients reside in the home of care-
givers who supervise and care for them. Another set-
ting is a group home or community-based residential 
facility. Residents often are selected on the basis of 
having similar needs such as required levels of super-
vision and support. For example, one CBRF might 
have residents capable of  taking care of  personal 
needs and working at a sheltered workshop.

Other, even more independent, supported living 
options include living with a roommate or by oneself  
in an apartment. Some limited supervision and assis-
tance, such as help with paying bills or arranging trans-
portation to work, is usually needed in these cases.

Vocational and Employment Programs
ARCs are also quite creative regarding vocational 
and employment opportunities. They can help  clients 
gain employment by preparing them for the expecta-
tions of  the workplace, assisting in placement, help-
ing employers restructure jobs to maximize clients’ 
ability to complete job tasks, and providing job 
coaching in basic work skills (e.g., getting to work on 
time, following a supervisor’s instructions).

Individuals may also gain employment in more 
structured settings such as sheltered workshops. One 
ARC agency developed an employment program 
whereby clients made ceramic gifts for special occa-
sions such as weddings and graduations. Another 
ARC organization created a work setting in which 
clients manufactured pillows for a national airline.

state agencies. Third, social workers are an inte-
gral part of  service provision to this population 
 (DeWeaver, 1995).

As for people with visual impairment, legisla-
tion provides support and programs for some people 
with intellectual disabilities. Funding for people with 
intellectual disabilities comes from a range of sources 
depending on whether individuals fulfill eligibil-
ity criteria, which often are related to their income 
level. For example, SSI may be available to people 
with intellectual disabilities who satisfy a means test 
(i.e., as Chapter 8 explained, a person or family must 
have an income less than a designated amount to be 
eligible for benefi ts).

Social workers can help communities and social 
service organizations develop resources and programs 
to integrate people with intellectual disabilities and 
enhance their quality of life. For instance, one state has 
a Community Options Program (COP), funded at the 
state level, that “provides assessments, case plans, and 
community services as an alternative to nursing home 
placements” (ARC Milwaukee, undated, b, p. 2).

ARCs and Related Resources
One excellent example of how a community can use a 
support system for people with intellectual disabilities 
is an organization called ARC. Historically known as 
the Association for Retarded Citizens, ARCs now are 
established in communities nationwide. The following 
discussion focuses specifically on ARCs. However, the 
types of  services ARCs offer can certainly be spon-
sored by other organizations and community groups.

Typically funded through a variety of  sources 
 including donations by private citizens, corpora-
tions, local service clubs, and foundations, as well as 
government service contracts, ARCs provide a wide 
range of  services that refl ect a creative meld of  pub-
lic services, private contributions, and  community 
 resources. Social workers are often integrally involved 
with the provision of  ARC services, which may 
include information and referral services, help lines, 
noninstitutional residential facilities, vocational and 
employment programs, support services, interven-
tion advocacy, volunteer programs, and  recreational 
activities.

Information and Referral Services 
and Help Lines
An information and referral service provides informa-
tion about what services and resources are  available 
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system is complicated, and clients and their families 
may find it difficult to negotiate. As emphasized pre-
viously, social work advocacy is often necessary to get 
clients the resources and services they need.

Community Volunteers
Volunteers can help ARC programming in many 
ways. These include performing clerical duties and 
answering phones; caring for small children while 
parents attend support groups; serving as matched 
“friends” with persons who have disabilities to pro-
vide support and encouragement; giving support via 
telephone to persons needing intermittent help; par-
ticipating in fund-raising activities; assisting at super-
vision of  events such as group outings; and helping 
with household upkeep and maintenance (ARC, 
undated, c). Social workers often seek out, organize, 
and oversee volunteers performing such functions.

Recreational Activities
Recreational activities and functions represent still 
another means of  enhancing the quality of  life for 
people with disabilities. Examples include athletic 
programs, Special Olympics, and summer camps 
at which groups of  clients of  any age can interact 
socially, work on crafts, play games, learn apprecia-
tion for nature, increase leisure skills, and gain confi-
dence in expressing themselves (ARC, undated, c).

The past few sections have suggested means by 
which social workers and communities can empower 
people with intellectual disabilities. The following 
case example examines various dimensions of how a 
community both pursues and falls short of  empow-
erment for one of its citizens.

Case Example Consider Frank and how his com-
munity both succeeds and fails to support him. Frank, 

People who are unable to function in more 
 demanding settings may receive “day services”; these 
aim to “maximize an individual’s independent func-
tional level in self-care, physical and emotional growth, 
mobility and community transportation, socialization, 
recreation, leisure time, and education and prevoca-
tional skills” (ARC Milwaukee, undated, a, p. 2).

Other Support Services
Social workers and other human service profession-
als offer multifaceted support services. Organiza-
tions can provide outreach support services to clients 
in their own homes that involve instruction in daily 
living skills, budgeting and financial management, 
transportation, parenting skills, and personal issues 
such as interpersonal interaction, leisure activities, 
self-esteem, and assertiveness.

Respite care programs help parents and other care-
givers for persons with intellectual disabilities, giving 
them a break from their responsibilities. Highlight 11.5 
focuses on the special needs of aging caregivers.

Support groups can focus on many different 
issues. For instance, parent support groups “provide 
parents with an opportunity to get together and 
share stories, concerns, and achievements with other 
parents who are experiencing similar circumstances” 
(ARC, undated, a, p. 2). Support groups for seniors 
with disabilities give them opportunities to share 
concerns, discuss suggestions for prospering, and 
talk about how to maximize their quality of  life.

Advocacy
Intervention advocacy “is designed to respond to the 
needs of  persons with disabilities and their families 
when serious problems arise affecting legal rights, 
safety and health, financial security, or access to com-
munity resources” (ARC, undated, c, p. 2). The service 

HIGHLIGHT 11.5

Empowerment of Older Adult Caregivers

Family services can support older adult caregivers who 
find it increasingly difficult to maintain the same level of 
care as in the past. For example, because of decreasing 
strength, an aging caregiver might find it much more dif-
ficult to assist a person with a severe disability in dress-
ing himself. Family services for older adult caregivers can 

help during crises such as a caregiver  experiencing her 
own acute health problems. They can also assist caregiv-
ers in long-term planning for and with the person who 
has the disability. A common concern of aging caregiv-
ers is what will happen to the individual with a disability 
when the caregiver can no longer assume that function.
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less competent than he really is. Speech therapy 
might have helped if  it had been available when he 
was young.

Frank works at a sheltered workshop in addition 
to working six hours per week as a janitor at Hilda’s 
Happy Hot Dog Haven. Frank has a solid work 
history. For almost 20 years he worked at a local 
tanning factory hauling deer hides from one area 
to another as they proceeded through the leather-
making process. It was gruesome, backbreaking 
work, and when Frank got home, he was exhausted. 
At the time, he was living with his father, who 
cooked for him, did his laundry, and helped him 
with other daily living tasks.

Work at the tanning factory was not without 
problems. Frank told his relatives about another 
“guy at work” who liked to pick on him. Frank had 
lots of  experience being picked on. The guy would 

age 58, lives in a midwestern town of  about 8,000 
people in a rural farming community. Frank has 
mild intellectual disabilities. He graduated from 
high school, but only because in those days stu-
dents like him were passed on whether they could 
perform the work or not. He is very proud of  the 
high school ring he purchased at graduation. How-
ever, his community, especially the school system, 
did not serve him well. Instead of  receiving special 
services and training that might now be available, 
the system basically ignored him and passed him on 
through.

A major problem for Frank is his speech. He has 
diffi culty forming words and takes considerable time 
to structure his sentences. His comprehension of 
verbal communication is good, and he has an excel-
lent sense of  humor. His speech often fools people 
who don’t know him well into thinking he is much 
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Special Olympics provide an excellent means of empowerment for people with intellectual disabilities. Begun in 1968 when Eunice 
Kennedy Shriver organized the fi rst sports competition at Soldier Field in Chicago, Special Olympics is now an international program that 
provides year-round opportunities for sports participation. Here, a Special Olympics athlete competes in a race in California at UCLA.



318  Client Populations and Contexts

might be noted that Sharif, who had superior intelli-
gence, could barely boil water; he didn’t like to cook, 
either.) Mandze also helped coordinate any other 
supportive services Frank might need with Sharif  
and his family.

Although Mandze and Sharif  tried to encour-
age Frank to manage his own fi nances and check-
book, this was too diffi cult for him. Frank didn’t 
like doing computations or writing checks because 
he was afraid of  making mistakes. When mail-
ordering gifts for family members, he would always 
send cash despite the risk of  losing it. Sharif  fi nally 
gave up and determined that it was easier simply to 
keep track of  Frank’s fi nances himself  than to keep 
after Frank.

Another major community strength was the spiri-
tual and emotional support Frank received from 
his church. He attended services regularly and was 
involved in a group called the Sunday Evening Club, 
consisting of  adult church members who met every 
other Sunday for a potluck dinner and a chance to 
socialize or hear speakers.

Frank’s work at Hilda’s was helpful in terms of 
making him feel useful and conserving his savings. 
However, the 6-hour weekly work allocation was 
minimal. The management could have given him 
many more hours if  they had not viewed him as an 
inadequate, “retarded” person. And the town pro-
vided no public transportation, so Frank had to 
walk to get anywhere, including 2 miles to work.

In summary, community strengths for Frank 
include the Center for People with Developmen-
tal Disabilities, its sheltered workshop, his social 
worker Mandze, public recognition via the Volun-
teer’s Award, his spiritual involvement at church, his 
job at Hilda’s, and strong connections with his fam-
ily. Community weaknesses for Frank include the 
history of  inattention to his special needs, local resi-
dents who made fun of  him in a demeaning manner 
whenever they had the chance, inadequate involve-
ment in his paid work environment, and lack of 
public transportation. Thus, in some ways, Frank’s 
community environment supported and integrated 
him, thereby enhancing his quality of  life. In other 
ways, the lack of  community support hindered his 
ability to live the most useful, productive, and hap-
piest life possible.

Highlight 11.6 reviews three other examples of 
how social workers might help people with intellec-
tual disabilities become more integrally involved in 
community life.

draw a knife and tease Frank, pretending to cut him 
and actually slitting his right hand one time. Frank 
also told how, one night after work, he slit all “the 
guy’s” tires. The guy, who was fired shortly there-
after, never did fi nd out who did it.

Frank was a saver. He would wear the same pair 
of  polyester pants for years until the threads in the 
hem seams gave way. Although Frank made little 
more than minimum wage, he put almost all of  it in 
savings while he lived with his dad. When the plant 
closed and he was laid off, he had accumulated over 
$40,000. Investing with the help of his brother Sharif  
and a slick financial planner brought his assets to 
almost $200,000 by the time he turned 58. Unfor-
tunately, this prevented him from receiving public 
assistance and resources because he did not meet 
various programs’ means tests.

When his father died, Frank was able, with Sharif ’s 
help, to live in and pay rent for his own apartment. 
He preferred living alone to living with a roommate. 
One of Frank’s strengths was his strong relationship 
with Sharif  and his family, even though they lived 
185 miles away. Frank didn’t see his family as often 
as he liked since busing was deregulated and federal 
regulations no longer required companies to spon-
sor less popular runs. Sharif  and his wife were peri-
odically forced to endure a deadly dull 4-hour trip 
through fl at farmland to pick Frank up and spend 
another four hours to drive him home.

A major strength in Frank’s life was his involve-
ment with the local Center for People with Devel-
opmental Disabilities, an agency that did not have 
a means test. In its sheltered workshop, Frank felt 
productive and established many social contacts. As 
one of  the highest-functioning clients, he achieved 
 signifi cant social status. At the center’s periodic  social 
dances, he was quite accomplished and admired. 
Frank also had a knack for taking pictures and vid-
eos, which he did regularly at the center’s events. The 
center sponsored or cosponsored numerous events 
including Special Olympics, bowling tournaments, 
picnics, and outings to movies. Frank was extremely 
proud of  a Volunteer’s Award plaque he received 
from the center for all of  the time he spent photo-
graphing and videotaping events.

At the center, he was assigned a social work case 
manager, Mandze, who helped to coordinate services 
and activities. To evaluate his daily living skills, she 
linked him with a trainer who tried to teach him how 
to cook. However, Frank didn’t like to cook, so he 
ended up subsisting mostly on frozen dinners. (It 
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result in substantial functional limitations. Devel-
opmental disabilities include intellectual disabilities, 
cerebral palsy, epilepsy, orthopedic problems, deaf-
ness and hardness of  hearing, visual impairment, 
and autism and other autistic spectrum disorders. 
Some people have multiple disabilities.

B  Investigate the importance of self-determination 
for people with disabilities as an ethical aspect 
of social work practice.

To maximize self-determination, social workers 
should adopt three approaches. First, they should 
assume a consumer-centered approach, accepting 
people as knowing their own needs and as being 
capable of  making intelligent decisions about ser-
vices. Second, social workers should learn about 
services and resources so that they may convey this 

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following:

A  Defi ne mobility disabilities and developmental 
disabilities, and identify a range of specifi c 
disabilities clustered under each concept.

People with mobility disabilities “are those whose physi-
cal differences compel them to achieve phys ical activities 
in a variety of alternate ways” (Mackelprang & Sals-
giver, 1999, p. 82). Acquired mobility disabilities include 
stroke, muscular  dystrophy, rheumatoid arthritis, mul-
tiple sclerosis,  myasthenia gravis, and spinal cord injury.

Developmental disabilities are severe and chronic, 
occur before age 22, are likely to be permanent, and 

HIGHLIGHT 11.6

Empowerment for People with Intellectual Disabilities: 
Creating Linkages with Community Life

Kretzmann and McKnight (1993) cite a number of situ-
ations in which adults with intellectual disabilities can be 
mainstreamed2 and integrated as part of a large commu-
nity. These are the types of scenarios social workers can 
actively seek out on their clients’ behalf. The following 
three are adapted from Kretzmann and McKnight’s ideas.

Example A: Reggie, age 28, thrives at playing games, 
so Reggie’s social worker linked him with the local 
Boys Club. He now volunteers there regularly, 
teaching children games and supervising their 
activities.

Example B: Gina, age 22, spent most weekdays at a day 
program with other people who have intellectual 
disabilities. She passed much of her time coloring 
and watching other residents. She is an exceptionally 
warm person who lights up with a dazzling smile 
when spoken to or given any attention. Her social 
worker at the day program introduced her to a local 
day care center to see if she could help out there. 

At first, her social worker or other day program 
staff  always accompanied her to the day care 
center and provided some supervision. Now she 
goes to the center by herself several times a week. 
The children love her and the attention she pays to 
them. She always has time to listen to what they 

have to say and bestow affection when needed. 
They realize she’s different from their other 
teachers because sometimes they have to help her 
out in completing activities, but they don’t care. 
They love her anyway.

Example C: Hugh, age 68, lives in a group home. He 
loves to bowl. Danyelle, his group home social 
worker, found out that a local church had a 
Thursday night bowling league. She talked to the 
team members and asked if  they would consider 
including Hugh on their team. They were a bit 
hesitant because they take bowling very seriously 
and play to win. They were even more hesitant 
when they discovered that Hugh was not a very 
good bowler. However, Hugh obviously was 
ecstatic about being on the team. Team members 
worked out a rotation system whereby Hugh 
could periodically bowl but his score was omitted 
from the final total. Hugh beamed proudly as he 
wore his Beaver’s Bowling Buddies T-shirt.

2Mainstreaming is “bringing people who have some exceptional 
characteristics into the living, working, or educational 
environments to which all others have access” (Barker, 1995, 
p. 221). Examples of  such special groups include people with 
intellectual and other developmental disabilities.
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F  Examine the macro environment’s potential for 
empowering people with visual impairment 
and intellectual disabilities.

Legislation empowering people with visual impairment 
includes the Rehabilitation Act of 1973, the Wagner-
O’Day Act, the Randolph-Sheppard Act, and the 1931 
Pratt-Smoot Act. SSI can provide benefits to people 
who are legally blind. Social workers can advocate for 
services, link people with needed resources, work with 
schools to empower children with visual impairment, 
and work to ensure that Braille is readily available.

Communities can empower people with intellectual 
disabilities by establishing and using ARCs, providing 
information and referral services and help lines, pro-
viding noninstitutional living facilities, offering voca-
tional and employment programs, developing other 
support services, advocating for equal rights, soliciting 
community volunteers to help ARC programming, 
providing recreational activities, and initiating various 
creative linkages with community life.

G  Encourage critical thinking about residual versus 
institutional approaches to service provision for 
people with disabilities, empowerment through 
language, deinstitutionalization, and the 
Americans with Disabilities Act.

Critical thinking questions were posed concerning 
who should be responsible for funding and providing 
services to people with disabilities, how words can 
affect how people with intellectual disabilities are 
viewed, the pros and cons of  deinstitutionalization, 
and the extent to which the ADA is effective.

LOOKING AHEAD

Many people with disabilities require special health 
services. Another field of  practice in which social 
practitioners serve clients is health care. Chapter 12 
will explore social work roles, health care policy prob-
lems in the macro environment, and AIDS in an inter-
national context.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

information to clients. Third, they should advocate 
for people with disabilities whenever possible.

C  Examine the history of how people with 
developmental disabilities have been treated in 
the macro social environment.

Prior to the late 1960s, community treatment and leg-
islation focused on individual pathology. During the 
1970s and 1980s, people assumed a more community-
based approach. Important concepts included nor-
malization, deinstitutionalization, individual program 
planning, and the developmental model. During the 
1990s and beyond, consumer empowerment has been 
emphasized. Major concepts include individualization, 
emphasis on choice, innovation, and family support.

D  Describe generalist social work practice with 
people who have developmental disabilities.

Case management and advocacy are important when 
working with people who have developmental disabil-
ities. Case management is the process of  organizing, 
coordinating, and maintaining “a network of formal 
and informal supports and activities designed to opti-
mize the functioning and well-being of  people with 
multiple needs” (Moxley, 1989, p. 21). Advocacy is “the 
process of  working with and/or on behalf  of  clients 
(1) to obtain services or resources for clients that 
would not otherwise be provided, (2) to modify 
or influence policies, procedures, or practices that 
adversely affect clients, or (3) to promote new legis-
lation or policies that will result in the provision of 
[much-needed] . . . resources or services” (Hepworth 
et al., 2006, p. 428).

E  Discuss avenues of legislative, community, 
and worker empowerment.

Legislation that has empowered people with dis-
abilities includes the Americans with Disabilities 
Act (ADA) of  1990 that forbids discrimination 
and requires public accommodations in many cir-
cumstances. Another example of  legislation is the 
Developmental Disabilities Assistance and Bill of 
Rights Act of  1990 that renewed grant programs 
and acknowledged that more resources were needed 
for people with disabilities. Ways social workers 
can work toward empowerment include advocating 
for federal and state legislation to make resources 
available to clients and working with community 
residents to establish resources.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  12
Social Work and Services 
in Health Care

Consider the following headlines in national news magazines:

“Congress Seeks the Right Rx; But 44 Million Still Lack Health Coverage”1

“Is Your HMO [Health Maintenance Organization] Too Stingy?”2

“What Are They Hiding? HMOs Are Getting More Secretive About Quality”3

“Does Managed Care Work? HMOs Deliver Some of the Best Health Care 
Money Can Buy—and Some of the Worst”4

“No Time for the Poor; Physicians Dependent on Managed Care Provide Less 
Assistance to the Uninsured”5
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1Shapiro, J. P. (1999, October 18). Congress seeks the right Rx. U.S. News & World Report, 32.
2Pederson, D. (1999, July 6). Is your HMO too stingy? Newsweek, 56.
3Spragins, E. E. (1999, March 1). What are they hiding? Newsweek, 74.
4Spragins, E. E. (1998, September 28). Does managed care work? Newsweek, 61–66.
5Shapiro, J. P. (1999, April 5). No time for the poor, U.S. News & World Report, 57.
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“NASW Joins Fight for the uninsured”6

“Taking a Lead on HIV, Social Workers Manage Programs”7

“Death Stalks a Continent: In the Dry Timber of African Societies, AIDS Was a 
Spark. The Confl agration It Set Off Continues to Kill Millions”8

These headlines reflect some of the critical issues in health care provision in 
the United States and around the globe today. The World Health Organization 
(WHO) defines health as “a state of complete physical, mental, and social well-
being and not merely the absence of disease and infirmity” (Ahmed & Kolker, 
1979, p. 113). This definition goes beyond the conception of health as simply 
the lack of illness. Rather, it stresses the importance of strengthening and maxi-
mizing health, and not merely curing what’s wrong.

Good health and health care involve every one of us. No one is immune to 
all the health problems encountered in life. People suffer maladies ranging from 
infl uenza, to chronic back pain, to cancer. Consider that almost 34.7 million 
people, excluding newborns, were discharged from U.S. hospitals in one recent 
year (U.S. Census Bureau, 2007).

Social workers can play an important role in helping people live healthful 
lifestyles and seek the health services and resources they need. Practitioners 
can empower people by facilitating their pursuit of physical, mental, and social 
well-being.

A large proportion of social workers also practice in the arena of mental 
health. Note that sometimes health care is also used as an umbrella term to 
include mental health care. Although some of the issues involved in both mental 
health and physical health care are similar, this chapter will focus on the provi-
sion of physical health care and services. Chapter 13 will explore assessment 
issues and mental health services in greater detail.

Learning Objectives
A Identify the major types of health problems people encounter.
B Describe primary social work roles in health care provision.
C Discuss major problems in the macro environment concerning health 

care, including escalating costs, unequal access, ethical dilemmas in 
managed care, and the need to enhance cultural competence in the 
health care system.

D Explore some of the value discrepancies between Asian and Pacifi c 
Islander (API) cultures and the U.S. health care system.

E Describe HIV/AIDS, social work roles, and empowerment for people 
living with AIDS.

6NASW joins fi ght for the uninsured. (2003, April). NASW News, 48 (4), 6.
7Beaucar, K. O. (1999, July). Taking a lead on HIV. NASW News, 44 (7), 1.
8McGeary, J. (2001, February 12). Death stalks a continent. Time, 36–45.
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F Examine the severity of AIDS as an international problem, 
particularly in sub-Saharan Africa.

G Encourage critical thinking about universal health care coverage, 
overgeneralizations regarding various racial and ethnic groups, and 
ways to address the HIV/AIDS problem in sub-Saharan Africa.

Poverty is the fourth variable related to health 
problems. It “is associated with malnutrition, indoor 
air pollution, hazardous working conditions, lack of 
access to medical care, and unsafe water and sanita-
tion” (Mooney et al., 2009).

Contagious disease poses the fi fth serious health 
concern. On a global level, such diseases as cholera 
and typhoid still plague people in nonindustrialized 
nations; the industrialized countries have virtually 
eliminated them with improved sanitation. However, 
respiratory and intestinal diseases still affl ict people 
in the United States regularly. Sexually transmit-
ted diseases of  various types also continue to infect 
 millions of  people annually (Strong et al., 2008). 
Human immunodefi ciency virus (HIV), which causes 
acquired immune defi ciency syndrome (AIDS), poses 
another major problem, one that will be discussed 
later in the chapter.

Social Work Roles in Health Care
Social workers who work in the health care field are 
often referred to as medical social workers. Social 
workers serve in both direct and macro practice 
capacities concerning health care.

Social Work Roles in Direct Health 
Care Practice
Dhooper (1997) explains social work’s involvement 
in health care practice:

Social work has been a part of the health care scene 
for more than 100 years. It has an impressive history 
of signifi cant contributions to the fi eld of health care 
in . . . [a wide range of settings]. . . . Social work-
ers have been involved in health care at all levels: pre-
ventive care, primary care [ongoing care for patients 
prior to the onset of disease symptoms or care for 
those  experiencing early symptoms], secondary care 

Health Problems
Health problems include virtually any physical mal-
function, injury, or disease you can imagine. They 
can affect anyone in the population, from an infant 
born 2½ months prematurely, to a 97-year-old suffer-
ing from arthritis and heart disease, to a young adult 
badly burned during the devastating September 11, 
2001, terrorist attack on the World Trade Center in 
Manhattan or the Pentagon in Washington, D.C.

Coleman and Cressey (1999, pp. 169–176) cite fi ve 
key factors causing or contributing to health prob-
lems. First, people who pursue unhealthful lifestyles 
are more likely to experience health problems and 
die at a younger age. These include (Hatcher et al., 
2004; Zastrow & Kirst-Ashman, 2007)

● Substance use and abuse.
● Cigarette smoking.
● An unhealthful diet high in fat and cholesterol.
● Being overweight.
● High levels of stress over long periods.

A second factor related to health problems is phys-
ical injuries. Sometimes these are related to mortality 
(i.e., death). For example, in 2004, of  young people 
age 15–24 in the United States who died, over 46% 
did so as a result of  accidents including motor vehi-
cle accidents, almost 14% from homicide, and almost 
13% from suicide (U.S. Census Bureau, 2007).

A third factor contributing to health problems 
involves environmental factors. Air pollution is a 
serious threat, especially in larger cities such as Los 
Angeles, Beijing, Bangkok, and Mexico City. During 
the 1990s, simply breathing the air in Mexico City 
during one day was the equivalent of  smoking two 
packs of  cigarettes (Weiner, 2001). Other environ-
mental dangers include water pollution, use of  pes-
ticides, and exposure to buried nuclear and other 
industrial wastes.
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may require help in adapting their behavior and 
habits to make life as healthy and efficient as 
possible.

 5. Help parents of children who have serious illnesses 
or disabilities cope with these conditions and 
respond to children’s needs.

 6. Serve as brokers who link patients with necessary 
supportive resources and services after leaving the 
medical facility. Discharge planning, introduced 
in Chapter 10, is often involved. This is the com-
prehensive assessment of a patient’s abilities and 
needs, the development of  a plan to facilitate 
that patient’s transition out of  the hospital and 
back into a community or agency setting, and 
the implementation of that plan. Discharge plan-
ning focuses on the client’s ability to function 
 after a hospital or institutional stay (Springer & 
Casey, 2008). Placement is required that provides 
enough support, on the one hand, and allows for 
as much independence as possible, on the other. 
For example, a person recuperating from severe 
injuries suffered during a car accident might 
require a rehabilitative setting where time allows 
for rest, the appropriate therapy, and recovery. 
The discharge plan may also include ongoing 
medication, involvement with medical special-
ists, or signifi cant supportive services.

 7. Help patients make financial arrangements to 
pay hospital and other medical bills. Social work-
ers often assist patients in contacting insurance 
companies or applying for fi nancial assistance, 
guiding them through the complex maze of rules 
and policies.

 8. Provide health education aimed at establishing a 
healthful lifestyle and preventing illness.

Case Example Donald, age 69, and Gerri, age 67, 
have been married for 50 years. At Donald’s most 
recent annual physical examination, he was diagnosed 
with prostate cancer. (The prostate gland is a “partly 
muscular gland that surrounds the urethra of  males 
at the base of  the bladder and secretes an alkaline 
fluid that makes up part of  the semen” [Nichols, 1999, 
p. 1060].) It is the second most common form of 
cancer in men, the first being lung cancer (Hyde & 
DeLamater, 2008). Prostate cancer is usually slow 
to spread and, when caught and treated early, gen-
erally has a good prognosis. Donald and Gerri, 
both retired, are avid health advocates who work 
out at their local health club four times a week and 

[treatment of full-blown illness], tertiary care [treat-
ment of illness seriously endangering a person’s health], 
restorative care [help during recovery from illness], 
and continuing care. Depending on the major purposes 
and functions of each health care setting, their roles 
have varied,  requiring differential professional skills. 
(p. 1; Reynolds, 1975)

Health care settings in which social workers prac-
tice include hospitals, medical clinics, diagnostic and 
treatment centers,9 public health settings, and man-
aged care companies.

Hospitals, Medical Clinics, and Diagnostic 
and Treatment Centers
Social workers can fulfill many functions in hospi-
tals, medical clinics, and diagnostic and treatment 
centers, including the following:

 1. Help patients understand and interpret techni-
cal medical jargon. Physicians often receive little 
training in interpersonal and communication 
skills. Social workers can help define technical 
terms, explain physical and health implications 
of  illnesses and injuries, and communicate with 
patients to make certain they understand what’s 
happening to them.

 2. Offer emotional support. Receiving a medical diag-
nosis can be a scary thing. Most patients are not 
experts on most illnesses, injuries, and health issues. 
Social workers can help patients look more objec-
tively at health conditions and understand realistic 
potential consequences of various treatments.

 3. Help terminally ill people deal with their feelings 
and make end-of-life plans. (This is discussed 
more thoroughly later in the chapter.) Social 
workers can also help people requiring more 
intensive care than that provided at home make 
the transition to a more supportive setting such 
as a group home, nursing home, or hospice.

 4. Help patients adjust their lives and lifestyles to 
accommodate to new conditions when they return 
home after medical treatment. For example, per-
sons diagnosed with heart disease or asthma, or 
those adjusting to an amputation or to  blindness, 

9Diagnostic and treatment centers are facilities to which persons 
such as children with multiple disabilities are brought for assess-
ment, diagnosis of  various conditions, treatment planning, and 
specialized treatment by a range of  therapists (e.g., speech, occu-
pational, or physical therapists).
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maintenance of health . . . so organizing these 
benefi ts as to enable every citizen to realize his 
[or her] birthright of health and longevity.

Such broad goals relating to such a wide range of 
issues result in multiple facets of  service provision. 
Facilities providing public health services include 
 local, state, and federal health departments and 
agencies; private foundations and agencies focusing 
on specifi c health issues (e.g., the American Cancer 
Society, the March of  Dimes); social service organi-
zations; community health and mental health cen-
ters; family planning clinics; and virtually any other 
public agency providing services and benefi ts related 
to healthy living.

Specific services include any aiming to enhance 
health and mental health or prevent disease. These 
include crisis intervention, substance abuse treat-
ment, health services for pregnant women, services 
to prevent and stop child maltreatment, health edu-
cation, stress management training, and mental 
health counseling.

Veterans Affairs Hospitals
The U.S. Department of Veterans Affairs (VA) man-
ages the biggest health care operation in the coun-
try, serving 5.6 million veterans at 1,300 locations 
(Manske, 2008). The VA requires that social workers 
 function at the licensed independent practice level; it 
is the largest employer of MSWs in the country with 
over 4,500 workers (Manske, 2008).

The VA provides a wide range of  services and 
programs for veterans including blind rehabilita-
tion services, cancer programs, centers for women 
veterans, diabetes programs, Gulf  War veterans’ 
programs, HIV/AIDS programs, and homeless pro-
grams, among many others (VA, 2008). It also pro-
vides education (through the GI bill), life insurance, 
vocational rehabilitation, pensions, and burial ben-
efi ts in VA cemeteries among a range of  other ser-
vices (VA, 2008). In recent years, the VA has greatly 
expanded its outreach programs, providing support-
ive services to veterans in their communities (Man-
ske, 2008).

In general, veterans are older (almost half  are 
age 65 or older), suffer poorer health, and have 
lower incomes than other Americans (Manske, 
2008). Social workers serve many roles in the VA 
setting. These include linking veterans with fi nan-
cial, housing, or other community assistance (e.g., 
Meals on Wheels); assisting with the application 

vigilantly eat food high in fiber and low in fat. They 
visibly  tremble at the thought of  not rinsing dishes 
after washing because of  the possibility of  ingest-
ing soap residue. When Donald and Gerri found out 
about the cancer they were terrified. They wouldn’t 
even tell any of  their friends, whom they thought 
would immediately start discussing Donald’s immi-
nent death.

Bethany, the hospital social worker involved, sat 
down with them and discussed realistic expectations 
for and consequences of  treatment. Donald’s physi-
cian had recommended chemotherapy and radiation 
treatments instead of  surgically removing the pros-
tate gland. Bethany encouraged Donald and Gerri 
to express their feelings and fears. She provided them 
with statistics about the high success rates of  treat-
ment and facts about its effects. Donald and Gerri’s 
terror subsided, and they began to develop a more 
realistic view of  what lay ahead. Bethany encour-
aged them to turn to their three children and their 
families for support, which they did.

It’s interesting to note that prior to this experi-
ence, neither Donald nor Gerri had a positive word 
to say about social work and social workers. They 
had run a successful hardware store business that 
Donald had inherited from his father. They had 
believed that people who turned to social workers 
or other such helpers were weak and lazy and didn’t 
have the wherewithal to make it on their own. Now 
they changed their minds. They had developed sin-
cere respect for Bethany, who helped them through 
an emotionally turbulent time.

Public Health Departments and Other 
Health Care Contexts
Public health is the complex system of  health care 
programs and policies that address the following 
on the public’s behalf  (Dhooper, 1997; Hanlon & 
 Pickett, 1984; Winslow, 1920, pp. 183–191):

(1) Preventing diseases, (2) prolonging life, and 
(3) promoting health and effi ciency through orga-
nized community effort for
(a) the sanitation of the environment.
(b) the control of communicable infections.
(c)  the education of  the individual in personal 

hygiene.
(d)  the organization of medical and nursing services 

for the prevention and treatment of diseases.
(e)  the development of social machinery to ensure 

everyone a standard of living adequate for the 



326  Client Populations and Contexts

Health Care Policy and Problems 
in the Macro Environment
At least four main issues plague the U.S. health care 
system today. First, expenses are escalating dramati-
cally. Second, people have unequal access to adequate 
health care, with poor people and people of color espe-
cially at risk of deprivation. Third, social workers and 
others working under the health care system’s umbrella 
are plagued by a series of  ethical dilemmas. Finally, 
many questions can be raised regarding the U.S. health 
care system’s cultural competence in responding to the 
needs of various ethnic, racial, and cultural groups.

The Escalating Cost of Health Care
The U.S. health care system costs significantly more 
per capita than the health care system in any other 
industrialized nation (KFF, 2008a). In 2006, the 
United States spent 16% of its gross domestic prod-
uct, amounting to $7,026 per person annually on 
health care; this is expected to jump to 19.5% in 2017. 
Mooney and colleagues (2009) argue that health care 
costs are soaring for at least five reasons:

 1. The rapid acceleration of technological advances 
has increased the types of services, drugs, and test-
ing available.

 2. The population is aging. Because of  better medi-
cal treatment, more people are living longer. And 
the older people are, the more likely they are to 
suffer from more health problems that require 
more expensive treatment.

 3. Administrative overhead for running health care 
organizations is the highest in the world. Admin-
istrative expenses eat up 15% of  insurance pre-
miums compared to 4% administrative costs in 
public programs like Medicare and Medicaid. It 
is estimated that insurance companies pay 20 to 
30% of their budgets for “stockholder dividends, 
lobbyists, huge executive salaries, marketing, and 
wasteful paperwork” (p. 62).

 4. The price of  prescription drugs is skyrocketing. 
Sixteen percent of  Americans say that paying 
for prescription drugs is a “serious problem” 
fi nancially and another 25% say it’s a “problem” 
(KFF, 2008a).

 5. Costs of public and private health insurance con-
tinue to rise. In 1990 the national health expendi-
ture per person was $2,813 (KFF, 2008a). We’ve 
already indicated that in 2006 it was $7,026.

process for benefi ts; arranging for respite care for 
caregivers of  veterans; providing counseling for 
relationship or mental health problems; addressing 
substance abuse issues; and assisting with child care 
issues, on the one hand, or ailing parents, on the 
other (VA, 2008).

Managed Care Settings
An increasing number of  social workers are also 
practicing in various facets of  managed care. Korn-
blum and Julian (2007) define managed care as

a wide range of  health plans and practices that 
depart from the traditional model of private health 
insurance provided by one’s employer. In the tradi-
tional model, insured patients chose their physician; 
physicians treated patients with absolute clini-
cal autonomy; insurers generally paid physicians 
whatever they billed on a fee-for-service basis; and 
employers paid premiums for their workers to pri-
vate insurers, regardless of the cost. Managed care 
has altered all these arrangements by setting limits 
on individual medical visits or treatments—that is, 
by managing care. (p. 60)

Social workers hold management positions in 
managed care. They also participate in assessment 
to determine whether patients are eligible for ben-
efits and which are most appropriate. Managed 
care, discussed more thoroughly later in the chapter, 
involves work in health insurance companies, hospi-
tals, and health maintenance organizations (HMOs). 
HMOs are organizations that provide a wide range 
of  health care services for participants and employ-
ers, who typically pay an established monthly fee for 
services. These services generally must be provided 
by facilities and practitioners designated by the 
HMO.

Macro Practice in Health Care: 
Seeking Empowerment
As administrators and members of  administrative 
committees in health care facilities, social work-
ers work to develop agency policies that promote 
effective health care available to people who need it. 
Additionally, social workers can advocate for more 
comprehensive health coverage. Social workers and 
the National Association of  Social Workers have 
historically served as significant forces in advocat-
ing for improved health care legislation, policies, and 
resources.
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The freedom-of-choice debate concerns the extent 
to which each citizen could choose his or her own 
health care provider. The United States has a strongly 
ingrained commitment to freedom of  choice. How 
much would a government-sponsored system restrict 
people’s ability to choose the care they want? How-
ever, with the advent of  managed care and people’s 
participation in HMOs, this latter question may not 
be as relevant. Most people’s choices for health care 
are already seriously restricted.

Problems in Managed Care
We’ve established that managed care is “a wide range 
of health plans and practices that depart from the tra-
ditional model of  private health insurance provided 
by one’s employer” (Kornblum & Julian, 2007, p. 60). 
It is “a healthcare system under which the insurer 
controls the person’s health care, and health care 
providers agree to accept a set fee per treatment or 
a flat rate per patient” (Chapin, 2007, p. I-11). Man-
aged care is a primary context in which social work-
ers practice. Even social workers who don’t practice 
in health care or nursing home settings will still work 
with clients for whom health care is a major concern.

Although there are various definitions of  man-
aged care, a major concept characterizing any form 

Unequal Access to Health Care
Approximately 45.7 million or 15.3% of  Americans 
lack any health insurance (U.S. Census Bureau, 
2008), and millions more have strikingly insufficient 
coverage (Macionis, 2008). What are the reasons for 
this? How can this occur in such a rich, industrial-
ized, high-tech society? Highlight 12.1 describes how 
poor people and people of  color are at special risk 
of receiving inadequate or no health care.

For decades U.S. politicians have been debat-
ing the issue of  national health insurance—a pub-
licly funded program that would expand the current 
system of  health care provision to give some level 
of  coverage to everyone regardless of  their ability 
to pay. All industrialized countries except for the 
United States have established some kind of national 
system so that all citizens have access to some type 
of health care coverage (Coleman & Kerbo, 2002).

Much of  the debate in the United States about 
establishing a national system has focused on two 
 issues—cost and freedom of choice. Covering health 
care costs for everyone would require the govern-
ment to expend huge amounts of  money. Questions 
involve what types of  coverage should be included 
and how coverage would be funded. Focus on Criti-
cal Thinking 12.1 addresses this policy issue.

HIGHLIGHT 12.1 

Poor People and People of Color as Populations-at-Risk

Poor people are the least likely to have adequate health 
insurance; in 2005, although over 15.7 million people 
below the poverty level were enrolled in the Medicaid 
program, 30.6% of  the poor or 11.3 million of  them, 
had no insurance of any kind during the year (U.S. Cen-
sus  Bureau, 2007). Another study found that people 
with private insurance were twice as likely to get the sur-
gery they needed as people receiving Medicaid  (Coleman 
& Kerbo, 2002). Medicare beneficiaries also had inade-
quate benefits. Recipients must pay for as much as 25% 
of their health care (Mooney et al., 2005). As indicated 
earlier in the book, many older adults purchase supple-
mental insurance to cover some of  the gaps.  Although 
Congress passed a new prescription drug plan effective 
in 2006 as part of  Medicare, it has many critics. They 
“argue that the drug coverage is inadequate and 

 complicated, denies beneficiaries the right to purchase 
supplemental coverage, and fails to lower the cost of 
prescription drugs” (Mooney et al., 2009, p. 56).

People of color, who are more likely to be poor, also 
are more likely to lack health insurance and adequate 
health care (Kornblum & Julian, 2007). African Ameri-
can men are one-third less likely to undergo heart 
bypass surgery than their white counterparts  (Kornblum 
& Julian, 2007). It is two times more likely for African 
American women to go without prenatal care than 
white women (2008). Whites are twice as likely to get a 
kidney transplant as African Americans (Coleman & 
Kerbo, 2002). The life expectancy for white males is 6 
years greater than for African American males, and it is 
4 years greater for white than African American females 
(Kornblum & Julian, 2007).
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to escalate. It has been diffi cult to establish whether 
managed care is less expensive that the old approach 
that was based on fee-for-services because of  the 
complexity of  the managed care environment and 
other variables that are diffi cult to control and mea-
sure (Vandiver, 2008).

Another potential goal of  managed care was 
to improve health-care outcomes. That is, health 
and mental health services should be of  high qual-
ity and readily accessible to clients. Yet they should 
also be cost-effective. However, research has indi-
cated that improved quality of  care has not neces-
sarily been achieved in a range of  areas (Vandiver, 
2008). Managed care “fundamentally transformed” 
traditional relationships between clients and workers 
(Lohmann, 1997, p. 201). Historically, social work-
ers in agency settings established treatment plans 
in conjunction with clients, in addition to stressing 
informed consent and confi dentiality to comply with 
ethical standards. Managed care takes these deci-
sions out of  workers’ and clients’ hands and puts 
them into the hands of  third-party decision makers. 
A managed care representative, often a utilization 
reviewer or case manager, then reviews documenta-
tion and regulates “the services that clients receive, 

of it is capitation or cost containment (Vandiver, 2008, 
p. 145). Chambers and Wedel (2005) explain: “Capi-
tation is a term used to indicate a specifi ed amount 
paid periodically to the provider for a group of spec-
ifi ed services, regardless of  quantity rendered. With 
capitation, a reimbursement system involves paying 
providers a fi xed amount to service a client/ consumer 
over a given period” (p. 201). In other words, a rate 
is established that the managed care organization is 
given for each insured worker. An identifi ed group 
or range of  health and mental health care provid-
ers contract with the managed care organization to 
provide health care at a negotiated rate. Instead of 
paying for each visit or treatment received on a fee-
for-service basis, the contracted health care provid-
ers are supposed to provide whatever services the 
insured employees (in individual insurance plans) in 
addition to their families (in family insurance plans) 
require. Managed care programs often provide ser-
vices beyond those typically paid for by health insur-
ance (e.g., prevention services).

One intent of  capitation is to control medical 
costs (Vandiver, 2008). Providers are paid one sum 
per worker regardless of  how many services provid-
ers supply. However, medical costs have continued 

FOCUS ON CRITICAL THINKING 12.1

Health Care Costs and Policy

Critical Thinking Questions
● Does U.S. health care policy require a major over-

haul that would establish a national health insur-
ance program providing universal coverage? Should 
the government fund a program available to all citi-
zens, making private health insurance with its selec-
tive benefits obsolete?

● Do your views reflect a conservative or liberal per-
spective regarding this issue?

These value orientations involve the following variables:

● Is it each individual’s responsibility to earn enough 
money to purchase his or her own health insurance 
or to find a job that provides such insurance? Or is it 
society’s responsibility to provide health care ser-
vices to its members?

● Should people be forced to earn enough to pay for their 
own health insurance so that they don’t take advantage 

of “the system”? Or would national health insurance 
significantly enhance people’s quality of life, especially 
those who don’t currently have health insurance?

● Is it individuals’ responsibility to take care of them-
selves and their families with minimal governmental 
interference? Or is it the government’s responsibility 
to provide health care services because they are so 
critically important to survival?

Consider two other questions:

● Because health care is increasingly expensive, who 
should bear the burden of  paying for it? Workers? 
Employers? All citizens through increased taxes and 
subsequent government funding?

● What about the millions of  poor people, including 
children, who currently have no health insurance or 
access to health services? Is that fair? What should 
be done about it?
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The fi rst involves the potential confl ict between 
“the gatekeeping role of  some managed care orga-
nizations and client self-determination” (Corcoran, 
1997, p. 196). With managed care, clients often no 
longer have the right to the service provider of  their 
choice. Rather, clients are offered a limited range of 
providers or the managed care utilization reviewer 
makes this determination.

Similarly, managed care may confl ict with the eth-
ical principle of  informed consent. Corcoran (1997) 
remarks,

Informed consent requires that the client know in 
advance the clinical procedures, the risk of those 
procedures, and the available alternative proce-
dures. Managed care may destroy informed consent 
by restricting the available procedures to a limited 
number. For example, a managed care company 
may determine the preferred practice and the pre-
ferred providers, with little consideration or disclo-
sure of alternative procedures. (p. 196)

Managed care also has the potential to violate cli-
ent confidentiality (Corcoran, 1997). Social work-
ers are bound by the National Association of Social 
Workers (NASW) Code of Ethics, which emphasizes 
how “social workers should respect clients’ right 
to privacy” and “protect the confidentiality of  all 
information obtained in the course of  professional 
service” (NASW, 1999, 1.07a, 1.07c). (Chapter 2 
reviewed major tenets of  the NASW Code.) Addi-
tionally, it specifi es that social workers “may disclose 
confi dential information when appropriate with valid 
consent from a client” (NASW, 1999, 1.07b). How-
ever, the Code also provides an exception. It indicates 
that social workers should maintain confi dentiality 
“except for compelling reasons. The general expecta-
tion that social workers will keep information confi -
dential does not apply when disclosure is necessary to 
prevent serious, foreseeable, and imminent harm to 
a client or other identifi able person” (NASW, 1999, 
1.07c). If  a managed care organization demands 
information before providing services, what should 
the worker do? What if  the worker does not agree 
with the organization’s expressed need for informa-
tion and believes that the regulations violate clients’ 
right to privacy? Workers may be required to report 
confi dential information whether or not they feel it’s 
ethical in order for clients to receive necessary health 
care. Highlight 12.2 suggests what social workers can 
do to address some of these issues.

especially what specifi c services will be provided and 
at what cost” (Corcoran, 1997, p. 194). To Lohmann 
(1997), managed care “represents the complete (and 
seemingly sudden) triumph of fi nancial management 
concerns over virtually all other professional consid-
erations” (p. 202).

Ethical Dilemmas in Managed Care
Spragins (1998) comments on the potential of  man-
aged care:

Done right, managed care is not just a cheap imita-
tion of fee-for-service medicine. It can work better. 
Its simplest contribution is to link hospitals, doctors 
and specialists so that they can administer care more 
effi ciently. Besides saving money, shared electronic 
records and preset treatment protocols can improve 
the care that individual patients receive. (p. 62)

However, cost cutting and inappropriate decisions 
often hamper this potential effectiveness. The follow-
ing are sad occurrences involving managed care that 
illustrate some of its potential problems:

● “A Medicare HMO threatened to take a 94-year-
old’s wheelchair” (Vallianatos, 2001, p. 7).

● A woman experiencing a “life-threatening asthma 
attack” was taken to a more distant HMO-
sponsored hospital instead of being rushed to the 
nearest medical facility (Vallianatos, 2001, p. 7).

● “A person with AIDS was denied approval by his 
managed care organization . . . of  medications 
he had previously been on” (Vallianatos, 2001, 
January, p. 7).

● A man “suffered a stroke . . . after his HMO failed 
to treat his blood disorder. Clots have since cost 
him both legs. ‘They treated my stroke like the 
fl u,’ he says” (Spragins, 1998, p. 62).

● A 62-year-old woman “lost a kidney after her 
primary care doctor . . . [working under the 
auspices of  a managed care system] refused 
her repeated requests to see a specialist for her 
constant abdominal pain.” She noted that he 
prescribed “range-of-motion exercises” when she 
really “had an infected kidney” (Spragins, 1998).

Social workers must work within their agency set-
tings. However, they are also responsible for main-
taining ethical practices and for making sure clients’ 
needs are met. Several ethical issues may be raised 
concerning managed care.
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 regulations and decision-making hierarchies for health 
care provision tend to dominate. A problem com-
monly faced by such bureaucracies is the lack of cul-
tural sensitivity. Rigid rules do not provide fl exibility 
for adapting to culturally diverse values and needs. A 
major goal in social work is to enhance service provi-
sion for clients. Lack of responsiveness to clients’ cul-
tural values and belief systems can represent a major 
barrier to the provision of effective services.

The following discussion describes six general 
dimensions important in understanding Asian 
and Pacifi c Islander (API) cultures with respect to 
involvement in the health care system. (Note, how-
ever, that we should not overgeneralize. For exam-
ple, we should not assume that all members of  API 
groups adhere to traditional API values to the same 
extent. Focus on Critical Thinking 12.2 addresses this 

Cultural Competence and the 
U.S. Health Care System
Another important issue involves the U.S. health 
care system’s responsiveness to the needs and values 
of  the nation’s various racial, ethnic, and cultural 
groups. Social workers have the ethical responsibil-
ity to examine, attend to, and advocate for positive 
change concerning these groups’ health and wel-
fare. It is beyond the scope of  this book to exam-
ine the treatment of  every cultural group, so we will 
explore one case example—the U.S. health care sys-
tem’s treatment of Americans with Asian and Pacific 
Islander roots in the context of their cultural values.

The U.S. health care system is a huge bureau-
cracy, with many of the characteristics of traditional 
bureaucracies. Although management approaches 
vary within its many organizational structures, strict 

HIGHLIGHT 12.2

Responding to Ethical Dilemmas: Improving Health Care 
Provision on the Macro Level

Managed care is here whether we like it or not. Social 
workers must respond to any ethical dilemmas it poses. 
There are at least four suggestions for how social work-
ers might shape the future managed care environment 
(Barusch, 2006; Vandiver, 2008). First, social workers 
can participate in the formation and scrutiny of  con-
tracts with health providers to make sure they’re fair. 
Second, practitioners can advocate for managed care 
organizations to pay attention and respond to consum-
ers’ rights and needs. Third, social workers can stand up 
and speak out on the behalf  of  Medicaid recipients to 
make sure these clients are receiving the effective services 
they need. Fourth, workers can encourage Medicaid par-
ticipants’ greater participation in the planning and imple-
mentation of  managed care programs. For example, 
social workers can initiate surveys evaluating recipients’ 
opinions of treatment and treatment effectiveness, make 
certain that grievance procedures are in place and used 
when appropriate, and advocate for recipient representa-
tion on advisory groups to maximize consumer input.

Social workers can also lobby legislators for 
improvements in the effectiveness of  health care provi-
sion by managed care organizations (Edinburg & 
 Cottler, 1995). At least the following seven specific 

 provisions could improve legislation to protect clients 
and their rights:

1. Guarantee patients the right to choose a doctor 
outside their health plans’ networks if  they agree 
to share the cost of services.

2. Ensure patients’ access to detailed information 
about coverage, treatment options, and so on.

3. Require companies to cover emergency care 
without prior authorization.

4. Make health plans comply with state and federal 
laws that protect the confidentiality of  health 
information.

5. Require companies to set up procedures under 
which providers could appeal denials of coverage 
(Managed care, 1998, p. 1).

6. Allow physicians and patients, instead of 
managed care bureaucrats, to make decisions 
about treatment.

7. Provide home care and continuity of care10 when 
needed (Vallianatos, 2001, January).

10Continuity of care refers to the efficient ongoing provision of 
services by different or the same agencies to meet clients’ needs 
as their circumstances and needs change.
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parental and familial authority, to the point of  sac-
rificing individual desires and ambitions” (Ho, 1992; 
Kirst-Ashman & Hull, 2009, p. 432; Kitano & Maki, 
1996). Children are “expected to obey parents and 
elders” (Lum, 1995, p. 239). For example, “Oya-
KoKo, a Japanese version of  filial piety to parents, 
requires a child’s sensitivity, obligation, and unques-
tionable loyalty to lineage and parents” (Ho, 1992, 
p. 37).  Especially significant is the obligation of 
younger people to care for parents as they age.

Collective Versus Individual Decision Making
In contrast to the individualist orientation empha-
sized in U.S. health care, API values center on reliance 
on the family or larger group to make ultimate deci-
sions about any individual member’s care (Mokuau, 
2008; Sue & Sue, 2008; Yeo & Hikoyeda, 2000). In 
the U.S. health care system the focus is on individuals 
making decisions about their own medical care.

 issue.) Subsequent content addresses five issues in 
U.S. health care policy—informed consent, advance 
directives, decisions about nursing home placement, 
disclosure of terminal illness, and making end-of-life 
decisions—and examines implications for improved 
health care provision.

Value Dimensions in API Cultures Relating 
to Health Care Provision
At least six concepts inherent in API cultures relate 
directly to U.S. health care provision. These include 
filial piety, collective versus individual decision mak-
ing, emphasis on harmony versus conflict, nonverbal 
communication, fatalism, and a sense of  shame at 
asking for help.

Filial Piety
An important value dimension in API cultures is 
filial piety—“a devotion to and compliance with 

FOCUS ON CRITICAL THINKING 12.2

Th e Hazards of Overgeneralizing

Note that when we speak about any racial, ethnic, or 
cultural group, it is important not to overgeneralize. 
Here we talk about general value dimensions evident in 
API cultures. However, individuals or families from any 
ethnic or racial group may embrace traditional cultural 
norms to various degrees. They may also experience 
 acculturation, which we have established as “the adap-
tation of  language, identity, behavior patterns, and 
preferences to those of the host/majority society” (Lum, 
2004, p. 229). In other words, members of  a diverse 
group may gradually blend into the larger society and 
adopt its values and customs.

Braun and Browne (2000) comment on other influ-
ential dynamics:

Some of the factors, besides timing of immigration, 
that influence culturally linked health behaviors 
include socioeconomic status, language spoken at 
home, extent to which the community (and family) 
is ethnically homogeneous, educational attainment, 
and expectations about returning to one’s ancestral 
home. (p. 186)

Therefore, when we think about a racial, ethnic, or 
cultural group, it’s important not to assume that all mem-
bers comply with all cultural values or conform to the 

same extent. Being of Chinese ethnic heritage does not 
automatically mean a person loves pan-fried dumplings, 
Szechuan shrimp, roast pork lo mein, kung pao chicken, 
or mushroom egg foo young simply because these are 
 traditional ethnic foods. The trick is to view each person 
as a unique personality, yet be sensitive to the possible 
cultural values and beliefs that person may hold.

Another word of  caution concerns differences 
among the many cultures included under the API um-
brella. For example, “in contrast to other Asian cul-
tures, the individual in Cambodian society is not 
necessarily subordinate to the family or social group. 
Although the extended family is acknowledged, family 
structure is based more on the couple relationship” 
(DuongTran & Matsuoka, 1995, p. 251).

Consider the following questions regarding your 
own ethnic and cultural heritage.

Critical Thinking Questions
● What traditions and values characterize your 

heritage?
● To what extent do your own values comply with tra-

ditional ideas?
● What are the reasons for these discrepancies?
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more comfortable with little physical contact and 
larger interpersonal distances. (p. 202)

Much can be learned by carefully observing 
people’s silent responses and subtle nonverbal ges-
tures. For example, it is “improper” for children “to 
discuss issues of  death and dying with parents, yet 
concern by either party may be expressed by nonver-
bal cues such as bowing of  the head or eye contact” 
(McLaughlin & Braun, 1999, p. 324).

API cultures value both self-control and incon-
spicuousness, both of  which discourage the shar-
ing of  information, especially about personal issues 
(Kitano & Maki, 1996). For example, “the tradi-
tional Japanese culture emphasizes the importance 
of inner discipline and encourages the concealing of 
frustrations and disappointments” (Murase, 1995, 
p. 246). Laotian culture stresses “the need to ‘save 
face,’ which means that an individual must stay cool 
or keep quiet in all circumstances”; furthermore, 
“it is considered humiliating to point out a person’s 
 errors directly” (DuongTran & Matsuoka, 1995, 
p. 250; Outsama, 1977).

Fatalism
Fatalism, a fifth value characterizing traditional 
API cultures, is the conception that “events are 
fixed in advance so that human beings are powerless 
to change them” (Ho, 1992; Kitano & Maki, 1996; 
Mish, 1995, p. 423). A “what will be will be” philoso-
phy is contrary to both the medical and social work 
strategies of assessment, planning, intervention, and 
evaluation. The U.S. health care system is focused on 
change, stressing that illnesses and maladies should 
be treated and cured if  at all possible. In contrast, a 
fatalistic perspective implies that medical treatment 
is useless because fate controls events. Therefore, 
why should one expend the effort to pursue it?

Shame at Asking for Help
API values include an emphasis on family, coopera-
tion, and harmony, and an aversion to causing trouble. 
All these contribute to avoidance of  the U.S. health 
care system. For Asian Americans and Pacific Island-
ers, “there is stigma about and shame in experienc-
ing mental and emotional distress” (Balgopal, 1995, 
p. 236; Fong, 2008; McLaughlin & Braun, 1999). 
Thus family and group members strongly prefer to 
deal with issues and illnesses within the family, rather 
than expose problems to outsiders. For example, for 
 Chinese Americans, “to share negative information 

Emphasis on Harmony Versus Confl ict
API cultures emphasize the importance of members 
getting along and not causing trouble for the fam-
ily, a concept that characterizes collectivist societ-
ies. The implication, then, is that individuals must 
“endure hardship and pain,” especially if  address-
ing issues that might disturb or cause discomfort 
for other family or group members (McLaughlin & 
Braun, 1999, p. 325). For example, in Vietnamese 
culture, “harmony in interpersonal relationships is 
accomplished through tact, delicacy, and politeness, 
sometimes at the cost of  honesty and forthright-
ness” (DuongTran & Matsuoka, 1995, p. 251). In 
Hawaiian culture, “contributions to unity and har-
mony are more valued . . . than are competitive suc-
cess or self- satisfaction” (Ewalt & Mokuau, 1996, 
p. 260; Mokuau, 2008). Many values in Hawaiian 
culture reflect the importance of harmony and affili-
ation, including “generosity, graciousness, keeping 
promises, intelligence, cleanliness, and helpfulness” 
(Mokuau, 1995, p. 1795; 2008).

There also tends to be respect for clearly defi ned 
family structures and hierarchies of authority, which 
clarifi es expectations and encourages predictability 
of  behavior. For instance, Samoan culture stresses 
“hierarchical systems with clearly defi ned roles. The 
highly structured organization of  the family defi nes 
an individual’s roles and responsibilities and guides 
the individual in interactions with others” (Ewalt & 
Mokuau, 1996, p. 261).

Nonverbal Communications
A fourth value inherent in API cultures involves 
silent or nonverbal communication. Yamashiro and 
Matsuoka (1997) explain that “in Asian and Pacific 
[Islander] cultures, language may not accommodate 
all that individuals think and feel—especially for those 
who are not socialized to use language as a primary 
means for expressing feelings” (Fong, 2008; Yamashiro 
& Matsuoka, 1997, p. 180). Diller (1999) remarks,

Asians also tend to have a very different nonverbal 
communication system. Providers need to be aware 
of  this, because unlike the Western therapeutic 
focus on speaking, much of the communication in 
Asian cultures is nonverbal. The meanings of facial 
expressions, gestures, eye contact, and various cul-
tural symbols or metaphors are usually completely 
different from Western ones. Research has found 
Asians to have a “low-contact” culture—that is, 
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Because of  the collective nature of  decision making 
in API cultures, it is customary for “all family mem-
bers” to “receive the same level of  detail about the 
patient’s diagnosis, prognosis, and treatment options” 
(Braun, Mokuau, & Tsark, 1997; McLaughlin & 
Braun, 1999, p. 324).

Three problematic issues relate to informed con-
sent (McLaughlin & Braun, 1999). First, consider 
Asian Americans’ and Pacifi c Islanders’ emphasis on 
harmony and conformity to group wishes. Given the 
API cultural orientation toward cooperation, patients 
may feel obligated to sign consent papers presented to 
them when they don’t really want to. Second, cultural 
norms emphasizing silence and inconspicuousness 
may prevent patients from voicing contrary opin-
ions, asking questions about illnesses, and declining 
to sign papers. Third, health care personnel are often 
unaware of  how API cultural values can affect the 
consent process and interfere with its integrity.

Advance Directives
A second problematic issue concerning API cultures 
and the health care system involves advance direc-
tives. Introduced in Chapter 10, these are written, 
witnessed, signed instructions regarding what indi-
viduals wish to have done in the event that they are 
unable to make decisions (McLaughlin & Braun, 
1999; Yeo & Hikoyeda, 2000). They can either 
describe what should be done under certain medical 
circumstances or identify some other individual to 
make these decisions. For example, what should be 
done for a person who is brain-dead and living on a 
respirator? Should that person be kept alive as long 
as possible, or should someone “pull the plug”?

Two issues tend to surface here with respect to 
API cultures (McLaughlin & Braun, 1999). First, 
health care practitioners are legally required to 
“approach patients for copies of advance directives” 
(McLaughlin & Braun, 1999, p. 331). However, in 
Chinese, Japanese, and Hawaiian cultures, people 
avoid discussing death for fear of  inviting it or suf-
fering negative consequences. Second, it is pointless 
for Asian Americans and Pacifi c Islanders to discuss 
such issues because of  their collectivist approach. 
They assume that family members will address those 
issues when the appropriate time comes.

Decisions About Nursing Home Placement
Many Asian Americans and Pacific Islanders embrace 
the concept of  filial piety and believe that children 

outside the home is to bring disgrace on the family 
name; . . . mental illness and retardation, criminal 
behavior, job failure, and even poor school grades are 
kept in the family” (Lum, 1995, p. 239).

When it becomes obvious to family members that 
the family is incapable of resolving health problems, 
they hesitantly turn to health care providers. For 
example, for Japanese Americans, “any request for ser-
vice” concerning mental health is of “an extraordinary 
nature . . . the presenting problem is likely to be a severe 
dysfunction beyond the coping capacity of  the indi-
vidual or his or her family” (Murase, 1995, p. 246). For 
physical illness, API families tend to pursue external 
health care services “only if emergency care is needed” 
(McLaughlin & Braun, 1999, p. 325). Once that step is 
taken, health care professionals are expected to make 
collectivist decisions—that is, those “in the best inter-
est of the greatest number of people involved with the 
patient” (McLaughlin & Braun, 1999, p. 325).

Confl icts Between API Cultural Values and 
the U.S. Health Care System
Conflicts between API cultures and U.S. health care 
system policies and practice revolve around at least 
five areas: informed consent, advance directives, deci-
sions about nursing home placement (McLaughlin 
& Braun, 1999), disclosure of  terminal illness, and 
end-of-life decisions (Yeo & Hikoyeda, 2000). Given 
these conflicts, the U.S. health care system can either 
detract from the health and well-being of  Asian 
Americans and Pacific Islanders or empower them.

Informed Consent
In the U.S. health care system, individual patients 
are subject to informed consent, which involves a per-
son’s right to receive adequate information about 
“the consequences and risks of a medical procedure” 
or treatment process, evaluate alternatives, and give 
permission for a procedure before it’s begun (Pietsch 
& Braun, 2000, p. 38). In many API cultures, this 
presumed right does not comply with prevailing val-
ues and norms (McLaughlin & Braun, 1999). For 
instance, “unlike the custom among white people, 
for whom the individual patient is the decision 
maker, many Japanese and Chinese families assign 
decision-making duties to the eldest son. In Pacific 
Islander families, it may be less obvious who the 
decision maker is” (McLaughlin & Braun, 1999, 
pp. 323–324). The entire family may share duties and 
assume designated responsibilities like getting food. 
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not be informed of  a terminal illness because he or 
she would lose the strength and hope needed to cope 
with the illness” (Yeo & Hikoyeda, 2000, p. 114).

Health care personnel thus face an ethical 
dilemma. Policy and professional ethics may require 
that a patient be informed of a terminal diagnosis so 
that practitioner and patient can discuss and weigh 
treatment options. However, culturally, the patient 
may not want to know and may well choose igno-
rance if  given that option.

End-of-Life Decisions
A related issue to disclosure of  terminal illness is 
whether to continue life support for individuals who 
cannot make decisions and have no hope of recovery 
(e.g., those who are brain-dead) (Yeo & Hikoyeda, 
2000). We have established that traditional API 
cultures tend to rebuff  advance directives. Yeo and 
Hikoyeda (2000) explain:

Cultural values might emphasize longevity over qual-
ity of life, especially for one’s parent. Some families 
do not want to make decisions that would preclude 
the possibility of a miracle from either God or the 
American medical system, of which they might have 
unrealistically high expectations. (p. 104)

Highlight 12.3 proposes five recommendations 
to address the fi ve value con- fl icts discussed here—
informed consent, advance directives, placement deci-
sions, disclosure of  terminal illness, and end- of-life 
decisions.

should care for aging parents (Balgopal, 1995; Duong-
Tran & Matsuoka, 1995; Lum, 1995; McLaughlin & 
Braun, 1999; Murase, 1995). For them, nursing home 
placements are to be avoided at all costs. Thus API 
families tend to wait until situations reach crisis pro-
portions before investigating possible nursing home 
placement (McLaughlin & Braun, 1999; Murase, 
1995). Stress may escalate due to pressure to maintain 
two incomes, care for both children and aging parents, 
and deal with the physical and cognitive health prob-
lems experienced by aging parents.

Interestingly, in contrast to Western culture, 
“many traditional API cultures expect death to 
occur at home and have mourning traditions that 
involve keeping the body at home for a number of 
days before burial” (McLaughlin & Braun, 1999, 
p. 331; Nichols & Braun, 1996). Thus imminent 
death may not spur API families to remove the dying 
member to a nursing or hospital facility.

Disclosure of Terminal Illness
Although physicians generally tell family mem-
bers about a terminal illness, informing the patient 
about ensuing death is taboo in many API cultures 
(Yeo & Hikoyeda, 2000). It may be “that the fam-
ily does not want the patient to become disheartened 
and give up on living, that the family feels it is disre-
spectful to speak of  such things to an elder, or that 
talking about death is ‘polluting’ or will cause bad 
luck” (McLaughlin & Braun, 1999, p. 330). People 
in Japan, for example, believe that “a patient should 

HIGHLIGHT 12.3

Recommendations for a More Culturally Competent 
Health Care System

Large service provision systems are never perfect. There 
are always quirks and problems because such a broad 
range of people are involved. Bureaucracies have estab-
lished rules to assist in their functioning. A large health 
care system cannot adapt itself  perfectly to all its bene-
ficiaries’ needs. However, an ongoing concern for social 
workers is the need to assess large systems’ functioning, 
recommend improvements, and work to achieve posi-
tive changes. This is especially true in view of  the U.S. 
population’s cultural diversity.

How can the U.S. health care system become more 
sensitive to API (and other) cultures? And how can 
social workers address this issue? Five recommenda-
tions are proposed here:

1. Provide training for health care personnel that 
sensitizes them to API cultural values and issues 
(Braun & Browne, 2000; McLaughlin & Braun, 
1999; Yamashiro & Matsuoka, 1997). Staff  
should be taught to carefully observe periods of 

(continued)
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In China AIDS has become an “epidemic that 
races across the country” following a “route [from 
Burma] of  drug smugglers, of  truck drivers, of 
migrant workers and the prostitutes that wait for 
them.” Consider this picture:

Chen Ah-Yan usually gets up after midnight. She 
lounges on an L-shaped couch with three other girls 
in a tiny room open to the sticky air of the street, 
watching music videos halfheartedly and calling 
out to passers-by. Occasionally . . . [she] catches 
the attention of a man in one of the fancy cars with 
blackened windows cruising the streets—“drug 
smuggler,” she comments casually—and brings him 
upstairs to the makeshift room not much larger than 
a twin mattress. The slim 18-year-old wearing dark-
red lipstick . . . came to this town [from the country] 
a few months ago [seeking excitement]. . . . “Sure, 
we know about AIDS,” Chen giggles. “But we’re 
just here to have fun.” (Fang, 2001, pp. 22–23)

International Perspectives: 
AIDS—A Global Crisis
Consider these international scenarios.

In sub-Saharan Africa, 5% of  all adults ages 15 
to 49 or 22.5 million people are HIV positive (KFF, 
2008). “Unscrupulous entrepreneurs” are “hus-
tling for corpses” as thousands die from AIDS and 
funeral parlors are swamped with bodies; picture 
this scene:

So fast are AIDS victims piling up that . . . 
morgues and cemeteries are out of space. A lively 
black market has grown up in stolen burial equip-
ment. Crooked morgue workers sell corpses to 
favored undertakers, or to the highest bidder, some-
times even before bereaved families arrive to claim a 
body—leaving the relatives no choice but to pay the 
undertaker who collected the remains. (Masland, 
2001, p. 45)

HIGHLIGHT 12.3 (continued)

silence, nonverbal behavior, and family or group 
interaction for clues to understanding such 
behavior. They should pay careful attention to 
“the language used to discuss the patient’s 
disease, . . . whether decisions are made by 
the patient or by the larger family unit, . . . the 
relevance of  religious beliefs, . . . [and] the 
patient’s and family’s degree of  fatalism versus 
an active desire for control of  events” (Braun & 
Browne, 2000, p. 186).

2. Encourage personnel in the health care system to 
“begin addressing end-of-life planning issues with 
whole families (not just individual patients) earlier 
in the life course (rather than waiting until the 
end) and in nonhospital venues” (McLaughlin & 
Braun, 1999, p. 333). Agency policy should 
encourage staff  to tune in to cultural values 
regarding collectivist versus individual perspectives 
on decision making and to work with families 
accordingly.

3. Urge the health care system to begin investigating 
the adoption of  family-centered rather than 
individual-centered decision-making models for 
virtually all health-related decisions (Fong, 2008; 
McLaughlin & Braun, 1999; Mokuau, 1995). 

Health care personnel should seek to understand 
individuals’ and family’s values and to work 
within those value systems to the greatest extent 
possible. The health care system should respect 
both the individual’s and the family’s right to 
self-determination (Ewalt & Mokuau, 1996).

4. Establish “parallel services” whereby attention 
and treatment are tailored to meet the cultural 
needs and expectations of  API people. For 
example, some “successful programs in San 
Francisco and Los Angeles” use “language, signs, 
food and drinks, and [service] providers” 
representing “the culture being served” (Braun & 
Browne, 2000, p. 186). The downside of  this 
approach, of  course, is that it’s expensive to 
duplicate services. In the event that it’s financially 
unfeasible to develop parallel services, programs 
could at least employ bilingual staff  to assist in 
the assessment and treatment process (Braun & 
Browne, 2000).

5. Encourage social workers to advocate for policy 
and practice changes in the health care system. 
The system should respect and appreciate 
cultural diversity and self-determination, not 
pretend they don’t exist.
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normal cells. HIV attacks normal white blood cells 
(called T cells) that fight off  diseases invading the 
body (Strong et al., 2008). The specifi c type of T cell 
that’s vulnerable has CD4 molecules on its surface 
that help coordinate the body’s resistance “to certain 
microorganisms such as viruses” (Aidsmap, 2005). 
Hereafter, we will refer to these cells as CD4 T-cells.

After invading the CD4 T-cell, HIV immediately 
begins destroying this host cell and injecting its own 
genetic material into the cell. The transformed CD4 
T-cell then begins producing more HIV instead of 
reproducing its former self. As the invaded CD4 T-cells 
produce more of the virus and fewer disease-attacking 
white blood cells, the body’s immune system dete-
riorates. As a result, the body is left defenseless and 
becomes easy prey to other infections. In short, HIV 
destroys the body’s immune or defense system so that 
other diseases invade and eventually cause death. HIV 
is a frightening agent that has continued to mutate into 
various strains, making it diffi cult to fi nd a cure.

People may have contracted HIV and be HIV-
positive but not yet be diagnosed with AIDS. HIV 
gradually destroys the immune system, so it may 
take a while to develop the serious conditions char-
acterizing AIDS. According to the CDC, full-blown 
AIDS diagnosis applies when a person has a positive 
HIV blood test and a CD4 T-cell count below 200 
per cubic millimeter of  blood (normal people have 
about 1,000) (Crooks & Baur, 2008). Among the 
numerous illnesses that may develop as the immune 
system plummets are blood and other serious viral 
infections; brain infections and deterioration; Pneu-
mocystis carinii pneumonia (a rare form of pneumo-
nia from which people with normal immune systems 
are protected); yeast infection of  the esophagus, 
mouth, or genitals; cancer of  the lymph glands; 
tuberculosis;11 and exacerbated herpes simplex con-
ditions (resulting in ulcers in the mouth or on the 
genitals that occur more frequently and severely 
than usual) (AllRefer.com, 2005). People who have 
not contracted HIV are generally immune to these 
ailments.

HIV affects each individual differently. Some 
people go for years before experiencing negative 
 effects; others exhibit symptoms much earlier.  Initial 

In 2007, 2.1 million people died from AIDS 
around the globe, and there were 2.5 million new 
HIV infections (KFF, 2008). In the United States, 
1.2 million people are HIV infected (UNAIDS, 2008). 
In 2006, 35,314 new cases of  HIV positive people 
were diagnosed in 33 states; however, this does not 
refl ect the actual number of new cases because many 
people have HIV and don’t know it (CDC, 2008).

Race and gender are variables involved in HIV 
transmission. Whereas African Americans embody 
12.8% of the population, they accounted for 49% of 
the diagnoses made during 2006 (CDC, 2008). His-
panics, who make up about 14% of  the population, 
made up 18% of new diagnoses (UNAIDS, 2008).

Women accounted for 27% of new transmissions, 
up from 8% in 1985 and 13% in 1990 (KFF, 2008). 
African American women made up about 66% of 
new AIDS infections among women in 2006, whereas 
they only represent roughly 12% of the U.S. popula-
tion of  women; this is 21 times the rate of  infection 
for white women (KFF, 2008). Latinas, who com-
prise 13% of  the female population, reflected 16% 
of female AIDS diagnoses (KFF, 2008). The rate or 
infection for Latinas was fi ve times the rate for white 
women (KKF, 2008). Because of  its signifi cance on 
a national and global level, this section will devote 
considerable attention to AIDS and health care.

HIV and AIDS
Acquired immune deficiency syndrome (AIDS), 
caused by human immunodeficiency virus (HIV), 
is a disease that destroys the body’s immune system. 
Infected people thus gradually become increasingly 
vulnerable to opportunistic diseases—conditions and 
infections that themselves are usually not life threat-
ening but that take advantage of a weakened immune 
system and use this opportunity to invade it.

HIV is a type of virus called a retrovirus. A virus is 
a submicroscopic, infectious parcel of  genetic mate-
rial, resembling in some ways a tiny living organ-
ism and in other ways inert (lifeless) material, that 
can grow and multiply only within the living cells of 
bacteria, plants, and animals. There is no cure for a 
virus. Note that viruses also cause the common cold 
and influenza; available medications may alleviate 
symptoms but will not cure the virus.

A retrovirus is a special kind of virus that invades 
normal cells and causes them to reproduce more of 
the virus rather than reproduce themselves like other 

11Tuberculosis is a disease usually affecting the lungs that is char-
acterized by the development of tubercules (“small, fi rm, rounded 
nodule[s] or swelling[s]”) (Nichols, 1999, p. 1402).
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caused by other viruses, bacteria, parasites, and 
fungi. AIDS is currently “among the leading causes 
of  death worldwide and the leading cause of  death 
in sub-Saharan Africa” (KRR, 2008). Highlight 12.4 
reviews methods of HIV transmission.

Measurement of the CD4 T-Cell Count
Several tests have been developed to determine if  a 
person has been exposed to the AIDS virus. These 
tests directly detect not the virus but the antibodies 

 indications include a dry cough, abdominal discom-
fort, headaches, oral thrush, loss of  appetite, fever, 
night sweats, weight loss, diarrhea, skin rashes, 
fatigue, swollen lymph nodes, and lack of  resistance 
to infection. Unfortunately, other illnesses have simi-
lar symptoms, so it’s easy for people to overlook 
the possibility that they are HIV-positive. As AIDS 
progresses, the immune system becomes less capa-
ble of  fighting off  opportunistic diseases, making 
the infected person vulnerable to a variety of  can-
cers, nervous system degeneration, and infections 

HIGHLIGHT 12.4

How Is HIV Transmitted?

Transmission of  HIV has been clearly documented 
through the exchange of bodily fluids from one person 
to another. “Semen, blood, and vaginal secretions are 
the fluids most often implicated in transmission of 
HIV” (Kelly, 2008, p. 499).

Kelly (2008) describes various means of  transmit-
ting HIV:

Several routes of  HIV infection have been clearly 
documented:

1. Anal or vaginal intercourse.
2. Oral-genital activity.
3. Contact with semen or vaginal fluids from an 

infected person.
4. Organs transplanted from infected persons.
5. Contact with infected blood, through use of 

contaminated needles and syringes shared by 
drug users or used for tattooing, ear piercing, or 
injection of steroids.

6. Transfer from mother to child [during pregnancy 
or birth] . . . 

Sharing anal intercourse is especially risky behavior, 
because the virus from the semen enters the blood-
stream through the many small tears in the colon. 
[The colon is not lined with a mucus membrane like 
the vagina, so it is much more likely to experience 
tears.] . . .

The risks associated with oral-genital sex have 
been difficult to quantify, partly because this behavior 
usually is practiced in conjunction with other sexual 
activities that may be highly risky. However, there have 
been cases in which HIV was transmitted from a man’s 
semen during fellatio (oral sex performed on a male). 
[For example, any cuts or sores in the mouth might 
allow for tainted semen to enter the bloodstream.]

Although ordinary kissing appears to pose only a 
minor threat, the CDC [Centers for Disease Control] 
has reported a case of  HIV transmission through 
kissing. Both parties had gum disease, confirming 
the earlier suspicion that viruses carried in saliva 
could enter the body through tiny breaks or sores 
within the mouth or enter the lymphatic cells in the 
tonsils. Experts therefore continue to caution against 
prolonged, wet deep kissing (French kissing). . . .

Casual contacts with infected persons—even in 
crowded households, social settings, schools, or the 
workplace—are not dangerous. There are no docu-
mented cases of  HIV being transmitted through 
food, water, toilets, swimming pools or hot tubs, 
shared drinking or eating utensils, telephones, or 
used clothing. Several research studies have demon-
strated that the virus is not transmitted by insects. 
(pp. 499–500)

One group with a high likelihood of  HIV transmis-
sion includes IV drug users who share needles as this 
may involve direct injection of  minute quantities of 
HIV-infected blood. People, heterosexual and gay, who 
engage in unprotected anal intercourse increase risk of 
transmission. Of course, many types of  sexual interac-
tion that includes unprotected transmission of  bodily 
fluids enhance the risk of contracting HIV.

Note that treatment of  HIV-positive women during 
pregnancy can help to protect the fetus; “the antiviral 
drug zidovudine (also known as ZDV, AZT, or Ret-
rovin)” with prescribed regimented use has reduced 
risks of  passing HIV on to the baby by almost 70% 
(Rathus, Nevid, & Richner-Rathus, 2008; Strong et al., 
2008, p. 565).
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is still no safe, effective vaccine, but recent develop-
ments in drug therapy have raised hopes in the area 
of treatment. Today many drugs are used to com-
bat HIV/AIDS. They offer a good deal of hope to 
people with HIV/AIDS . . .

A combination or “cocktail” of antiviral drugs has 
become the standard treatment of HIV/AIDS. This 
combination—referred to as HAART (which stands 
for highly active antiretroviral therapy)—decreases 
the likelihood that HIV will develop resistance 
to treatment. It has created hope that AIDS will 
become increasingly manageable—a chronic health 
problem as opposed to a terminal illness. However 
HAART is expensive, and many people who could 
benefi t from it cannot afford it. The side effects of 
these medicines can be unpleasant including nausea 
and, in [some cases,] . . . unusual accumulations of 
fat, such as “buffalo humps” in the neck.

It is now possible to get the benefi ts of HAART 
by taking a three-in-one pill, Atripla, with “sand-
wiched” ingredients that are released at differ-
ent rates. However, the expense of treatment has 
not diminished. [At the time of this writing,] . . . 
Atripla was priced at $1,150 for a 30-day supply. 
(pp. 533–534)

HAART has cut the death rate of AIDS by about 
75% since the late 1990s (Rathus et al., 2008). How-
ever, it’s not a cure but an inhibitor, and, at such 
expense, it’s not readily available to the rest of  the 
world (Rathus et al., 2008). Problems thus include

● Drug effectiveness depends on a relatively 
complicated schedule and routine that some people 
fi nd diffi cult or impossible to follow. AIDS is the only 
disease requiring such meticulous “compliance”; 
if  a patient misses “even a pill or two a month, the 
virus can mutate, fi guring out how to resist the drug 
and forcing patients to switch regimens” (Brink, 
2001, pp. 45–46).

● Cocktail drugs don’t destroy HIV. At best, they 
inhibit it at exorbitant cost (Strong et al., 2005).

Another treatment approach simply involves 
healthful living. Good nutrition, regular exercise, 
stress management, and other practices consistent 
with good health can contribute to staying healthier 
longer (Strong et al., 2008).

We have mentioned that clinical research is being 
conducted on vaccines for HIV, although none have 
been found as yet (AIDSinfo, 2005). “Even when 

a person’s immune system develops to fight the  virus. 
Two of  the most widely used tests are the ELISA 
(short for enzyme-linked immunosorbent assay) and 
the Western blot. The ELISA can be used in two 
important ways. First, donated blood can be screened 
to prevent the AIDS virus from being transmitted 
by blood transfusions. Second, individuals who fear 
they may be carriers of the virus can be tested. For a 
person who has been infected with HIV, it generally 
takes 2 to 3 months before enough antibodies are 
produced to be detected by the test.

The ELISA is an extremely sensitive test and 
therefore is highly accurate in detecting the pres-
ence of  antibodies. It rarely gives a negative result 
when antibodies are present. However, it has a much 
higher rate of  false positive results; that is, it indi-
cates that antibodies are present when in reality they 
are not. Therefore, it is recommended that positive 
results on the ELISA be confi rmed by another test 
called the Western blot or immunoblot. This test is 
much more specifi c and less likely to give a false pos-
itive. Because the Western blot is expensive and dif-
fi cult to administer, it can’t be used for mass blood 
screening as can the ELISA. Neither test can deter-
mine if  a person already has AIDS or will actually 
develop it. The tests only establish the presence of 
antibodies that indicate exposure to the virus.

Kelly (2008) refl ects:

New generations of HIV tests are extremely sen-
sitive and can distinguish between different strains 
of HIV. . . . [For example, a] saliva test for HIV 
is available that offers results in 20 minutes with 
over 99% accuracy. A positive result should still be 
confi rmed with a blood test, but this new, quicker 
method means that people do not have to wait two 
weeks to get their results. The saliva test has not 
been approved for over-the-counter sale without a 
prescription and is used only within medical set-
tings. (pp. 501–502)

Treatment for AIDS
Rathus et al. (2008) comment on the current state of 
treatment for HIV/AIDS:

For many years, researchers were frustrated by fail-
ure in the effort to develop effective vaccines and 
treatments for HIV/AIDS. Potential HIV/AIDS 
vaccines are being tested on people and animals, 
but optimism seems to grow and then wane. There 
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feelings about themselves and maximize the control 
they have over their lives. Social workers can help HIV-
positive people seriously consider alternatives and 
make their best choices. It’s important to remain as 
active in normal life activities as possible.

With the advent of cocktail drugs and signifi cantly 
longer life expectancies for people with AIDS, the 
concept of empowerment becomes especially impor-
tant. Persons with AIDS should never be referred to 
as  victims. Rather, they should be referred to as peo-
ple living with AIDS, with an emphasis on living. The 
word victim implies helplessness, powerlessness, and 
lack of  control. People living with AIDS need to be 
viewed as individuals capable of empowerment, not as 
helpless victims. Hope should be maintained because 
many people living with AIDS have years of fruitful 
living ahead of  them. Much research and effort are 
being directed at combating the disease. Highlight 12.5 
explores the importance of critically evaluating both 
the positive and negative sides of life experiences.

a promising vaccine is discovered, it will take time 
to test and evaluate its safety and effectiveness” 
(USDHHS, 2004). Two avenues of research are being 
pursued. Preventive vaccines are being investigated 
to prevent HIV infection in HIV-negative people. Ther-
apeutic vaccines are being explored to help improve 
the immune system in HIV-positive individuals.

Empowerment for People Living with AIDS
Empowerment is a key concept for social workers 
helping persons with AIDS. Empowerment involves 
feeling good about ourselves and feeling that we have 
some control and direction over our lives. Empower-
ment is clearly related to hope.

Because of the prevalence of AIDS in the United 
States, social workers will likely work directly or indi-
rectly with persons having the disease. The essence of 
social work practice with people who are HIV-positive 
involves providing support, focusing on strengths, and 
seeking empowerment. People need to develop  positive 

HIGHLIGHT 12.5

Evaluating the Consequences of Life Experiences

Maintaining a meaningful quality of life involves focus-
ing on the positive instead of the negative aspects of life. 
Each moment of each day, we can choose how to look at 
the exact same situation in either a positive or a negative 
light. For example, many of us dream of winning the lot-
tery. When one man won $21 million, he was thrilled. He 
had spent many happy hours over the years with his pals 
at a local bar, watching the televised announcements of 
lottery winners and hoping that he would be one of 
them. Finally, it happened. Ecstatic, he said he would 
“take care of” all of his bar buddies. Although envious, 
they were also happy that he had won and were enthusi-
astically looking forward to their “cut.”

However, the story does not have the happiest of 
endings. It seems the man forgot to give his friends the 
share they felt they had coming. Hard feelings emerged 
as former friends bandied about threats of  lawsuits for 
unfair treatment. The winning man found that he no 
longer had friends at the bar. For that matter, he no 
longer had friends in his neighborhood, so he decided 
to move to a “better” neighborhood where he knew no 
one. He had lost most of his friends.

Additionally, he had to get an unlisted telephone num-
ber because he and his wife couldn’t stand the barrage of 

solicitations. The man was approached by almost every-
one he knew, including relatives. They either not so subtly 
hinted that they could use a few extra bucks or asked him 
point-blank for loans they felt they would never have to 
repay. Taxes eradicated a third of  his winnings almost 
immediately. Still wealthy, he bought a red Porsche. But 
the man’s life had changed. He no longer experienced the 
same sense of belongingness, peace, and happiness that 
he had in his poorer days.

There are numerous other examples of  positive and 
negative sides to any event. The birth of  a long-awaited 
baby may mark a couple’s most joyous occasion. How-
ever, the hospital and other medical costs not covered 
by insurance may place a heavy financial burden on 
them. Finding reasonable yet high-quality day care so 
that the mother can return to work may be difficult. A 
colicky baby may keep them both up much of  the 
night, making the thought of  getting up the next day a 
nightmare.

The moral of  this story is the importance of  focus-
ing on the positive aspects of  any particular situation. 
People with AIDS need to work hard at identifying, 
concentrating on, and enjoying the positive elements in 
their daily lives.
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with AIDS cope with disfigurement and loss of 
function. Highlight 12.6 discusses the importance of 
dealing with all life issues, including death.

As an educator, a social worker can provide infor-
mation about the progression of  the disease, drug 
treatments, stress management, positive lifestyle 
choices, and safe sex practices. Social workers may 
also provide crisis intervention, a brief  and time-
limited therapeutic intervention through which a 
social worker helps a client learn to cope with or 
adjust to extreme external pressures. Examples of cri-
ses experienced by people with AIDS include sudden 
bouts of illness, job loss due to illness, and escalating 
 expenses for medical treatments.

Empowerment can come from reconnections 
(Haney, 1988). Having AIDS often makes people feel 
isolated from family, friends, and others, and discon-
nected from their old lives. Social workers can help 
people with AIDS reconnect with other people. Sup-
port systems are essential and can include family mem-
bers, friends, intimate others, and coworkers. Lines of 
communication need to be maintained. Significant 
others must also express and face their feelings in 
order to deal with them and support people living with 
AIDS. Otherwise they might shun negative feelings by 
avoiding and withdrawing from people with AIDS.

Social workers may also provide family counsel-
ing, in which they help the person with AIDS dis-
cuss issues with other family members. Just as clients 
themselves must learn to cope, so must significant 
others and family members. Their feelings and fears 
must also be elicited so that they can be addressed.

Social workers, as brokers, may help link  clients to 
needed resources and services. People with AIDS may 

Haney (1988) emphasizes that positives can come 
from any negative experience. Working through dif-
ficulties makes people stronger and wiser. He lists 
some of  the positives that he has experienced since 
contracting AIDS. These include

learning to accept [his] limitations; learning to 
cope by getting in touch with [his] strengths; expe-
riencing a clarity of purpose; learning to live one 
day at a time; learning to focus on the good in [his] 
life here and now; and the incredibly moving experi-
ence of having complete support from [his] fam-
ily, friends, lover, people [he] hardly know[s], and 
sometimes even complete strangers. (p. 252)

Social Work Roles and Empowerment for 
People Living with AIDS
Social workers assume many roles when working 
with people living with AIDS. First, a social worker 
can provide counseling, in which a client’s issues are 
addressed, feelings and emotions are expressed and 
discussed, and plans are made. A social worker may 
help a client work out issues and objectively evaluate 
life situations. The worker may also assist the client 
in focusing on positives, even when the client is cop-
ing with the negative aspects of HIV/AIDS.

Social workers may help HIV-positive people deal 
with feelings of  fear, guilt, anger, depression, hope-
lessness, abandonment, and any other emotions they 
may experience. Regardless of  how clients feel, it is 
crucial to bring these feelings out in the open so cli-
ents can deal with them. Emotional repression and 
isolation should be avoided. If  health signifi cantly 
deteriorates, social workers may also help people 

HIGHLIGHT 12.6

Empowerment by Dealing with Life and Death

It is important for people with AIDS to deal not only 
with life but also with death. Social workers can help 
people with AIDS address any spiritual issues that 
may concern them. Helping people with AIDS discuss 
plans for what will happen after their death can be 
useful. In a way, this may help them gain greater con-
trol. They may need to write a will or make funeral 
arrangements. They may want to finish unsettled 

 business or resolve disputes with significant others. A 
useful concept in working with people who are facing 
their own death is the idea of  making them “the star 
of  their own death.” In other words, instead of  avoid-
ing issues concerning death because this can make 
people feel uncomfortable, emphasize that people 
approaching death have the right to make decisions 
and settle their affairs.
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● Although funding has increased in recent years, 
“resources fall short of  projected need and, 
despite increased efforts, most people living with 
HIV and those at risk do not have access to 
prevention, care, and treatment” (KRR, 2008).

● Almost two-thirds of  those receiving needed 
treatment for HIV come from the United States and 
other industrialized nations (Marchione, 2003).

● The sub-Saharan population is 10% of the world’s 
total, but the region has only 1% of  the world’s 
wealth (Rathus et al., 2002).

● Life expectancy for 2005–2010 has declined from 59 
to 45 years in the entire region and, worse yet, from 
61 to 33 years in Zimbabwe (Rathus et al., 2002).

Highlight 12.7 provides several scenarios describ-
ing what it might be like to have AIDS and live in 
sub-Saharan Africa.

HIV infection rates present a devastating prob-
lem. (This is true especially among women, who are 

need services concerning health, income maintenance, 
housing, mental health care, and legal assistance.

Social workers may refer clients with AIDS to 
support groups, in which they can talk with others 
who also have AIDS and are experiencing similar 
problems and issues. HIV-positive people need not 
feel isolated and alone. They can see that there are 
other people who understand their issues and feel-
ings. Additionally, such groups provide excellent 
channels for gaining information on how others have 
worked out similar problems. Social workers can 
also facilitate support or educational groups by serv-
ing as leader and keeping the group on track.

In addition, social workers can provide case man-
agement services to people living with AIDS. Earlier 
chapters established that case management involves 
assessing a client’s needs, developing plans to meet 
these needs, linking the client with the appropriate 
services, monitoring service delivery, and advocating 
for the client when necessary (Taylor-Brown, 1995).

Note that part of  case management involves 
 advocacy—the act of  stepping forward and speak-
ing out on the behalf  of  clients to promote fair and 
equitable treatment or gain needed resources. Social 
workers may advocate for clients with AIDS whether 
those workers are case managers or not.

Advocacy may be necessary for several reasons. 
Advocacy can target unfair treatment when HIV-
positive people are discriminated against, denied 
services, fired from jobs, or evicted from hous-
ing. Advocacy can also be used to seek necessary 
resources such as health care or fi nancial assistance 
when it’s not readily available.

International Perspectives: 
AIDS in Sub-Saharan Africa
Sub-Saharan Africa is the region on the globe most 
severely ravaged by AIDS, as demonstrated by the 
following facts:

● Currently, 22.5 million people are HIV-positive in 
sub-Saharan Africa (KFF, 2008). This is over two-
thirds of the 33.2 million people infected globally.

● 88% of the world’s children who have HIV/AIDS 
live in sub-Saharan Africa (KRR, 2008).

● Many millions of  people have already died from 
the disease in sub-Saharan Africa (KRR, 2008).

● 61% of  people with HIV/AIDS living in sub-
Saharan Africa are women (KRR, 2008). A woman with AIDS rests in a hospital bed in Togo.
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(Macionis, 2008), about which the following myths 
run rampant:

● Condoms inhibit erections and detract from 
pleasurable sensations.

● One is not a real man if  he has to use a condom.
● When condoms fi ll up with semen, they spread HIV.
● Condoms manufactured by foreigners come to 

Africa already infected with HIV.

Focus on Critical Thinking 12.3 addresses issues 
and raises questions about what could be done to con-
tend with the HIV problem in sub-Saharan Africa.

 signifi cantly more likely to catch HIV through sex-
ual intercourse [Masland, 2000; UNAIDS, 2008].) 
Because of the stigma associated with AIDS, people 
cling to denial, often resulting in lack of  treatment 
and death. The migrant worker lifestyle contrib-
utes to the commonplace acceptance of  casual sex. 
Women are taught early on that men “rule the roost” 
and they should be obeyed sexually and in many 
other ways (Macionis, 2008). It’s not uncommon 
for women who deny their partners sex or request 
that they use condoms to suffer severe beatings 
or even desertion. Men typically loathe condoms 

HIGHLIGHT 12.7

What Would Your Life Be Like If You Had AIDS 
and Lived in Sub-Saharan Africa?

McGeary (2001) suggests that you consider what your 
life would be like if  you lived in sub- Saharan Africa. 
She describes several scenarios.

Scenario A: Fundisi Khumao, age 22, has AIDS and 
tuberculosis (TB). He knows he has TB but does not 
acknowledge that he has AIDS. AIDS is something 
not to be talked about. Breathing is tremendously dif-
ficult for him and often characterized by violent 
coughing spasms. He is poor, cold, and alone. Vomit-
ing, constipation, and extreme weakness are common 
occurrences. Before he got sick, he worked as a hair-
dresser in a large city. There he had several girlfriends, 
from one of  whom he likely caught HIV. When he 
couldn’t work anymore, he retreated to his rural vil-
lage. No medicine is available for AIDS, and he has 
no money anyway. Fundisi won’t go to a hospital 
because he feels people go there only to die.

Scenario B: Laetitia Hambahlane, age 51, has AIDS and 
admits it. She worked as a domestic servant for 
wealthy people in a large city before she became too 
sick. It was very difficult for her to accept the fact 
that she had AIDS. She told her four children, who 
were “ashamed and frightened” (p. 38). The worst 
part for her is the total rejection by her mother. Hav-
ing AIDS is shameful, and having almost anything 
else would be better. Laetitia’s children are sick of 
hearing about her problems and will no longer help 
her (e.g., by bringing her food when she’s too weak to 
get it herself). “One day local youths barged into her 
room, cursed her as a witch and a whore, and beat 
her. When she told the police, the youths returned, 
threatening to burn down the house” (p. 40).

Scenario C: Louis Chikoka, age 39, is a married truck 
driver with three children. Because work close to 
home is rarely available, it is common in Africa to 
have work elsewhere and spend the majority of time 
away from home. When Louis is away from home for 
long periods, he has sex with other women. He knows 
this places him at great risk of contracting HIV, but 
he says he has needs and sees no other way to meet 
them. His life situation reflects a typical picture. The 
region is economically dependent on migrant labor-
ers who often find themselves far from home, so hav-
ing multiple sexual partners is common practice. 
Unfortunately, this frequently results in bringing the 
disease home to wives and girlfriends.

Scenario D: A tiny 3-year-old child whom we will 
 arbitrarily call Adwowa lies dying of  AIDS in the 
hospital. “Now her skin wrinkles around her body 
like an oversize suit, and her twig-size bones can 
barely hold her vertical as nurses search for a vein to 
take blood. In the frail arms hooked up to transfu-
sion tubes, her veins have collapsed. . . . She mews like 
a wounded animal” while the nurses struggle to raise 
a vein to obtain a minuscule sample of  her blood 
(p. 44). Her mother, age 25, does not know the little 
girl has AIDS. She has heard of AIDS but knows lit-
tle else about it. For example, she does not know that 
it can be contracted through sexual intercourse or 
passed on to an infant at birth. She doesn’t even know 
if  she or her husband has it. Adwowa’s father works 
far away in a large city and can return home only a 
couple of  times each year. He probably often seeks 
sexual solace from strangers.
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public health departments and other health care 
contexts; Veterans Affairs hospitals; and managed 
care settings.

C  Discuss major problems in the macro environment 
concerning health care, including escalating costs, 
unequal access, ethical dilemmas in managed 
care, and the need to enhance cultural competence 
in the health care system.

The U.S. health care system costs significantly more 
per capita than the health care system in any other 
industrialized nation. Poor people and people of 
color are at special risk of having poorer and unequal 
access to adequate health care.

Problems in managed care include questions regard-
ing the effi ciency and effectiveness of capitation. Ethi-
cal dilemmas include the gate-keeping role of managed 
care organizations, potential issues with informed con-
sent, and possible violations of confi dentiality when 

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following:

A  Identify the major types of health problems 
people encounter.

Health problems include those related to unhealthy 
lifestyles, physical injuries, environmental factors, 
poverty, and contagious diseases.

B   Describe primary social work roles in health 
care provision.

Social workers have been involved in preventive, pri-
mary, tertiary, restorative, and continuing care in 
health care practice. Settings include hospitals, medi-
cal clinics, and diagnostic and treatment centers; 

FOCUS ON CRITICAL THINKING 12.3

What Should Be Done About HIV/AIDS 
in Sub-Saharan Africa?

The following are suggested approaches to address the 
problem of HIV/AIDS in sub-Saharan Africa:

1. Launch serious and extensive preventive programs 
to educate people about HIV/AIDS and its 
transmission. The stigma associated with HIV/
AIDS should be eliminated (Cowley, 2000, p. 38).

2. Publicize the potential consequences of  unpro-
tected casual sex with programs stressing safer 
sex (Cowley, 2000, p. 38). For example, Uganda 
has taken steps to promote sex education since 
1986. “Primary schools and health centers tout 
the ABCs (abstinence, be faithful, and use 
condoms). The taboos have eroded so much that 
personal ads in . . . [one] steamy Red Pepper 
tabloid list HIV status along with age, height, 
and interests. Correspondingly, infection rates 
among the most vulnerable age groups dropped 
from 30% in 1992 to 6%” (Whitelaw, 2003, p. 19). 
Similarly, Senegal has developed educational 
programming in addition to having “cut taxes on 
condoms and got[ten] religious leaders to 
participate in AIDS education”; this also has 

sharply reduced infection rates (Cowley, 2000; 
Lemonick, 2000, p. 39).

3. Empower women to have greater control over 
their sex lives. One option is the development of 
low-cost contraception over which they have 
more influence (Cowley, 2000).

4. Very importantly, have developed countries 
provide significant financial contributions and 
aid in the form of  subsidized drug costs so that 
African nations can better afford to provide drug 
treatment.

5. Develop a vaccine to prevent AIDS (Cowley, 
2000).

Critical Thinking Questions
● Which of the above suggestions do you think is (are) 

the most feasible to address the problem of  HIV/
AIDS in sub-Saharan Africa?

● Who might fund such a plan? How might a person 
go about getting such funding?

● What could you do as an individual do to address a 
problem such as this?



344  Client Populations and Contexts

support systems, family counseling, support group 
referral, and advocacy.

F  Examine the severity of AIDS as an international 
problem, particularly in sub-Saharan Africa.

In 2007, 2.1 million people died from AIDS around 
the globe, and there were 2.5 million new HIV infec-
tions. Currently, 22.5 million people are HIV-positive 
in sub-Saharan Africa. HIV infection is especially a 
problem for African women. Approaches to address-
ing the problem include providing education about 
HIV/AIDS, providing safe sex programming, 
empowering women to gain greater control over their 
lives, providing funding for treatment, and develop-
ing a cure.

G  Encourage critical thinking about universal 
health care coverage, overgeneralizations 
regarding various racial and ethnic groups, 
and ways to address the HIV/AIDS problem in 
sub-Saharan Africa.

Critical thinking questions were posed regarding the 
provision of national health insurance and the adop-
tion of  a liberal or conservative perspective. Other 
questions were raised concerning personal values 
and the extent to which those values coincided with 
the host/majority culture. Finally, questions were 
posed about how to address the HIV/AIDS problem 
in sub-Saharan Africa.

LOOKING AHEAD

Health care and mental health care are related. Each 
has important issues involving managed care, health 
care access, and culturally competent service provi-
sion. Chapter 13 explores employment settings in 
mental health for social workers, as well as social 
work roles, policy issues, and cultural competence in 
mental health settings.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

patients seek treatment. Suggestions for improving 
health care provision on the macro level are proposed. 
Questions are raised concerning the U.S. health care 
system’s responsiveness to the needs and values of the 
nation’s various racial, ethnic, and cultural groups. 
Social workers have the ethical responsibility to exam-
ine, attend to, and advocate for positive change con-
cerning these groups’ health and welfare.

D  Explore some of the value discrepancies between 
Asian and Pacifi c Islander (API) cultures and the 
U.S. health care system.

Six concepts directly related to API cultures that 
affect health care provision include filial piety, col-
lective versus individual decision making, emphasis 
on harmony versus conflict, nonverbal communica-
tion, fatalism, and a sense of  shame at asking for 
help. Potential conflicts between API cultures and 
the U.S. health care system include informed con-
sent, advance directives, decisions about nursing 
home placement, disclosure of  terminal illness, and 
end-of-life decisions.

Suggestions include training health care person-
nel to sensitize them to API cultural values, address-
ing end-of-life decisions with whole families instead 
of  just individuals, assuming a family-centered 
 decision-making model, establishing parallel services 
to traditional services that better meet the needs of 
API culture, and encouraging social worker to advo-
cate for improved policies and practice strategies.

E  Describe HIV/AIDS, social work roles, and 
empowerment for people living with AIDS.

HIV is caused by a retrovirus that attacks the immune 
system. People gradually become less resistant and 
more vulnerable to opportunistic diseases. Extremely 
low CD4 T-cell counts result in AIDS. HIV is trans-
mitted by the exchange of bodily fluids, especially by 
semen, blood, and vaginal secretions. Tests for HIV/
AIDS include ELISA and the Western blot, in addi-
tion to other tests that are being developed. HIV/
AIDS cannot be cured, but cocktail drugs (a mixture 
of  different drugs) referred to as HAART (highly 
active antiretroviral therapy) have been used effec-
tively to inhibit progression of  the disease in many 
people. A problem is the drugs’ high cost.

Social workers can provide support and focus on 
strengths for people living with HIV/AIDS. They can 
provide counseling, crisis intervention, linkage with 

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  13
Social Work and Services 
in Mental Health

Jennifer, age 18, is an extremely tall, thin young woman with olive skin and 
waist-length black hair. She is receiving psychotherapy for anorexia nervosa1

and depression. She regularly found herself drinking a few shots of cheap whis-
key prior to any social event she attended. Actually, she felt compelled to do so 
to avoid the inevitable panic attack she would abruptly experience. Each attack 
was characterized by extreme anxiety, dread, shortness of breath, sweaty palms, 
racing heart, and fears of going crazy. (Note that panic attacks had never been 
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1Anorexia nervosa, mainly affl icting girls and young women, is a condition whereby a person refuses to 
maintain a normal minimal body weight and has an extreme dread of gaining weight.
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part of her diagnosis.) She always knew she’d get an attack at a party or a 
dance if she didn’t come “prepared,” but she never could predict exactly when 
it would happen. She was terrified of behaving “like a crazy woman” in front of 
everybody. She has even started to avoid social situations altogether if she can’t 
figure out a way to drink discreetly first.2

Larry, a college sophomore, can’t seem to get out of bed in the morning. He 
hasn’t been to class in a week and a half. Nothing seems to matter to him any-
more. Everything seems dark and murky. He feels his grades are terrible, his 
parents are disappointed in him, and people don’t really like him. No one seems 
to care whether he lives or dies. Life is futile. What does anything matter? Larry 
is depressed.

Aquinnah, age 38, has murdered her 71-year-old mother. She responded to 
voices in her head commanding her to take the large kitchen knife and do so. 
Diagnosed with schizophrenia at age 18, she had a history of hearing voices 
and of getting into fi ghts. She also compulsively collected hundreds of empty 
shampoo bottles and the shoelaces from discarded running shoes, which she 
kept in her mother’s basement. Sometimes, when the voices told her to leave her 
mother’s home, where she usually stayed, she would camp out behind dumpsters 
in parking lots of discount department stores. She was arrested for murder when 
found roaming around aimlessly in her mother’s yard carrying the bloodied knife. 
At the time, she had her 11-year-old son with her; he was wearing girls’ clothing 
and brilliantly colored makeup.

Roger, age 51, served two terms in Iraq. Since he left the military, “he has 
worked erratically in construction, a pattern that has contributed to marital prob-
lems. Roger reports having fl ashbacks of his war experiences, diffi culty sleeping, 
and angry outbursts against others. Occasionally he has gotten into fi stfi ghts 
with men at work, and on a few occasions he has beaten his wife. He has been 
going to the VA [Veterans Affairs]3 clinic on and off for 10 years, has been on 
medication, but has never been hospitalized. The mental health staff at the VA 
clinic suspect that he has minimal brain dysfunction, an organic condition, which 
is not war related, as well as posttraumatic stress disorder, which is war related. 
He has been turned down for disability” (Sands, 1991, pp. 186–187).

These vignettes illustrate various facets of emotional, psychological, and behav-
ioral problems, also referred to as mental illness, a serious social problem. The 

2This vignette is loosely adapted from one described in Hayward and Collier (1996).
3The U.S. Department of  Veterans’ Affairs, formerly the Veterans’ Administration, provides a wide 
range of  services to veterans including health and mental health care, long-term care such as nursing 
homes, educational benefi ts, and housing (Becerra & Damron-Rodriquez, 1995).
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fi rst refl ects a panic attack (a type of anxiety disorder), the second a case of 
depression, the third schizophrenia, and the fourth posttraumatic stress disorder. 
These represent the types of problems and issues social workers confront every 
day in mental health practice.

Note the following facts:

● More than a quarter of all people will develop some form of mental illness 
during their lifetime (Greeno, 2008).

● At least 40% of people with mental illness receive no treatment for their 
condition (Kornblum & Julian, 2007).

● Approximately 3.5 million people experience extreme forms of mental illness 
such as schizophrenia and manic-depressive disorder every year (Kornblum & 
Julian, 2007).

Half of NASW members, most of whom have MSWs, indicate that mental 
health is “a major practice area” for them (O’Neill, 2003, p. 8). “Professional 
social workers are the largest group of mental health providers in the United 
States, comprising as much as 60 percent of the core mental health profession-
als” (including psychiatrists, psychologists, and psychiatric nurses) (Gibelman, 
2005, pp. 43–44). The Encyclopedia of Social Work affi rms that many social 
workers will indeed work in mental health contexts, but all social workers will 
come into contact with clients or clients’ family members who are experiencing 
mental illness (Greeno, 2008). Therefore, signifi cant time will be spent discuss-
ing what social workers do in mental health and where.

Learning Objectives
A Review the wide range of mental health settings in which social 

workers practice.
B Identify and discuss the range of psychiatric diagnoses for mental 

health problems.
C Identify some of the functions social workers perform in mental health 

settings.
D Identify some trends in evidence-based practice in mental health.
E Examine managed care within the mental health context.
F Address the issue of cultural competence in mental health settings, 

identify barriers many people of color face in accessing services, 
and suggest ways of improving cultural competence.

G Encourage critical thinking about the effectiveness of the Diagnostic 
and Statistical Manual–IV–TR as the primary assessment system for 
mental illness, the pros and cons of electroconvulsive therapy, the 
real intent of managed care concerning mental illness, and national 
mental health policy issues.
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The Least Restrictive Setting on a Continuum 
of Care: Empowering Clients
A critical concept in mental health treatment is client 
treatment in the least restrictive setting possible. Ear-
lier chapters defined this as the setting that allows 
the client maximum self-determination while provid-
ing the intensity of  treatment needed to be effective. 
This involves the idea that clients should be empow-
ered to have maximum control over their own lives 
while having access to the treatment level needed. 
The restrictiveness of  treatment setting is related to 
the concept of the continuum of care. The continuum 
of available services should provide a range of treat-
ment alternatives ranging from the least restrictive to 
the most. Chapter 9 discussed similar concepts with 
respect to substitute placements for children in out-
of-home care.

One of  the most restrictive settings is placement 
in a locked ward of a mental hospital. Clients placed 
here have minimal control over their lives and, theo-
retically, maximum access to treatment 24 hours a 
day. One of the least restrictive settings involves indi-
viduals receiving treatment in an outpatient facil-
ity for an hour or two each week while residing in 
their own homes and going about their regular daily 
activities.

One problem with the idea of  minimal restric-
tiveness of  setting is that adequate, effective services 
must be readily available in less restrictive parts of the 
continuum. For example, if  a client released from an 
institution into the community requires some level of 
service, that service must be readily available to that 
client. The process of providing services and care for 
people within their own communities rather than in 
institutional settings is called deinstitutionalization.

Mental health settings that employ social workers 
include inpatient mental and psychiatric hospitals; 
residential treatment centers for children and ado-
lescents; group homes; psychiatric units in general 
hospitals; outpatient treatment agencies; employee 
assistance programs; and community mental health 
centers, which provide a wide range of services.

Inpatient Mental and Psychiatric Hospitals
Inpatient treatment facilities such as publicly funded 
state and county mental hospitals and private psy-
chiatric clinics provide one employment setting for 
social workers. Inpatient means that clients reside in 

Mental Health, Mental Illness, 
and Social Work Roles
The concept of mental health has many dimensions. 
Mental health is the state of  relative psychological 
and emotional well-being in which an individual can 
make acceptably rational decisions, cope adequately 
with personal and external stresses, and maintain 
satisfactory adjustment to society. Mental illness is 
any of  a wide range of  psychological, emotional, or 
cognitive disorders that impair a person’s ability to 
function effectively. Causes may be “biological, chem-
ical, physiological, genetic, psychological, or  social”; 
mental illness is “extremely variable in duration, 
 severity, and prognosis” (Barker, 2003, p. 269). Pri-
mary symptoms of  mental illness include extreme 
anxiety, disturbed thinking processes, perceptual 
distortions, extreme mood variations, and other dif-
ficulties in thinking (USDHHS, 1999). Another com-
mon term for mental illness is mental disorder. A later 
section of this chapter will describe some of the con-
ditions clients face when they have a mental illness.

Employment Settings in Mental 
Health for Social Workers
Social workers practice in a broad range of  settings 
and can assume many roles. Just as in other practice 
areas, advocacy for rights and services is a vital social 
work function here. Rising costs for mental health 
care and increasing numbers of  people requiring 
treatment and resources will challenge social workers 
in the coming years. Mental health programs com-
pete for limited funds just like other forms of  social 
services. There is a constant struggle in the political 
environment to empower people by getting them the 
services they need.

Social workers are employed, along with pro-
fessionals in other related fields, in a wide range 
of  mental health facilities. These include inpatient 
mental and psychiatric hospitals, psychiatric units 
in general hospitals, residential treatment centers for 
children and adolescents, outpatient treatment agen-
cies, employee assistance programs, and community 
mental health centers. Highlight 13.1 addresses the 
differences between social workers with a BSW and 
those with an MSW.
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group homes for children. An RTC is an agency 
that provides children who have serious emotional 
and behavioral problems with residential round-the-
clock care, education (often with an emphasis on 
special education), interpersonal skills training, and 
individual, group, and sometimes family therapy. 
Although all RTCs, by definition, provide residential 
care, other aspects of their orientation and program-
ming vary substantially. Treatment may involve any 
of  a wide range of  psychotherapeutic approaches 
(e.g., behavioral, cognitive, psychoanalytic). Some 
RTCs have a school right on the premises, and others 
use public schools. Some RTCs are located in rural 
settings; others are in urban metropolises. Some have 
only male residents, others have only females, and 
still others have both.

Residents spend most of  their time with the resi-
dential staff (typically called something like child care 
workers or unit counselors) caring for them. Therefore, 
such staff  can have a huge impact on the treatment 
process. Residents usually spend relatively little time 

the facility for some period. They are among the most 
restrictive treatment settings available. Depending 
on the problem, this period might be as short as days 
or as long as a lifetime. Medicare or Medicaid usu-
ally pays for treatment in public institutions. Private 
psychiatric facilities, which are usually quite expen-
sive, most frequently are funded directly by clients or 
by their private insurance. Both types fulfill the func-
tions of  assessment, planning, provision of  medica-
tions, and therapeutic treatment for various severe 
mental disorders.

Note that other long-term care facilities are also 
used when people with deteriorating or acute mental 
conditions can no longer remain in their own homes; 
examples are nursing homes and foster care homes 
(Ginsberg, 2001).

Residential Treatment Centers for 
Children and Adolescents
An area in which child welfare and mental health 
overlap is residential treatment centers (RTCs) and 

HIGHLIGHT 13.1

Diff erences Between BSW and MSW Positions 
and Responsibilities

Both BSWs and MSWs can find employment in a wide 
range of  mental health settings. Likewise, both can 
have field internships in mental health agencies. How-
ever, there are some differences in the types of  jobs for 
which each is qualified. MSWs are considered more 
specialized than BSWs. The implication is that MSWs 
are competent to address more difficult psychological 
problems than BSWs and have the potential to assume 
greater responsibility. However, both can and do work 
in mental health settings.

Generalist social work practice can involve many 
facets of mental health. BSWs can provide both individ-
ual and group counseling to help clients make plans and 
solve problems. They can work with families, encourag-
ing them to use their strengths to deal with issues. BSWs 
can also teach parents effective techniques for manag-
ing their children’s behavior. BSWs often provide crisis 
intervention when clients face difficult or traumatic situ-
ations. They can link people in need to mental health 
resources within the community. They can also educate 
other professionals and community citizens about men-
tal health issues.

A major difference between BSWs and MSWs is 
that providing psychotherapy is solely the domain of 
MSWs. Psychotherapy is a skilled treatment process 
whereby a therapist works with an individual, couple, 
family, or group to address a mental disorder or allevi-
ate other problems the client(s) may be having in the 
social environment. Sometimes the term therapy is 
used, especially in reference to various psychotherapeu-
tic approaches such as behavioral therapy, psychody-
namic therapy, or cognitive therapy. The term therapy, 
however, can also refer to treatment of  problems other 
than mental health and adjustment problems. Examples 
are speech therapy, occupational therapy, and physical 
therapy.

Often, as Chapter 1 noted, higher-level supervi-
sory and administrative positions require an MSW or 
other master’s level degree. Such positions usually offer 
higher salaries. Finally, MSWs generally earn signifi-
cantly more than BSWs, although years of  experience 
enhance salaries for both groups.
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 person an awareness of  how he or she feels. For 
example, a staff  member might say to a client, “I can 
see how frustrated you are with your homework. I 
know how diffi cult it is for you.” Feedback is the pro-
cess of  giving people information, positive or nega-
tive, about their performance or behavior.

Often RTCs use token or point systems in which 
tokens (i.e., symbolic objects such as poker chips or 
artifi cial coins that refl ect units of  value) or points 
on a chart are used in a coordinated system to con-
trol poor behavior, develop good behavior, and 
monitor progress. Appropriate and inappropriate 
behaviors are clearly defi ned, as are expectations and 
consequences for various behaviors. Residents earn 
tokens or points for good behavior and lose them 
for bad conduct. Highlight 13.2 gives an example of 
how positive reinforcement (usually in the form of 
praise), empathy, and feedback are used by a staff  
member in an RTC (Stein, 1995, pp. 205–206).

with psychotherapists, who may be MSWs, psychia-
trists, psychologists, or some combination of these.

Many settings emphasize behavioral program-
ming and provide structured guidelines for how 
counselors should respond to various types of behav-
ior on the part of  residents. Techniques such as 
using positive reinforcement (e.g., praising), employ-
ing empathy, and giving feedback about behavior 
can be useful in changing behavior for the better 
(Stein, 1995; Thompson & Henderson, 2007). Posi-
tive reinforcement is a procedure or consequence that 
increases the frequency of the behavior immediately 
preceding it. For example, a staff  member might 
say to a resident, “Hey, Billy, you really did a nice 
job completing your chores this week. Way to go!” 
This is positive reinforcement if  the result is that 
Billy continues doing his assigned chores on time. 
Empathy is the act of  not only understanding how 
another person feels but also conveying to that 

HIGHLIGHT 13.2

Using Positive Reinforcement, Empathy, 
and Feedback to Change Behavior

The scene: Pete, age 12, is a resident of the Earl E. Bird 
Residential Treatment Center for Boys. He is quite 
unhappy. He needs to earn a certain number of  points 
to go on a field trip to a big basketball game, which he 
really wants to do. But he lost points for poking another 
guy in the ear on Monday. Then, on Wednesday, Jethro, 
another kid in his unit, picked a fight with him. Although 
Pete ended up with a bloody nose, he gave Jethro a black 
eye, which cost him more points. He was so angry the 
entire week that he refused to make his bed, which 
resulted in still more points lost. By Thursday, it was 
impossible for Pete to earn enough points to go to the 
game. Furious, he stomps out of the unit and down the 
long driveway, contemplating running away. Rashaun, 
one of the residential staff  on Pete’s unit, catches up to 
Pete and starts to talk with him. (Note that in the follow-
ing dialogue nonverbal behavior is indicated by regular 
roman type within brackets, and positive reinforcement 
[usually in the form of  praise], empathy, and feedback 
are indicated by boldface type within brackets.)

Rashaun: Pete, it’s time to get back to the unit.
Pete: [Continues walking, trying to ignore Rashaun]

Rashaun: Pete, did you hear me?
Pete: F____ you, buzzard breath. I ain’t goin’ back 

and you can’t make me!
Rashaun: You sound like you’re upset about some-

thing [expression of  empathy]. You’ll only lose 
points if  you don’t get back [feedback].

Pete: Shove your f_____ing points up your a_____!
Rashaun: Come on. Let’s walk over to the basket-

ball court and talk. [Turns and walks toward the 
basketball court, which is empty right now]

Pete: [Pretends to ignore Rashaun at fi rst, but even-
tually follows him, his eyes downcast]

Rashaun: It’s been a bad week for you, hasn’t it? 
[empathy]

Pete: Yeah . . . [Said gloomily and without eye 
contact]

Rashaun: You haven’t earned enough points to go 
to the game this weekend, have you?

Pete: Nope. Life’s a b_____. I’ll never get to go 
anywhere.

Rashaun: Well, you know, getting points for the 
game next weekend starts tomorrow [feedback]. 
How about starting fresh? You usually do a good 

(continued)
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Psychiatric Units in General Hospitals
Psychiatric units in general hospitals offer emer-
gency psychiatric care on a temporary inpatient basis 
for people in crisis. They usually work closely with 
other, longer-term inpatient and outpatient facilities 
to provide care at whatever level on the continuum 
of care a client needs.

Outpatient Treatment Agencies
Not all people, of  course, need inpatient treatment. 
Outpatient treatment agencies and clinics provide 
individual, group, and family counseling for a wide 
range of  mental health and substance abuse prob-
lems. Clients come in for their treatment and then 
leave when they’re done.

Sometimes private practitioners, including social 
workers, psychologists, and psychiatrists, establish their 
own practice and serve their own clientele, working as 
individuals or with a small group of colleagues. Social 
workers who do this often call themselves  clinical social 
workers (previously psychiatric social workers). This 
means that they provide psychotherapy to clients to 
address mental health issues and other life problems. 
Clinical social workers may also work for other types 
of mental health agencies.

A family service association is a type of outpatient 
treatment agency that offers various types of counsel-
ing, often in addition to child welfare services such as 
adoption and foster care. These agencies usually have 
multiple funding sources and are governed by a board 
of  directors. Many are part of  a national organiza-
tion, such as Family Service America (FSA), Catho-
lic Social Services, and Lutheran Social Services.

Group Homes
As Chapter 9 explained, group homes are considered 
less extreme on the continuum of  care in terms of 
restrictiveness of  setting. Children and adolescents 
placed in group homes don’t need the more extreme 
institutional placement in an RTC. However, group 
homes also vary dramatically in terms of restrictive-
ness and intensity. Some are run by married couples; 
others have staff  available around the clock. Some 
provide intensive individual, group, and family psy-
chotherapy; others provide little, if  any, such treat-
ment. Group homes are smaller than RTCs, usually 
limited by law to a maximum number of  residents 
such as eight.

The reasons children are placed in group homes also 
vary. The courts determine that they cannot remain 
in their own homes for reasons ranging from abu-
sive situations to their own emotional and behavioral 
problems. Some simply need a protective environment 
with emotional support, consistent treatment, and 
exposure to positive role models. Others demonstrate 
extremely aggressive, deviant, or uncontrollable behav-
ior and require a treatment setting almost as struc-
tured as an RTC, but smaller and more personal.

Why, then, are some children and adolescents 
placed in RTCs and others in group homes when 
their behavior is similar? Placement decisions involve 
complex issues. The value system of  the person 
determining the placement (e.g., a judge or a social 
worker making recommendations to a judge), types 
of RTCs and group homes available, openings within 
these settings, and cost can all contribute to decisions 
about where a young client is ultimately placed.

HIGHLIGHT 13.2 (continued)

job of  keeping yourself  together and getting 
enough points to go along [praise].

Pete: [Finally looking up] Maybe. But it’s such a 
long time till then.

Rashaun: I know, it’s really tough living up to all the 
rules around here [empathy]. But, come on now, 
you can do it. You need to start getting those 
points back so you can get to the game next 
weekend [feedback].

Pete: [Saying nothing, starts walking toward the 
unit, while Rashaun walks along with him]

Rashaun: I give you a lot of  credit for getting your-
self  under control [praise]. I know it was hard 
for you [empathy]. I think you deserve 10 extra 
points for going back to the unit so quickly [posi-
tive reinforcement]. That should help you toward 
next week’s goal so you can go to the game 
[feedback].

Pete: [Finally looking up at Rashaun and smiling 
just a little] OK, thanks.
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There are two issues that EAP social workers 
must carefully address (Akabas, 2008; Gibelman, 
2005). First, they must be very careful about confi -
dentiality. This might involve potential confl icts of 
interest because EAP social workers are employed by 
the organization and yet are there to help individual 
employees. The question involves the extent to which 
EAP social workers can ethically share informa-
tion about employees with management. A breach 
of  confidentiality could have serious effects on an 
employee such as losing a job or becoming victim-
ized by discriminatory behavior (Gibelman, 2005).

This leads to the second issue, namely, where 
the EAP social worker’s loyalty should lie. Is it with 
the organization or with the individual employees the 
social worker serves? EAP social workers should turn 
to the NASW Code of Ethics for guidance; it’s criti-
cal for social workers to be honest with all involved, 
including management and employees, about their 
responsibilities and obligations (Akabas, 2008; Gibel-
man, 2005). It should be very clear regarding what an 
EAP social worker can and cannot reveal even before 
any problem develops.

Community Mental Health Centers: A Macro 
Response to Individual Needs
Community mental health centers are versatile local 
organizations that provide a range of  services, from 
mental health treatment to education about and 
prevention of  mental illness. They fulfill a range of 
functions for which social workers may be employed. 
Ginsberg (2001, pp. 124–127) identifies and describes 
at least six functions community mental health cen-
ters perform:

 1. Case management: This is the process of  assess-
ing clients’ needs, linking clients to appropriate 
services, coordinating service provision, and 
monitoring its effectiveness. Whereas the broker 
role involves linking clients to resources, key con-
cepts in the case manager role are coordinating 
and monitoring service provision. Kanter (1985) 
describes how case management can be used with 
clients having a serious mental illness:

[Such people] require a wide range of treat-
ment and rehabilitation approaches that include 
medication, psychotherapy, family involvement, 
day treatment, crisis intervention, and brief 
and extended hospitalizations. Simultaneously, 

Employee Assistance Programs
Employee assistance programs (EAPs) are services 
provided by organizations that focus on workers’ 
mental health and on adjustment problems that 
interfere with their work performance. An underly-
ing principle is that impaired worker performance 
due to factors such as absenteeism and stress costs 
companies money and that EAPs can significantly 
reduce such costs (Akabas, 2008; Gibelman, 2005). 
Problems addressed include substance abuse, family 
conflicts, financial problems, job stress, difficulties 
with day care for children or dependent parents, and 
other personal issues interfering with workers’ psy-
chological ability to do their jobs.

Occupational social work is the provision of men-
tal health treatment by social workers in the work-
place under the auspices of  employers. Services can 
be either delivered by an internal offi ce or purchased 
by employers from external contractors. EAPs have 
experienced “enormous” growth in recent years 
(NASW, 2006). It is estimated that 63% of employees 
in organizations with 100 or more workers are served 
by EAPs (Akabas, 2008). Social workers comprise 
a substantial proportion of  people providing EAP 
services (Akabas, 2008; NASW, 2006).

There is a vast range of  services an EAP social 
worker can provide. Core services can include “assess-
ment and referral” and “brief  counseling” (NASW, 
2006, p. 126). EAPs vary dramatically in terms of 
their scope (Akabas, 2008). For example, some are 
very limited in purpose and address a narrow range 
of identifi ed problems such as substance abuse. Oth-
ers target a wide range of diffi culties including almost 
any personal issue. These may include grief  counsel-
ing, stress and time management, marital problems, 
child care needs, fi nancial issues, retirement planning, 
and crisis intervention. EAP social workers may pro-
vide individual or group counseling. For example, 
they might run a support group focused on some 
concern such as organizational downsizing to help 
employees cope with the organization’s loss of  staff  
(Gibelman, 2005). EAP social workers also may make 
referrals to more specialized community agencies to 
meet employees’ specifi c needs. EAP services might 
also include consultation to management regarding 
supervision of  employees, employee training (e.g., 
about sexual harassment), or assistance with admin-
istrative tasks such as rewriting an agency policy 
manual (Gibelman, 2005; NASW, 2006).
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 5. Day treatment programs: These provide daily 
activities for people with mental illness, including 
recreational pursuits like games or crafts, health 
services, and educational programs.

 6. Alcohol and other drug treatment programs: 
These provide treatment, including individual 
and group counseling. Often staff  in such units 
work cooperatively with other inpatient facilities 
to give clients the type of care they need.

Highlight 13.3 addresses the fact that the titles of 
professionals working in community mental health 
settings can be confusing.

Clients with Mental 
Health Problems
Because of  their significance to social work prac-
tice and to practitioners in the mental health field, 
a number of  conditions affecting people’s mental 
health will be described here. The most commonly 
used classification system for defining and diagnos-
ing mental illness is the Diagnostic and Statistical 
Manual of Mental Disorders Text Revision (DSM–
IV–TR) (2000), written by work groups composed 
of  professional clinicians and published by the 
American Psychiatric Association. (Note that the 
“IV” indicates that this is the fourth edition, and 
“TR” refers to Text Revision.)

they often need a variety of social services that 
include housing, fi nancial assistance, vocational 
training and placement, and medical care. 
Although obtaining needed services is not easy 
for “healthy persons,” these . . . [clients] have 
particular diffi culty in locating and negotiating 
such assistance. (p. 78)

Case management is described more thoroughly 
in the discussion of what social workers do in the 
mental health context.

 2. Child and adolescent services: These are aimed at 
enhancing the overall functioning of  child and 
adolescent clients. Activities may include coun-
seling, working with the schools on behalf  of 
these young people, making referrals for services 
such as prescription drugs or family therapy, and 
involving clients in recreational activities.

 3. Information and education programs: Staff includ-
ing social workers educate community residents, 
family members of  people with mental illness, 
and other professionals in the community about 
prevention, the problems involved, and the treat-
ment of mental illness.

 4. Long-term community care programs: These serve 
people with mental illness on an ongoing basis. 
Often case managers help such people remain in 
the community by regularly visiting their homes, 
monitoring medication, and coordinating other 
needed services.

HIGHLIGHT 13.3

What’s in a Title?

Mental health settings are often characterized by pro-
fessionals from a variety of disciplines working together 
for the benefit of  clients. Such groups are referred to 
as interdisciplinary teams. Each professional brings to 
the team his or her professional perspective and area 
of expertise.

As you know, social workers can assume many roles. 
Clinical social workers provide psychotherapy in men-
tal health settings. Psychiatrists are medical doctors 
with additional training in psychiatry, which, of course, 
focuses on mental health treatment. They are the only 
professionals who can prescribe psychotropic drugs. 
Other professionals rely on psychiatrists to fulfill this 

function. Psychologists have a doctorate or master’s 
degree in psychology. Depending on their area of exper-
tise, they may do psychotherapy and/or psychological 
testing. Psychiatric nurses who work in mental health 
settings have a bachelor’s or master’s degree in nursing. 
They bring their medical background and patient care 
expertise to the mental health setting.

Teams also may include paraprofessionals—persons 
with specialized training in some area—who are super-
vised by a professional and assume some of  the pro-
fessional’s tasks. For example, a case aid might assist a 
social worker by helping clients fill out necessary forms 
or transporting clients to a treatment center.
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disorders, dissociative disorders, eating disorders, 
sexual disorders, impulse control disorders, and per-
sonality disorders.

Dementia
Dementia is a state in which people develop numer-
ous cognitive problems due to some medical problem. 
Alzheimer’s disease is a common type of  dementia 
of  unknown origin, characterized by mental decline 
and usually occurring in late middle age.

Case Example Jose, age 59, has Alzheimer’s dis-
ease, having been diagnosed five years ago. His wife 
Maria, age 56, first started noticing Jose gradually 
withdrawing from her and spending more time to 
himself. He began having more and more trouble 
accomplishing at first more complex and, later, sim-
pler tasks. He had been a professional trumpet player. 
Now when he picks up his trumpet, he doesn’t know 
what to do with it. Sometimes he bangs it against 
the clothes dryer. Other times he picks up his razor 
and tries to make music with it. He constantly asks 
Maria questions. By the time she answers, he forgets 

The DSM–IV–TR includes 17 major diagnostic 
categories and dozens of  more specific diagnostic 
classifi cations. It describes each diagnosis in detail, 
providing a description of symptoms and diagnostic 
criteria to determine whether a person falls within 
that category.

Despite some serious concerns raised in Focus on 
Critical Thinking 13.1, the DSM–IV–TR serves as 
the primary guideline for classifying various types 
of  mental illness. This, in turn, qualifies people to 
receive treatment paid for by the government (e.g., 
Medicaid or Medicare) or private health insurance. 
In other words, to be eligible for services and pay-
ment for these services, a person must fi rst have the 
appropriate diagnosis. The DSM–IV–TR includes 
not only mental disorders but also other conditions 
that may be the focus of clinical treatment. Note that 
psychiatrists usually must make the offi cial diagnosis 
for clients to qualify for benefi ts.

To provide some insight into what mental illness is 
like, a number of conditions will be briefl y described 
here. These include dementia, schizophrenia and 
other psychotic disorders, mood disorders,  anxiety 

FOCUS ON CRITICAL THINKING 13.1

Potential Shortcomings of the DSM–IV–TR

Critical thinking involves asking questions, assessing 
facts, and asserting a logical conclusion. The DSM–
IV–TR serves as the primary guide in the United States 
for assessing mental health problems and placing labels 
on people so they can receive treatment. Just because 
the manual exists doesn’t mean it provides the best way 
or even the right way to approach dealing with people 
who have mental illness. In fact, many social work-
ers have questioned the importance placed upon this 
manual and its reliability (Sheafor & Horejsi, 2009; 
Williams, 2008). For one thing, it focuses on people’s 
pathologies and virtually ignores their strengths. Addi-
tionally, it places little value on the importance of  the 
environment. Rather, it reflects the medical model that 
focuses on how to cure individuals. It does not stress 
how individuals are integrally involved with other peo-
ple and systems in their environment, which provides 
the crucial context for mental health problems.

Another problem involves labeling. Critics maintain 
that labeling according to specified criteria is arbitrary 

and based on cultural expectations. What is considered 
normal for one culture or class might be viewed very 
differently by another. For example, Popple and Leigh-
ninger (2002) note that “a wealthy older woman who 
sometimes thinks she is the reincarnation of Cleopatra 
may simply be regarded as ‘eccentric.’ A bag lady who 
talks to herself  as she roams the streets of  New York 
may well be called ‘crazy’ ” (p. 458). A later section of 
the chapter stresses the importance of  enhancing cul-
tural competence through understanding the values 
and expectations of other cultural groups.

Critical Thinking Questions
To what extent do you feel that the DSM–IV–TR’s 
assessment and labeling system is fair and adequate? 
What are the reasons for your answer? What do you see 
as the DSM–IV–TR’s strengths and weaknesses?
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the spirits. But they can’t tell who it is and sometimes 
we’re the same. The dark makes the squash purple.” 
Needless to say, this makes no sense. She also puts 
her garbage in small lunch bags, sometimes as many 
as 40, and lines them up in a perfect row along the 
curb for pickup. Frances periodically is hospitalized, 
in which event medication helps to curb her bizarre 
thought processes and behaviors. However, when she 
returns home she ceases taking her medication and 
her symptoms subsequently resume.

Mood Disorders
Although mood is a difficult word to define, most 
of  us have a general idea of  what it means. Mood 
disorders are mental disorders involving extreme 
disturbances in a person’s mood—that is, his or her 
emotional state and attitude. As with many other 
mental disorders, those concerning mood involve 
extremes beyond what people normally experience. 
Such extremes, involving intensity, duration, or fluctu-
ation of mood, cause problems in a person’s ability to 
function normally. Specific diagnostic classifications 
include depressive disorders and bipolar disorders.

Depressive disorders (often referred to as depres-
sion in common conversation) are characterized by 
low spirits, unhappiness, lack of  interest in daily 
activities, inability to experience pleasure, pessimism, 
signifi cant weight loss not related to dieting (or sig-
nifi cant weight gain), insomnia, extremely low energy 
levels, feelings of  hopelessness and worthlessness, 
decreased capacity to focus and make decisions, and 
preoccupation with thoughts of  suicide and death. 
It’s depressing even reading that list of symptoms.

Case Example Sharissa, age 31, is an example of a 
depressed person. She has been married for eight years 
to Jarell, age 34, who labors full-time as a welder in 
addition to working overtime whenever he can. Sha-
rissa does not work outside the home. The couple has 
two sons, ages 3 and 5, both of  whom have intellec-
tual disabilities.

Sharissa consistently dwells on the negative aspects 
of her life, usually speaking to others in a high-pitched, 
whining tone. She complains that Jarell “never pays 
any attention” to her or the boys and doesn’t “know the 
meaning of housework.” When together, she criticizes 
him nonstop, to the point at which he simply “tunes 
her out.” This only escalates her whining. In addition 
to complaining about Jarell, she grumbles about how 
diffi cult it is caring for the two boys with their special 

what he asked and why. He has difficulty completing 
a simple task like drying the dishes because he for-
gets what he’s doing even as he does it. He might put 
the dish down and walk away or else notice it in his 
hand and start washing it again.

While administering psychological testing to deter-
mine the extent of  Jose’s cognitive deterioration, a 
psychologist placed a pencil, a piece of  paper, and 
fl uorescent orange plastic scissors in front of him on a 
table. He then asked Jose to place the pen on the piece 
of paper. In response, Jose ignored the pen and paper, 
picking up the scissors and placing it back on the table 
upside down. His personality, what made Jose a special 
and unique individual, was gradually being drained 
from him. It was diffi cult for his family to cope.

Schizophrenia and Other Psychotic Disorders
Schizophrenia is a severe mental disturbance charac-
terized by delusions; hallucinations; confused, inco-
herent speech; bizarre behavior; flattened emotional 
responses; short, empty verbal responses that lack 
attentiveness; and inability to participate in goal-
directed activities.

Schizophrenia is one of  the most common forms 
of  psychosis—any of  a number of  serious mental 
disorders characterized by disturbed, inappropriate 
behavior and “loss of  contact with reality” (Pickett, 
2002, p. 1125). Psychosis is often contrasted with 
neurosis, a mental disorder characterized by “feelings 
of  anxiety, obsessional thoughts, compulsive acts, 
and physical complaints without objective evidence 
of  disease” that occur “in various degrees and pat-
terns” (Nichols, 1999, p. 888). Psychosis is sometimes 
thought of  as more severe than neurosis because 
psychotic people lose contact with reality. The key 
concepts involved in neurosis are anxiety and the 
behaviors resulting from its extreme forms.

Case Example Frances, age 61, has been diagnosed 
with schizophrenia. She lives in a tiny 75-year-old 
house in a rural midwestern town 80 miles from the 
nearest city. Even in the heat of  summer, she wears 
multiple layers of  clothing to “keep the evil spirits 
away.” She never turns her lights on at night because, 
she believes, hands reach out from the ceiling light 
fixtures and try to grab her. Although most of  her 
neighbors shy away from her, she seeks them out 
whenever she sees them outdoors. A typical com-
ment she makes to them is, “Sometimes Sylvester 
Stallone appears and I take over his body and fight 
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 talkativeness, and poor judgment. With other bipo-
lar disorders, people experience primarily periods of 
depression and at least one hypomanic episode (i.e., 
being extremely irritable). Finally, bipolar disorders 
may involve mixed mood swings resulting in abrupt 
changes from manic to depressive episodes.

Anxiety Disorders
Anxiety disorders are persistent or periodic states 
of  extreme anxiety characterized by excessive fear, 
worry, apprehensiveness, and dread of  the future. 
Physical symptoms include a rapid pulse, dizziness, 
perspiration, cold hands or feet, and rapid breath-
ing (National Mental Health Association [NMHA], 
2008). Examples of  anxiety disorders are panic 
attacks and posttraumatic stress disorder.

Panic attacks are distinct episodes of  extreme 
anxiety and excessive dread of  the future. They are 
often accompanied by physical symptoms such as 
shortness of  breath, sweaty palms, chest pains, rac-
ing heart, and fears of going crazy or dying.

Posttraumatic stress disorder (PTSD) is a condi-
tion in which a person continues to reexperience some 
traumatic event like a bloody battle or a sexual assault. 
James (2008) explains that, regardless of the cause, the 
basis of PTSD “is maladaptive adjustment to a trau-
matic event. The disorder is both acute and chronic. 
In its chronic form it is insidious and may take months 
or years to appear. Its symptoms include, but are not 
limited to anxiety, depression, substance abuse, hyper-
vigilance [excessive, heightened watchfulness], eating 
disorders, intrusive-repetitive thoughts, sleep distur-
bance, somatic [physical] problems, poor social rela-
tionships, suicidal ideation, and denial and affective 
numbing of the traumatic event” (pp. 169–170).

James (2008) elaborates on the last concepts—
denial and emotional numbing:

Accompanying emotions of guilt, sadness, anger, 
and rage occur as the thoughts continue to intrude 
into awareness. To keep these disturbing thoughts 
out of awareness, the individual may resort to self-
medication in the form of alcohol or drugs. Self-
medication may temporarily relieve depressive, 
hostile, anxious, and fearful mood states (Horowitz 
& Solomon, 1975), but what usually occurs is a 
vicious cycle that alternates between being anesthe-
tized to reality by the narcotic and experiencing 
elevated intrusion of the trauma with every return 
to sobriety. The ultimate outcome is increased 

needs. She complains that all she does is work, and she 
gets no joy out of her life. She has no time for friends, 
and she and Jarell never go out anywhere together. 
Each night, she lies awake dwelling on all the suppos-
edly horrible things that happened to her that day. She 
frequently says she is much too fat (although she is 
5 feet 5 inches and weighs 125 pounds), but she has no 
time or money to go to a health club. She also claims 
that she is really “ugly” (although she is really quite 
attractive) and that she has a “shy, bad personality.” A 
common lament is, “What is the point of living any-
more when everything is so terrible?” Sharissa spews 
forth one negative statement after another whenever 
given the opportunity to talk to someone else, so it’s 
diffi cult to get a word in edgewise. It’s depressing and 
draining talking to Sharissa.

Bipolar Disorders
Bipolar disorders (formerly referred to as manic-
depressive illness) involve extreme mood swings. 
With some bipolar disorders, people experience pri-
marily manic episodes characterized by abnormally 
elevated levels of  emotion, feelings of  euphoria, 
a grandiose sense of  self, excessive movement or 
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Depression has negative effects on one’s emotional state.
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what it might be like to switch gears suddenly from 
being in a war zone to being at home. How diffi cult 
might it be to make yourself  stop worrying that 
the checker at Pick ’n’ Shop or the man standing at 
the stoplight waiting for the red light to change are 
potential martyrs ready to take you out with them?

PTSD is a complex condition that involves an 
“intricate interplay between traumatic events and 
the brain’s physiological responses to the trauma. 
Contemporary treatment includes both group and 
individual intervention that is multimodal and con-
siders psychological, biological, and social bases 
as equally important” (James, 2008, p. 170). Kanel 
(2007) elaborates:

The fi rst phase of treatment with PTSD survivors 
and their families includes educating them about 
how people get PTSD and how it affects survivors 
and their loved ones, and other problems that are 
commonly associated with PTSD symptoms. It is 
helpful to inform people that PTSD is a medically 
recognized anxiety disorder that occurs in normal 
individuals under extremely stressful conditions. 
Another aspect of this fi rst phase of treatment is 
exposure to the event via imagery, as this allows 
survivors to reexperience the event in a safe, con-
trolled environment as they examine their reactions 
and beliefs about it. It is also necessary to have 
clients examine and resolve strong feelings such as 
anger, shame, or guilt, which are common in survi-
vors of trauma.

Cognitive-behavioral techniques [that address 
both thought processes and behavioral changes] 
such as teaching clients how to engage in deep 
breathing and relaxation exercises, manage anger, 
prepare for future stress reactions, handle future 
trauma, and communicate and relate effectively 
with people are useful. . . .

Group therapy is also a good resource. Trauma 
survivors can share traumatic material within an 
atmosphere of safety, cohesion, and empathy pro-
vided by other survivors. By sharing their feelings 
of shame, fear, anger, and self-condemnation, sur-
vivors are enabled to resolve many issues related to 
their trauma.

Medication may be necessary for some trauma 
survivors. It can reduce the anxiety, depression, and 
insomnia often experienced. It is useful for relieving 
symptoms so that the survivor is able to participate 
in psychological treatment. (pp. 204–205)

dependence on the addictive substance as a method 
of  keeping the intrusive thoughts submerged 
(LaCoursiere, Bodfrey, & Ruby, 1980). (p. 135)

War Veterans and Posttraumatic 
Stress Disorder (PTSD)
Just as in previous wars, veterans returning from 
Iraq, Afghanistan, and the Gulf  War often experi-
ence PTSD (James, 2008; Kanel, 2007). Imagine see-
ing one of  your best friends being blown up before 
your eyes. Or picture, because you were commanded 
to do so, mowing down a civilian who refuses to 
get out of  your way with the convoy vehicle you’re 
driving. That civilian may well be carrying deadly 
explosives that are much more likely to kill you and 
your fellow soldiers if  that civilian has time to aim or 
detonate. What if  that civilian is a child or a woman 
with a baby?

Many soldiers function and survive during deploy-
ment but begin to break down when they get home. 
Kanel (2007) explains:

When soldiers are engaged in combat and see the 
trauma of war, some do experience acute stress dis-
order. They are often treated by doctors and given 
time to recuperate. However, the military does 
such a good job of training soldiers to numb them-
selves to war trauma that the majority are able to 
deal with combat as it is happening. It is when they 
return home that they show signs of  PTSD. The 
disorder has been delayed, almost by training. Once 
soldiers return home, many have diffi culty adjusting 
to civilian life. They report being preoccupied with 
the troops that are still fighting. They often feel 
guilty for leaving the other soldiers and think they 
should return to help fi ght. (p. 197)

Currey (2007) describes former Army National 
Guard Captain Jullian Goodrum’s experiences 
upon returning from Iraq: “I was coming apart at 
the seams. There were the dreams, the edginess, the 
constant sense that I had something to fear—as if  
something or somebody that meant me harm was 
just around the corner. My mind was no longer my 
mind. I was going over a cliff” (p. 14).

Imagine what it would be like to be stationed 
in a place where almost anyone might be a suicide 
bomber or some other attacker who could kill you. 
Hypervigilance is required at all times for basic sur-
vival. You always carry a big weapon. Now envision 
returning home to Smalltown, USA. Think about 
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Dissociative Disorders
Dissociative disorders involve “a disruption in the 
usually integrated functions of consciousness, mem-
ory, identity, or perception” (American Psychiatric 
Association [APA], 2000, p. 519). An example of  a 
dissociative disorder is dissociative identity disorder 
(formerly referred to as multiple personality disorder). 
This occurs when parts of  a person’s personality 
“split off” from the rest of  that person’s personal-
ity, resulting in at least two totally different identities 
existing within the same person.

I once had a student who confi ded in me that she 
had this disorder. She said that through therapy she 
was now down from several personalities to only two. 
The one who was speaking to me at that moment 
was 35 years old; there was also Joey, age 7. She said 
Joey might come out at any time during class, so I 
should be prepared. I thought, “Prepared for what?” 
Luckily, Joey never emerged in class.

Highlight 13.4 describes the world’s most famous 
anonymous person with a multiple personality, who 
was fi nally identifi ed right before she died.

Social workers don’t have to work for the Department 
of  Veterans Affairs in order to come into contact 
with returning veterans experiencing PTSD. Veterans 
or their family members may be involved in virtually 
any social work practice context. It is very important 
that, regardless of  people’s views about the war, vet-
erans must not be abandoned (Currey, 2007). They 
must receive support and treatment or be referred to 
services where they can get what they need.

Note that PTSD is only one of the many conditions 
faced by veterans returning from Iraq and other war-
torn areas. A “signature injury” of the war is traumatic 
brain injury (TBI) where soldiers experience severe 
concussions such as those resulting from explosions; 
often TBI survivors “must relearn walking, speaking, 
and simple motor skills” (Currey, 2007, p. 15). Because 
of today’s heavily armored vehicles and body armor, 
many soldiers survive experiences and injuries that 
would have killed them in the past; as a result, many 
veterans are living with lost limbs and severe burns 
(Stoesen, 2007). Social workers must prepare them-
selves to address any of these issues.

HIGHLIGHT 13.4

Who Was Sybil? Th e Most Famous Case 
of Multiple Personalities

The condition of  dissociative identity disorder gained 
the public’s attention in 1973 when Flora Rheta 
Schreiber wrote her best-seller Sybil. The book con-
cerned an anonymous woman identified as “Sybil” 
who suffered from having 16 different personalities as 
a result of severe childhood abuse. The book suggested 
that, with each major trauma Sybil experienced, a new 
personality split off  from her initial identity.

Sybil has been identified as Shirley Ardell Mason.4 
(To avoid confusion, we will continue referring to Shir-
ley as Sybil.) Sybil, a retired teacher and artist, died 
on February 26, 1998, in Lexington, Kentucky, only a 
few weeks after confessing that she was indeed the real 
Sybil. Before Sybil ’s publication, only about 75 cases 

of  dissociative identity disorder had been diagnosed; 
since then there have been about 40,000 (Miller & 
Kantrowitz, 1999).

Many people who knew Sybil, as well as psychia-
trists and others, have questioned whether she was 
diagnosed correctly. Sybil remained a patient of  Cor-
nelia Wilbur, the psychiatrist who provided the book’s 
story, beginning in 1954 and continuing for 11 years, 
during which time she participated in over 2,300 psy-
chotherapy sessions. Sybil, described as “a very fragile 
and sensitive person,” began treatment as an under-
graduate at Mankato State Teacher’s College after she 
“was questioned by an English teacher as to the origi-
nality of  one of  her poems”; this, in conjunction with 
financial pressures from home, caused Sybil to experi-
ence “anxiety attacks and even blackouts in the middle 
of class” (Romsdahl, 1997).

Sybil stayed in close contact with Wilbur in the 
years after her therapy. In 1991, when Wilbur developed 

(continued)

4Facts presented here were retrieved from the following sources: 
Aestraea’s Web (1998), Borch-Jacobsen (1997), Hewlett (1998), 
Quiet’s Corner (2002a, b), Romsdahl (1997), and Van Arsdale 
(2002).
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urges, or acts involving objects, nonconsenting part-
ners, or physical pain or humiliation, and are dis-
tressing to the person or cause problems in his or her 
life” (McAnulty & Burnette, 2001, p. 615). One type 
of  paraphila, exhibitionism, “involves recurrent and 
intense sexual fantasies and urges to expose one’s 
 genitals to an unsuspecting stranger” (McAnulty & 
Burnette, 2001, p. 502).

Eating Disorders
Eating disorders involve extreme difficulties with eat-
ing behavior. They include anorexia nervosa and 
bulimia nervosa.

Both conditions involve a fixation on food and 
how much (or little) one eats. Common psychologi-
cal features include low self-esteem, extreme respon-
siveness to cultural expectations for thinness, the 

Sexual Disorders
Sexual disorders are those involving sexual responses 
and behavior. Examples are sexual arousal disorders, 
orgasmic disorders, and paraphilias.

A sexual disorder, also often referred to as a sex-
ual dysfunction, is “a problem with a sexual response 
that causes a person mental distress” (Hyde & 
DeLamater, 2008, p. 434). For example, a male erec-
tile disorder is the “persistent diffi culty in achieving 
or maintaining an erection sufficient to allow the 
man to engage in or complete sexual intercourse” 
(Rathus et al., 2008, p. 475). A female orgasmic dis-
order is “a recurrent problem with reaching orgasm 
despite adequate erotic stimulation” (McAnulty & 
Burnette, 2001, p. 612).

Paraphilias are “sexual disorders that occur primar-
ily in males, are characterized by recurrent  fantasies, 

HIGHLIGHT 13.4 (continued)

 Parkinson’s disease, Sybil acted as her nurse and compan-
ion until Wilbur’s death in 1992 (Miller & Kantrowitz, 
1999).

Another psychiatrist who treated Sybil described 
her as “a brilliant hysteric” who was “highly hypnotiz-
able” and subject to suggestion (Miller & Kantrowitz, 
1999, p. 67). He indicated that Wilbur may well have 
helped create various characters during the therapeutic 
process, which involved frequent hypnosis and doses of 
sodium pentothal (“truth serum”).

Sybil’s parents were Mattie and Walter Mason, 
whom Miller and Kantrowitz (1999) describe as “strictly 
observant Seventh-Day Adventists” (p. 67). People 
from Sybil’s hometown of  Dodge Center, Minnesota, 
described Mattie, the supposed perpetrator of  the 
abuse, as “bizarre” and having a “witchlike laugh” the 
few times she did see humor in things; some remember 
Mattie “as walking around after dark, looking in neigh-
bors’ windows” and at one time “apparently being diag-
nosed as schizophrenic” (Miller & Kantrowitz, 1999, 
p. 67). According to the book, alleged “tortures pri-
marily featured enemas that she [Sybil] was forced to 
hold while her mother played piano concertos, but the 
sadistic parent also enjoyed pushing spoons and other 
items up her child’s vagina, making Sybil watch sexual 
intercourse, and hoisting her up to hang helplessly 
from a pulley.” Some neighbors report Mattie as being 
exceptionally strict with Sybil. However, no one seems 
to remember any physical or sexual abuse taking place, 

especially any resembling the horrors described in the 
book.

No one questions that Sybil had a serious men-
tal illness, but the truth of  her story and her diagnosis 
remains in doubt. In any case, Sybil never married or 
had children. During the last years of  her life, appar-
ently “happy,” she primarily cared for her pets, gardened, 
and painted until arthritis prevented her from doing so 
(Miller & Kantrowitz, 1999, p. 68; Van Arsdale, 2002).

Among the 16 personalities attributed to Sybil in the 
book were the following (Van Arsdale, 2002):

● Peggy Lou, “an assertive, enthusiastic, and often 
angry pixie with a pug nose.”

● Marcia, “a writer and painter” who was “extremely 
emotional” and had a British accent (Miller & Kan-
trowitz, 1999).

● Mike, a self-important, olive-skinned carpenter who 
hoped to get a woman pregnant (Miller & Kantrow-
itz, 1999).

● Sybil Ann, a pale, shy, fearful person with almost no 
energy.

● Mary, a heavyset, “thoughtful, contemplative, 
maternal, home-loving person.”

● Vanessa, a tall, slim, attractive redhead.
● Ruthie, a toddler with an undeveloped and childlike 

personality.
● The Blonde, a playful, high-spirited, happy-go-lucky 

teenager.
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tend to experience depression (Papalia et al., 2007). 
However, it is unclear whether depression, along 
with its accompanying shame and loss of  control, is 
a result of  or a trigger for bulimia nervosa. Bulimia 
nervosa afflicts about 3% of  females in the United 
States and one-tenth as many males (Papalia et al., 
2007).

Bulimia’s Pattern A pattern typically characterizes 
people developing bulimia nervosa. First, a person 
concerned with being thin and attractive begins diet-
ing. Second, dieting and the resulting deprivation 
become extremely difficult to maintain. Third, the 
craving for food results in overeating; this phase is 
usually initiated by some crisis or stress, and eating 
provides comfort that leads to contentment. Fourth, 
the person gains weight because of  the overeating 
and so feels guilty, ashamed, and out of  control. 
Fifth, the person discovers that weight can be some-
what controlled through methods such as purging, 
using laxatives or enemas, and exercising excessively. 
Sixth, the binge/purge cycle becomes an established 
way of  coping with life’s stresses, and the person 
comes to depend upon it. Seventh, as guilt and shame 
continue to build, the person expends increasingly 
greater energy to conceal the binge/purge behavior 
from those around her (or him).

Case Example Elena, age 17, was an active high 
school junior—she was an attractive, popular cross-
country runner and cheerleader. She also did some 
professional modeling on the side. Her cross-country 
coach and her modeling supervisor stressed the need 
for her to remain thin, and indicated that losing a few 
pounds couldn’t hurt. (This demonstrates phase 1 of 
the bulimia nervosa pattern.)

Elena dieted to lose those few extra pounds and 
began to crave carbohydrates and sweets (phase 2). 
She had always adored Little Debbie snack cakes, 
doughnut holes, and potato chips. Finally, strug-
gling to find time for cheerleading, running, mod-
eling, and studying for exams, she broke down and 
ate two dozen snack cakes and two large bags of 
potato chips (phase 3). This happened more than 
once. A few days later, she discovered that she had 
gained a couple of  pounds. She was ashamed of her 
gluttonous behavior and horrified at getting “fat” 
(phase 4). When she looked in the mirror, she saw 
every ounce of  the added weight. She even thought 
she could see cellulite on her thighs that had never 
been there before.

use of  food as a means of  coping with uncomfort-
able emotions, and rigid expectations for themselves 
(NMHA, 2008). Anorexics and bulimics tend to 
have a distorted perception of their physical appear-
ance. A young woman within a normal or low weight 
range might look into the mirror and “see” a fat per-
son with a double chin and bulging stomach. People 
with either condition are obsessed with body image. 
Our culture places a high value on thinness and its 
clear-cut positive correlation with attractiveness. 
Two of  the Thin Commandments include “If  you 
aren’t thin you aren’t attractive” and “You can never 
be too thin” (Costin, 2008).

Anorexia Nervosa
Anorexia nervosa, usually afflicting girls and young 
women, is a condition in which a person refuses to 
maintain a weight level of  at least 85% of  normal 
minimal body weight and dreads gaining weight. 
 Essentially, the person starves herself  because she 
never sees herself  as “thin enough.” An anorexic fre-
quently will skip meals, develop rationales why she 
doesn’t want to eat, eat only extremely low-calorie 
foods, exercise “excessively and compulsively,” view 
herself  and others as having to live up to “rigid, 
perfectionist standards,” experience hair loss, wear 
large, baggy clothes to disguise her low weight, 
and withdraw into herself, becoming socially iso-
lated (NMHA, 2008). It is estimated that in West-
ern countries this condition characterizes 0.5% of 
adolescent girls and young women and a smaller, 
but increasing proportion of  boys and young men 
(Papalia et al., 2007).

Bulimia Nervosa
Bulimia nervosa, also primarily involving females, is 
characterized by experiencing a severe lack of  con-
trol over eating behavior, binging (i.e., consuming 
huge amounts of  food, often “junk food”), and using 
methods to get rid of  calories (e.g., forcing oneself  
to vomit [purging], using laxatives or enemas, and 
undergoing extreme exercising). Several other fac-
tors characterize people suffering from bulimia ner-
vosa (NMHA, 2008). First, like anorexics, they are 
obsessed with being thin. However, because of  their 
fluctuating eating habits, bulimics tend to experience 
wide variations in weight (Papalia et al., 2007). Sec-
ond, bulimics experience poor impulse control that 
may affect decisions about money, relationships, 
and other aspects of  life in addition to their con-
sumption of  food (NMHA, 2008). Third, bulimics 
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their distorted thinking patterns about their weight 
and appearance.] Since these patients are at risk 
for depression and suicide, antidepressant drugs 
may be combined with psychotherapy. (p. 410)

Medical attention is often necessary to treat any 
physical symptoms resulting from nutritional defi cits 
or purging. For example, bulimics might suffer loss 
of  dental enamel or damage to their esophagus or 
mouth from frequent contact with stomach acids. Or 
they might “experience malnutrition-related prob-
lems ([that] might include cardiovascular, kidney, 
gastrointestinal, or blood problems as well as insom-
nia)” (LeFrançois, 1999, p. 322).

There are some indications that a third of anorex-
ics drop out of  treatment before it can be success-
ful (McCallum & Bruton, 2003). Often, even after 
successful treatment, there are long-term effects due 
to malnutrition over an extended period. Anorex-
ics between the ages of  15 and 24 are 12 times more 
likely to die than their non-anorexic peers (NMHA, 
2008). Treatment for bulimics appears to be more 
effective, as one report indicated a success rate aver-
age of 50% (Harvard Medical School, 2002).

Impulse Control Disorders
Impulse control disorders are conditions in which 
people are unable to resist the temptation to par-
ticipate in some activity that causes them or others 
harm or regret. Usually people with such disorders 
follow a cycle of succumbing to extreme temptation, 
participating in the activity, getting a real “high” 
during the activity, and suffering extreme remorse 
and guilt afterward.

Examples of  impulse control disorders include 
kleptomania, pathological gambling, and trichotillo-
mania. Kleptomania is characterized by a compulsive 
desire to steal things, not for personal need or gain, 
but simply for the sake of stealing them. Pathological 
gambling involves being driven irresistibly to gamble 
despite suffering extremely negative effects such as 
huge debt, considerable diffi culties with signifi cant 
others, and other life disruptions. Trichotillomania 
involves compulsively pulling out one’s own hair, 
primarily from “the scalp, eyebrows, and eyelashes,” 
to the extent that the loss is readily apparent to oth-
ers (Barker, 2003, p. 442).

Personality Disorders
Personality disorders reflect long-term patterns of 
behavior, emotions, and views of  self  and the world 

Elena remembered hearing that girls could “get 
rid of” the food they’ve eaten by throwing up. She 
tried it after a binge (phase 5). She also discovered 
that laxatives and enemas helped. She continued 
to find comfort in binging and strove for control 
by purging, popping pills, and taking enemas. The 
binge/purge cycle was established (phase 6).

Elena continued to feel ashamed and guilty 
about her compulsive behavior. She expended great 
amounts of  energy to hide it from her parents, sib-
lings, and friends (phase 7). Usually she threw up in 
jars, which she hid in small brown paper bags in the 
back of  her closet until she could get rid of  them. 
She would also borrow her parents’ car, tell them she 
was going out with friends, fi nd a solitary place to 
park, and binge on junk food. The cycle continued.

Treatment Approaches for Anorexia 
and Bulimia
Anorexia and bulimia are very difficult to treat 
because so many variables are involved including 
emotional needs, established behavioral patterns, 
and external social stresses. Papalia and her col-
leagues (2007) explain:

The immediate goal of  treatment for anorexia is 
to get patients to eat and gain weight. Patients 
who show signs of  severe malnutrition, are resis-
tant to treatment, or do not make progress on an 
outpatient basis may be admitted to a hospital, 
where they can be given 24-hour nursing. Once 
their weight is stabilized, patients may enter less 
intensive daytime care (McCallum & Bruton, 
2003). They may be given drugs to encourage eat-
ing. . . . Behavior therapy, which rewards eating 
with such privileges as being allowed to get out of 
bed and leave the room, may be part of the treat-
ment (Beumont et al., 1993), as well as cognitive 
therapy to change a distorted body image. Once the 
weight goal is reached, patients can be taught to 
eat a balanced, moderate diet and to manage stress 
(McCallum & Bruton, 2003).

Bulimia, too, may be treated with behavior 
therapy in 24-hour or daytime settings. Patients 
keep daily diaries of their eating patterns and are 
taught ways to avoid the temptation to binge. Indi-
vidual, group, or family psychotherapy can help 
both anorexics and bulimics, usually after initial 
behavior therapy has brought symptoms under con-
trol. [In treatment both groups can explore their 
emotional needs and their reasons for pursuing this 
destructive cycle of behavior. They can also address 
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What Social Workers Do in 
Mental Health
Generalist social workers can address mental illness 
at all three practice levels. At the micro level, social 
workers provide case management, counseling (e.g., 
crisis intervention or substance abuse counseling), 
and intensive psychotherapy for chronically (long-
term) mentally ill people. At the mezzo level, they 
conduct group therapy and provide various kinds 
of family treatment. Finally, at the macro level, they 
initiate changes in organizational and public policy 
to improve service provision to large groups of  cli-
ents. Social workers may also assume administrative 
or supervisory responsibilities in agencies providing 
any level of service.

Case Management in Micro Practice
We have established that case management is a 
 micro-level method of  service provision whereby a 
social worker coordinates ongoing multiple services 
for a client. Specific tasks include assessing client needs 
and strengths, linking clients to services, planning 
treatment strategies, monitoring the appropriateness 
and effectiveness of these services, and advocating for 
improved service provision when necessary. Earlier we 
established that coordination and monitoring of ser-
vices are key concepts. Case management is the treat-
ment of choice for clients with chronic mental illness 
who have many ongoing needs that can be met only 
through services from a range of sources. The idea is 
that somebody has to take responsibility for making 
sure service provision makes sense and is effective.

Case managers may also provide direct services to 
clients that are related to the need for coordinated 
service provision. These include “crisis interven-
tion (e.g., locating temporary housing for desperate, 
homeless people), supporting clients making diffi cult 
decisions, helping to modify clients’ environments 
(e.g., arranging for transportation within the com-
munity), and helping clients overcome emotional 
reactions to their crisis situations” (Kirst-Ashman & 
Hull, 2009, p. 525; Moxley, 1989). Case management 
is an important role for social workers in mental 
health at both the BSW and the MSW levels.

Case Example Amos, a case manager at a com-
munity mental health center, provides an example of 
what a case manager does. One of  his clients, Beth, 

that strikingly diverge from cultural expectations, 
cause considerable stress, and result in problematic 
social interactions. The following are the most com-
mon personality disorders and the persistent pat-
terns characterizing each:

● Schizoid: Disconnection from interpersonal 
relationships and an extremely limited ability to 
express emotions.

● Paranoid: Extreme distrust of  others, in addition 
to expectations that others have evil motives and, 
essentially, “are out to get you.”

● Schizotypal: Social defi cits characterized by dif-
fi culties forming close relationships and distorted 
views of appropriate behavior.

● Antisocial: Disrespect for and infringement on 
other people’s rights.

● Borderline: Instability in interpersonal relation-
ships, view of  self, and emotional makeup, in 
addition to striking impulsivity.

● Histrionic: Excessive emotional expression and 
attention-seeking behavior.

● Narcissistic: Pompous and pretentious behavior, 
constant search for admiration, and lack of 
empathy.

● Avoidant: Uncomfortableness in social situations, 
feelings of  inadequacy, and oversensitivity to 
negative feedback.

● Dependent: Needy, clinging, submissive behavior 
resulting from the “pervasive need to be taken 
care of” (APA, 2000, p. 725).

● Obsessive–compulsive:  Preoccupation with 
organization and neatness, perfectionism, and 
control.

A recent major study indicated that 30.8 million 
or 14.8% of  all Americans have experienced at least 
one personality disorder according to DSM–IV–TR 
criteria (Personality Disorders, 2004). Most com-
mon were obsessive–compulsive disorders (7.9% of 
all adults), followed by paranoid (4.4%), antisocial 
(3.6%), schizoid (3.1%), avoidant (2.4%), histri-
onic (1.8%), and dependent (0.5%). The research 
found that women were more likely to experience 
avoidant, dependent, or paranoid personality dis-
orders, whereas men more commonly had antisocial 
disorders. Except for histrionic disorders, all other 
personality disorders were “associated with consid-
erable emotional disability and impairment in social 
and occupational functioning” (p. 10).
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Beth has a sister living within a couple miles of 
her apartment who helps Beth with shopping and 
getting to the doctor. Amos checks with her regu-
larly to make sure no problems are surfacing. Sev-
eral times, Beth has stopped taking her medication 
when she felt she had recovered and didn’t need it. 
Each time, she relapsed and was eventually found 
wandering half-naked through a park in her neigh-
borhood. Once Amos advocated fervently on Beth’s 
behalf  when her benefits were mistakenly slashed. 
In summary, Amos watches over Beth, monitors the 
resources she receives, and helps her get new ones 
when she needs them.

Micro Practice: Psychotherapy
Chapter 4 discussed the process of  generalist social 
work practice that reflects the foundation of  social 
work skills. Building on this foundation, there is an 
infinite array of  specific approaches to social work 
intervention.

Specialized psychotherapy is often used to treat 
people with mental illness. Highlight 13.5 identifi es 

age 28, has schizophrenia. When taking her medica-
tion, she can function in the community, living in an 
efficiency apartment. Amos conducted her original 
assessment and developed a plan with her. After 
helping link her to the appropriate resources, he now 
coordinates and monitors a number of  services she 
receives. Amos regularly talks to Beth about how 
she’s doing and what new goals she wants to set.

Amos keeps in touch with Beth’s psychiatrist, 
making certain she keeps her appointments and con-
tinues taking her psychotropic medication. He also 
makes sure she keeps appointments with her general 
physician (she has diabetes). Amos helped her get a 
part-time job at Betty’s Best Butter Burger Bistro, 
and he maintains contact with Betty, Beth’s boss, to 
monitor Beth’s performance at work.

Amos referred her to a support group at the com-
munity health center for people who have schizo-
phrenia and are coping with independent life in the 
community. He periodically contacts the group’s 
facilitator to monitor her progress and participation 
there.

HIGHLIGHT 13.5

Cognitive Th erapy with a Depressed Adult Male

In the following case a therapist successfully uses cog-
nitive therapy with Ed, a divorced 38-year-old male 
(Geary, 1992).

Basic Principles of Cognitive Therapy
Cognitive therapy, originated by Aaron T. Beck, “stresses 
the importance of  belief  systems and thinking in 
determining behavior and feelings. The focus of  cog-
nitive therapy is on understanding distorted beliefs 
and using techniques to change maladaptive think-
ing” (Sharf, 2000, p. 371).5 Three major concepts are 
involved: cognitions, schemata, and cognitive distor-
tion (Beck & Weishaar, 2000; Geary, 1992). Cogni-
tions are thoughts and perceptions about someone or 
something. Schemata are thought patterns that sustain 

a person’s convictions and notions about how the world 
works. Cognitive distortion occurs when a person expe-
riences consistently flawed and inaccurate perceptions 
of  reality. The aim of  cognitive therapy is to help cli-
ents identify their unproductive and negative thoughts 
(cognitions), evaluate their thought patterns (sche-
mata), and alleviate inaccurate perceptions about self, 
others, or circumstances (cognitive distortion).

For example, therapists using this approach help 
depressed clients evaluate their thinking and eventu-
ally change their perceptions and behavior by using the 
following process (Beck, Rush, Shaw, & Emery, 1979; 
Beck & Weishaar, 2008). First, under a psychothera-
pist’s direction, a client identifies and monitors negative 
thoughts about himself. Second, the client examines his 
schemata—that is, his typical reactions to his negative 
thoughts. Third, the client assesses the extent to which 
such negative thoughts are valid and realistic. To what 
extent has he been exaggerating or even fabricating all 
the negative things he’s been thinking about himself ? 

(continued)

5Sometimes cognitive therapy is referred to as cognitive-
behavioral therapy because of  its significant behavioral 
 component (e.g., homework assignments) (Trower, Casey, & 
Dryden, 1988).
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HIGHLIGHT 13.5 (continued)

To what extent is he experiencing cognitive distortion? 
Fourth, the client begins to develop more realistic ways 
of  viewing himself  and the world. What are his actual 
weaknesses, and, more importantly, what are his genu-
ine strengths? Fifth, the client develops new beliefs and 
ways of  thinking about himself  that are more realis-
tic and productive. Typically a cognitive therapist sees 
a client with depression for 15–25 sessions (Beck & 
Weishaar, 2000; Geary, 1992).

The Client
Ed, age 38, was a soft-spoken, composed man of 
medium height, with a pale complexion and slightly 
receding light brown hair. He came to Juana Dance, a 
psychotherapist with an MSW, for help with his depres-
sion. Ed had been unemployed for over a year and, 
because he had nowhere else to go, was living with his 
parents.

He described his childhood as stable, living with 
both parents and two older brothers. He mentioned 
that his family was neither very demonstrative in show-
ing affection nor very talkative with each other. Ed did 
well in school and graduated from college with a busi-
ness degree. He married Anna, his college sweetheart, 
got a managerial job in sales, and had three daughters.

Everything seemed to be going fine until he turned 
30. Suddenly his world started to crumble. His job was 
going nowhere—with no promotions or significant 
raises in sight. Ed told Juana that Anna, bored with 
the marriage, “dumped” him for Hank, a singer in a 
country-western band. She ran off  with Hank, taking 
Ed’s three daughters and moving to another state 1,000 
miles away. This devastated Ed.

Ed subsequently quit his job and started several new 
ones, trying to make something go right in his life. Fail-
ing miserably, he had been forced to accept his parents’ 
invitation to live with them.

Ed was at an all-time low. He felt listless, useless, and 
inadequate. Whenever he talked about anything, self-
degrading comments peppered his conversation. For 
example, he’d say things like “It seems as if  I can’t do 
anything right,” “I don’t have a future so I don’t have 
much to live for,” and “What a flop I turned out to be.”

Application of Cognitive Therapy
During the first several sessions, Juana spent time eas-
ing Ed into the therapeutic relationship and learning 
about his history and current status. Ed described his 

typical day as sitting around a lot, watching soaps, and 
bothering his parents. He rarely went out and had vir-
tually no social life. He broke off  relationships with old 
friends, who he felt were getting sick of  all his misery 
and whining. He told Juana that he felt like he was car-
rying a picket sign that read “I’m a useless, no good 
piece of  crap.” In better, happier days, he might have 
said that people generally treated him as if  he’d just 
eaten a clove of garlic and forgotten his breath mints.

Juana administered test instruments that measured 
Ed’s level of  depression and the type and incidence of 
his negative self-statements. Results indicated moder-
ate to severe depression and a significant frequency of 
negative thoughts about himself.

With Juana’s help, Ed began identifying and moni-
toring his negative self-thoughts. Whenever he criticized 
himself, Juana would discuss with him the implications 
of  what he said and what he really meant. Juana con-
tinued to explore with Ed his schemata—how he auto-
matically experienced self-critical thoughts and how 
they were directly related to feeling badly about him-
self. Periodically Juana administered the instruments 
measuring depression and incidence of  negative self-
statements to monitor progress.

Additionally, Juana assigned Ed graded homework 
assignments that he completed between sessions and 
subsequently discussed with her. Graded assignments 
refer to tasks of  increasing difficulty and complexity 
that expand a client’s repertoire of behavior. For exam-
ple, at first Ed was to talk with a friend for 10 minutes 
each day to start opening his social world. Later he 
started attending a weekly support group for divorced 
men. Still later, he began a job search.

When reporting his progress, Ed continued to 
demean himself  with comments like “Aw, that’s 
nothin’ ” or “Anybody could do that.” Juana praised 
his accomplishments and emphasized how so many 
small steps, taken together, eventually added up to real 
progress. She discussed with him the extent to which his 
perception of himself  was realistic. Where was he being 
exceptionally and unfairly critical about himself ? What 
strengths was he trying to ignore instead of giving him-
self  realistic credit for solid accomplishments?

One way Ed began to demonstrate increased aware-
ness of  self-criticism was to verbalize more frequently 
how Juana would respond before she said it (Geary, 
1992). In other words, he would give himself  the same 
kind of feedback she had given him many times before. 

(continued)
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mental disorders, often very effectively. Their uses, in 
addition to examples of generic drugs in each category 
and their brand names (in parentheses), are given here 
(Bentley & Kogut, 2008; Walsh & Bentley, 2002):

● Antipsychotic drugs are used to treat schizophre-
nia. An example is chlorpromizine (Thorazine).

● Antidepressant drugs are employed in the treat-
ment of  major depression and anxiety disorders, 
particularly panic disorders. Examples are ami-
triptyline (Amitril) and fl uoxetine (Prozac).

● Mood-stabilizing drugs are used to treat bipo-
lar disorder. An example is lithium carbonate 
(Lithium).

● Anti-anxiety drugs are used to control anxiety 
disorders and insomnia. Examples are zolpidem 
(Ambien) and diazepam (Valium).

● Psychostimulant drugs are used to treat attention 
defi cit hyperactivity disorder (ADHD). (ADHD is 
a syndrome of  learning and behavioral problems 
beginning in childhood that is characterized by a 

a case in which a psychotherapist who has an MSW 
practices cognitive therapy with a depressed adult 
male. This does not imply that cognitive therapy is 
necessarily any better or worse than other psycho-
therapeutic approaches. It merely represents an 
example of  one type of  therapy applied to one type 
of  problem. Practitioners must do some research to 
determine what psychotherapeutic approaches are 
most effective with what mental disorders and other 
problems.

The Use of Psychotropic Drugs to 
Treat Mental Disorders
We have established that psychotropic drugs are 
employed by psychiatrists and other physicians to alter 
thinking, mood, and behavior. Classes of psychotro-
pic medication include antipsychotic, antidepressant, 
mood-stabilizing, anti-anxiety, and psychostimu-
lant (Bentley & Kogut, 2008; Walsh & Bentley, 2002, 
pp. 646–649). These are frequently used to treat various 

HIGHLIGHT 13.5 (continued)

For example, he’d say, “I know what you’re thinking—I 
should appreciate how I am improving. I guess it beats 
being poked in the eye with a sharp stick.”

Juana initiated a treatment method during therapy 
called the “triple column technique” to help Ed recog-
nize cognitive distortion concerning his self-concept 
(Burns, 1980, p. 60; Geary, 1992). In the first column 
he would identify his automatic negative self-thought 
(e.g., “I never do anything right”). In the second col-
umn he’d identify his cognitive distortion (e.g., “Of 
course, I do some things right, although certainly 
not everything”). In the third column he’d write logi-
cal, more realistic reactions to the automatic negative 
self-thought (e.g., “Although I sometimes feel that my 
progress is as lively as a turtle’s, I know that I am grad-
ually doing better”).

Although Ed suffered several setbacks when he 
panicked thinking about returning to work, he gen-
erally made steady progress. His activity level mark-
edly increased, although he experienced a few ups 
and downs. His scores on the instruments measuring 
depression and incidence of  negative self-statements 
also continued to improve.

Treatment began to focus on additional behavioral 
means Ed could use to validate his self-worth and 

improve how he thought about himself. Homework 
assignments included talking to other people such as 
family members about his insights in therapy and seek-
ing their perspective (Geary, 1992). He even contacted 
old friends he hadn’t seen in years. What he found out 
was that a lot of  people really cared about him. They 
appreciated him for being the pleasant, thoughtful, 
kind person with a good sense of  humor that he was. 
This bolstered his self-confidence.

He got a cat, found a full-time job, and even started 
dating. Life still wasn’t perfect, and dating was a lot 
harder than he remembered it in college. However, he 
was generally much happier and more self-confident, 
and emotionally stronger than he had been prior to 
therapy.

During his last session, Ed reverted to some im-
agery he had used during an earlier meeting, which 
can be a useful therapeutic technique (Geary, 1992). 
He indicated his new picket sign read, “I’m okay and 
proud of it.” He said he was amazed at how much bet-
ter other people responded to him now. He added that 
he responded to himself  a lot better, too. He also told 
Juana that he felt he could look at himself, the world, 
and others more realistically now. Jokingly, he added, 
“And Hank really can’t sing.”
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growth and underuse of effective psychosocial inter-
ventions”? Do some antidepressants “alter person-
ality” so that people are no longer really themselves 
(Bower, 1994, p. 359)?

These issues notwithstanding, psychotropic drugs 
have become a mainstay in mental health treatment. 
Thus it’s critical for mental health professionals 
to review current research carefully and use them 
carefully.

Note that psychotropic drugs are not used for all 
disorders and that many other methods of treatment 
exist and are being developed. Focus on Critical 
Thinking 13.2 examines the comeback of  electro-
shock therapy.

persistent pattern of inattention, excessive physical 
movement, and impulsivity that appear in at least 
two settings [including home, school, work, or 
social contexts].) An example is methylphenidate 
(Ritalin).

There has been significant controversy over the 
use of  many psychotropic drugs (Bentley & Kogut, 
2008; Bentley & Walsh, 1998). Are they used too 
frequently when other means of  treatment would 
suffi ce? Are drugs prescribed too freely for children 
with ADHD? Why does the “dramatic increase” in 
their use “have some claiming that such use hides 
the ‘true’ origins of  problems and leads to stunted 

FOCUS ON CRITICAL THINKING 13.2

Is Electroshock Th erapy Back?6

What do you picture when you think about electroshock 
therapy (now referred to as electroconvulsive therapy)? 
Is it a group of  physicians and nurses gathered around 
a patient lying on a gurney with electrodes protruding 
from his head? Do you picture his body convulsing vio-
lently and then him drooling like an imbecile? Perhaps 
you remember the scene from the movie One Flew over 
the Cuckoo’s Nest in which the formerly spunky and 
rebellious mental patient Randle Patrick McMurphy 
(played by Jack Nicholson) lies mindlessly on his hospi-
tal bed, bereft of any remaining personality after receiv-
ing electroconvulsive therapy. (If  you’re going to be a 
social work major, this is a good movie to see because 
it portrays some of  the dimensions of  institutional life 
[Downey & Jackson, 2000].)

Electroconvulsive therapy (ECT) is the most con-
troversial technique in modern psychiatry (Henderson, 
2002; National Mental Health Association [NMHA], 
2005a, 2008). It is used to treat mental health problems 
such as depression or schizophrenia, usually when drug 
therapies fail or patients are acutely suicidal (Familydoc
tor.org, 2003; MayoClinic.com, 2008; NMHA, 2005a, 

2008). Apparently at least 100,000 Americans are treated 
with electroconvulsive therapy each year, although the 
actual number is hard to pinpoint because reporting 
is not formally required (Electroshock Therapy, 2000; 
NMHA, 2005a, 2008). The controversy focuses on the 
fact that for some it works wonderfully to temporarily 
control depressive and bipolar disorders. For others it 
represents a nightmare of memory loss, brain malfunc-
tion, and continued mood disorder. Cloud (2001) sug-
gests that “it works a little bit like banging the side of a 
fuzzy TV—it just works, except when it doesn’t” (p. 60).

So how does ECT work? No one really knows. 
Electrodes are placed on a patient’s head, and an elec-
trical burst powerful enough to light a 40-watt bulb 
is sent through the patient’s brain for 30–60 seconds. 
Currently, prior to the procedure, patients are given a 
muscle relaxant and anesthesia to eliminate pain and 
prevent the violent flailing of  limbs that caused bro-
ken bones in the past. During ECT, a mouth guard is 
inserted to protect the tongue and teeth, and an oxy-
gen mask is put in place to sustain breathing. ECT 
usually involves 6–12 sessions administered three times 
per week. Theories about how ECT works focus on 
chemical interactions in the brain. It is thought that the 
electrical current either enhances the transmission of 
neurological impulses or releases hormones that influ-
ence (and thus improve) mood.

ECT technically dates back to the 16th century when 
torpedo fish (also known as electric rays), which transmit 

(continued)

6Facts for this highlight are from Electroshock Therapy (2000); 
Familydoctor.org (2003); Griner (2002); Henderson (2002); 
Marcotty (1999); MayoClinic.com (2008); National Mental 
Health Association, 2005a, 2008; Paplos (2002); Sabbatini 
(2002); Sackheim, Devanand, and Nobler (2002); and U.S. 
 Offi ce of the Surgeon General (2001).
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FOCUS ON CRITICAL THINKING 13.2 (continued)

electrical impulses, were used to treat headaches. 
During the 1930s, insulin and camphor were used to 
induce seizures and temporarily improve some mental 
health conditions. “In the Oscar-winning film A Beau-
tiful Mind, math scholar John Nash undergoes such 
insulin shock treatment for schizophrenia” (Griner, 
2002). In 1938 two Italians, Ugo Cerletti and Lucio 
Bini, were the first to actually use an electrical cur-
rent to treat a schizophrenic man experiencing severe 
hallucinations.

Curtis Hartmann, age 47, a lawyer in Westfield, 
Massachusetts, who indicates that he’s had 100 treat-
ments altogether, remains an avid advocate of  ECT 
(Cloud, 2001). He says it’s the only treatment that’s 
been consistently able to control his bipolar disorder 
since 1976. He feels infinitely better after a treatment, 
stating that “depression is like being a corpse with a 
pulse” (Cloud, 2001, p. 62).

Similarly, Diane (no last name) notes that “after 
numerous hospital visits over a two-year period, ECT 
treatments were presented as my last chance at control-
ling depression. Medications were unable to control the 
illness.” Although she did experience some temporary 
memory loss, she concludes, “In retrospect, the ECT 
treatments allowed the depression to improve signifi-
cantly to be treatable by medications alone” (Voices of 
Experience, 2002).

Opponents of  the approach vehemently protest its 
use. For example, Liz McGillicuddy, “once a decorated 
Marine Lt. Colonel with several college degrees to her 
name,” underwent ECT when suffering from severe 
depression (The Horror, 2000). McGillicuddy claims 
that the “results were devastating.” She can’t remember 
her childhood or “anything” about her past; she also 
lost “her future” as she is “unable to form new memo-
ries” (The Horror, 2000).

Juli Lawrence provides another example of  a nega-
tive experience. Prior to her undergoing ECT, her 
attending physician told her family that “it was an 
absolute cure for depression.” However, he did not cau-
tion her and her family about the potential side effects 
such as memory loss, “which can range from forgetting 
where you parked your car to forgetting that you own a 
car at all” (Cloud, 2001, p. 60). She attempted suicide 
a week later and now claims that she can’t remember a 
thing from two years prior to the treatment to several 
months following it.

In 2000 the U.S. surgeon general issued a report 
stating the following:

● Of  persons receiving ECT, 60–70% improve. These 
rates resemble those for psychotropic drugs, but 
remember that most people receiving ECT have not 
responded to drug treatments.

● ECT is not considered long-term protection against 
suicide, but rather a short-term treatment for acute 
illness.

● The major risk of ECT involves anesthesia, the same 
risk occurring any time anesthesia is administered.

● “The most common adverse effects of this treatment 
are confusion and memory loss for events surround-
ing the period of ECT treatment. The confusion and 
disorientation seen upon awakening after ECT typi-
cally clear within an hour. More persistent memory 
problems are variable.”

● “Although most patients return to full functioning 
following successful ECT, the degree of  posttreat-
ment memory impairment and resulting impact on 
functioning are highly variable across individuals. . . . 
Fears that ECT causes gross structural brain pathol-
ogy have not been supported by decades of  meth-
odologically sound research in both humans and 
animals.”

● “The decision to use ECT must be evaluated for 
each individual, weighing the potential benefits and 
known risks of  all available and appropriate treat-
ments in the context of informed consent.”

Despite the furor over ECT, its use probably will 
continue. It does provide short-term relief  for some 
people experiencing some types of severe mental disor-
ders who don’t respond to other treatment modalities 
or who are acutely suicidal. But ECT is not a cure-all. 
Its effects are usually only temporary; effects can vary 
radically from one recipient to the next; and it may 
cause brain damage. In any event, apparently ECT, for 
better or worse, is back.

Critical Thinking Questions
What are your opinions about ECT? Do you think 
the advantages outweigh the disadvantages, or vice 
versa? Would you ever consider ECT for yourself  or for 
someone close to you? What are the reasons for your 
answer?
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families learn to function more competently while 
meeting the developmental and emotional needs of all 
members” (p. 2). They continue that it “targets the fol-
lowing objectives: (1) reinforce family strengths to get 
families ready for change (or intervention); (2) provide 
additional support following family therapy so 
families maintain effective family functioning; [and] 
(3) create concrete changes in family functioning to 
sustain effective and satisfying daily routines” (p. 2).

Family counseling can involve virtually any 
aspect of  family communication and dynamics. 
Chapter 9 discussed family preservation and social 
work with families at high risk of  child maltreat-
ment. Other issues for which families may need 
treatment include members’ inability to get along, 
parental inability to control children’s behavior, 
divorce, stepfamily issues, or crises (e.g., a death in 
the family, an unwanted pregnancy, unemployment, 
a natural disaster).

At this point, are you considering a career in 
 mental health? Highlight 13.6 poses some sugges-
tions for helping you think about a possible career in 
mental health.

Mezzo Practice: Running Treatment Groups
As discussed in Chapter 5, treatment groups help indi-
viduals solve personal problems, change unwanted 
behaviors, cope with stress, and improve their quality 
of  life. Types of  treatment groups include therapy, 
support, education, growth, and socialization; here 
are some examples:

● Therapy: A group of  people diagnosed with 
schizophrenia who live in the community and 
meet at a local community health center.

● Support: A group of adults caring for their parents 
who have Alzheimer’s disease.

● Education: A group of  parents learning about 
effective child management techniques.

● Growth: A group of  gay men focusing on gay 
pride issues (Toseland & Rivas, 2009).

● Socialization: A current events group at a nursing 
home that gets together to discuss their opinions.

Mezzo Practice: Treating Families
Collins, Jordan, and Coleman (1999) state that the 
major purpose of social work with families is “to help 

HIGHLIGHT 13.6

Are You Th inking About Working in the Mental Health Field?

If  you’re considering a social work major, choosing a 
field of  practice is not necessarily easy. A number of 
issues, problem areas, or populations may sound inter-
esting to you. Kelly (2002) provides at least eight sug-
gestions for exploring the mental health field before 
you commit to a professional job. Any of these sugges-
tions can offer excellent opportunities for networking 
with mental health professionals. They may be effective 
ways of  talking with practitioners about what they do 
and how they do it, in addition to finding out what jobs 
are available.

1. Check out job possibilities and mental health 
issues through the National Mental Health 
Association (NMHA) at http://www.nmha.org. 
Its goal is “to improve the mental health of  all 
Americans, especially the 54 million people with 
mental disorders, through advocacy, education, 
research, and service” (National Mental Health 
Association, 2005b).

2. Become a member of  the U.S. Psychiatric Reha-
bilitation Association (USPRA) (formerly 
the International Association of  Psychosocial 
Rehabilitation Services [IAPSRS]) at http://www
.iapsrs.org. This is “an organization of  psycho-
social rehabilitation agencies, practitioners, and 
interested organizations and individuals dedi-
cated to promoting, supporting and strengthen-
ing community-oriented rehabilitation services 
and resources for persons with psychiatric dis-
abilities” (USPRA, 2004).

3. Become a member of  the National Association 
of Social Workers (NASW), an organization with 
chapters in all 50 states, Washington, D.C., Puerto 
Rico, the Virgin Islands, and Guam, that has 
almost 153,000 members (NASW, 2005) (http://
www.socialworkers.org/). NASW also provides an 
excellent resource for networking with social workers 
practicing in mental health. Members receive 
10 issues annually of  NASW News, containing 

(continued)

http://www.iapsrs.org
http://www.iapsrs.org
http://www.nmha.org
http://www.socialworkers.org/
http://www.socialworkers.org/
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to improve cultural competence in the mental health 
macro system.) Third, social workers can strive to 
develop innovative programs to meet mental health 
needs.

For example, Johnson, Noe, Collins, Strader, and 
Bucholtz (2000) describe a project in which mem-
bers of  local church communities were recruited 
“to implement and evaluate alcohol and other drug 
(AOD) abuse prevention programs” (p. 1). “Commu-
nity advocate teams” were created, made up of  sig-
nifi cant church leaders, usually pastors (p. 7). These 

Macro Practice and Policy Practice 
in Mental Health
Social workers practice in the mental health macro 
arena in at least three ways. First, they can advocate 
for positive change on behalf  of  large groups of  cli-
ents. (The following section on managed care dis-
cusses some issues of concern and calls for advocacy 
to address these issues.) Second, social workers who 
function as managers and administrators in mental 
health agencies can strive to improve policies and 
service provision. (A later section discusses the need 

HIGHLIGHT 13.6 (continued)

updates on both issues and jobs in mental health 
and other social work fields of practice, in addition 
to the quarterly professional journal Social Work. 
“NASW membership connects you with cutting-
edge ideas, current information, practice expertise, 
and quality resources” (NASW, 2005). Numerous 
continuing education programs are offered in 
specific aspects of mental health and other areas in 
which social workers practice.

4. Volunteer at a local crisis intervention program. 
Such programs usually offer excellent training to 
prepare volunteers for answering crisis hotlines. 
This may offer experience in addressing a wide 
range of crises (for example, suicide threats, drug 
overdoses, loneliness, and depression). You never 
know what the next phone call may bring.

5. Work as a paraprofessional or volunteer in an 
inpatient mental health clinic or in other facilities 
with clients who are dealing with mental health 
issues. If  inpatient hospitals are unavailable due 
to deinstitutionalization, seek out opportunities 
“in community-based mental health centers, 
group homes for . . . [people with mental health 
issues], or day treatment programs” for people 
with chronic problems (Kelly, 2002, p. 5).

6. Work or volunteer at a homeless shelter. 
Although being homeless by no means indi-
cates that a person has a mental disorder, many 
people who were living in inpatient facilities have 
been discharged into the community. Sometimes 
the community lacks funding and an adequate 
support network to sustain these people. The 
 result may be that they stop taking their medi-
cation and suffer a significantly decreased abil-
ity to function—involving work, socializing with 
others, and maintaining a place to live. One result 

may be homelessness. Homeless shelters may let 
you learn about community resources and link 
people with supportive services and benefits so 
they can maintain themselves in the community.

7. “Attend open meetings of support groups related 
to mental health” (Kelly, 2002, p. 5). Groups may 
be available for people with specific types of 
disorders (for example, schizophrenia, anxiety 
disorders, or eating disorders) or for family 
members of people with disorders. Support groups 
can teach you about the mental health issues 
people must address and provide suggestions for 
how to cope. However, make sure the meetings 
are “open” (i.e., anyone who is interested may 
attend). Always honestly identify your purpose 
for being there.

8. Use continuing education opportunities to explore 
your interests. NASW is only one of  the numer-
ous organizations addressing mental health issues 
that provide chances to learn about specific mental 
health disorders and treatment approaches. The 
following are examples of  continuing education 
topics from one brochure: “Eating Disorders”; 
“Sex Matters for Women”; “Master Your Panic”; 
“The Ethics of  Professional Practice”; “Anxiety 
and Depression”; “Child and Adolescent Coun-
seling”; “Overcoming Binge Eating”; and “Anger 
Management” (Homestead Schools, 2004).

Note that after graduation your state might have 
certification or licensing requirements for a designated 
number of continuing education hours (CEHs) or units 
(CEUs). You can take these classes before you gradu-
ate, too, if  there’s an area in which you’re exceptionally 
interested and are willing to pay the fee to attend.
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vocational training, finding employment, getting and 
taking psychotropic medication, or establishing and 
monitoring support systems. The idea is to keep people 
with severe forms of mental illness actively involved in 
a productive life as part of the community.

Family Education and Support
Family education and support targets the families of 
people with severe mental illness. Evidence proves 
that educating the family about mental illness and 
teaching family members problem-solving and cop-
ing skills have positive results for the person with 
the psychiatric disorder. Family members become 
better able to provide social support for the client to 
help him or her maintain a healthier existence in the 
community. Usually, a case manager oversees service 
provision and helps family members make certain 
the client takes prescribed medication.

Work Encouragement and Assistance
Work encouragement and assistance involves ongo-
ing provision of  support to a client with a psychiat-
ric disorder as he or she prepares for, seeks, obtains, 
and continues to work. This is another program that 
should provide ongoing support instead of  limited 
treatment. Evidence indicates that this results in the 
enhanced ability of a person with a mental illness to 
maintain and support him or herself  in the commu-
nity through employment.

Coordinated Treatment for Concurrent 
Substance Abuse Issues
The current health care environment emphasizes des-
ignated treatments for specific diagnoses. Therefore, 
in that context a person with a psychiatric disorder 
would receive a diagnosis and be treated by a pro-
fessional according to the health care organization’s 
criteria. If  that same person also was diagnosed with 
a substance abuse disorder, in typical managed care 
environments, for example, that problem would be 
treated elsewhere by a different provider using the 
criteria established for that condition. Evidence con-
cerning effective mental health practice indicates that 
this uncoordinated approach is not as effective as 
treating the two diagnoses together by the same pro-
vider. The multiple problems experienced by any indi-
vidual are intertwined and interrelated. Therefore, to 
treat them as separate conditions is much less effec-
tive and really doesn’t make much sense. Advocacy is 
needed to change the health care provision system so 

teams subsequently recruited families with children at 
high risk of  AOD abuse. Families and children were 
then given “comprehensive training” consisting of 
25 weeks of  2½-hour sessions along with case man-
agement services (pp. 10–11). Incentives were offered 
to keep families in the program including “the provi-
sion of food for participants, day care assistance, fam-
ily portraits, transportation provisions, social activities, 
and nominal payments for the research interviews 
($5.00 per interview)” (p. 12). Evaluation research 
revealed that the program was “highly successful in 
white American rural and suburban church commu-
nities” although “only partially successful in urban 
 African American church communities” (p. 21).

Evidence-Based Practice in Mental Health
Evidence-based practice in social work relies on the 
knowledge and established proof, the best evidence 
available, to determine what works. This, in turn, 
informs social workers how to proceed in planning 
and implementing interventions. Solomon (2008) 
identifies five trends in mental health practice that 
have been found to be evidence-based and effective. 
They include comprehensive community support, 
family education and support, work encouragement 
and assistance, coordinated treatment for concurrent 
substance abuse issues, and educational and coping 
skill development groups. These should be empha-
sized and pursued in future mental health program 
and practice skill development to increase effective 
treatment. Note that they involve various aspects of 
micro, mezzo, and macro practice.

Comprehensive Community Support
Comprehensive community support and treatment 
involves establishing teams of professionals who are 
available in the community to work with people on a 
24–7 basis. Development of such teams and involve-
ment of people with mental illness in the community 
would require assertive and resourceful action. Inter-
vention would involve finding and linking people who 
have psychiatric conditions with resources, providing 
treatment, and monitoring progress. This approach 
would focus on the 10–20% of  people with mental 
illness who have the most relentless, extreme condi-
tions that require continued monitoring (Solomon, 
2008). Many of  these people are currently homeless 
and adrift outside of  support systems. Community 
teams would address whatever the clients’ needs might 
involve, including securing housing, enrolling in 
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Managed Care Policies and 
Programs in Mental Health
Most of  the same issues apply to managed care in 
mental health as in other health care settings, as dis-
cussed in Chapter 12. There managed care was defined 
as “a wide range of  health plans and practices that 
depart from the traditional model of  private health 
insurance provided by one’s employer” (Kornblum & 
Julian, 2007, p. 60). It is “a healthcare system under 
which the insurer [the managed care organization] 
controls the person’s health care” (Chapin, 2007, 
p. I-11). An identified group or range of providers of 
health and mental health care contract with managed 
care agencies to provide health care at a negoti-
ated rate. Two primary principles promoted by man-
aged care involve retaining quality and access while 
controlling costs. In other words, care should be read-
ily accessible and of high quality, and yet be as inex-
pensive as possible. This is a hard row to hoe.

There is much pressure on physicians and clini-
cians to fi nd the least expensive treatment modalities 
possible for any particular client in order to minimize 
costs. For example, because psychiatric hospitaliza-
tion is very expensive, there is pressure to keep clients 
in that setting for as brief  a time as possible. This 
pressure exists even when the client needs that kind of 
intensive treatment for a longer period. Less intensive 
settings, of  course, include group homes and outpa-
tient treatment facilities. Focus on Critical Thinking 
13.3 questions the real intent of managed care.

Social workers are responsible for advocating for 
their clients. Vandivort-Warren (1998) urges social 
workers to advocate on the behalf  of  people with 

that it will allow for and support treatments that are 
effective; namely, more coordinated, comprehensive 
approaches to mental illness and substance abuse.

Educational and Coping Skill 
Development Groups
The fifth evidence-based best practice approach for 
people with mental health problems involves form-
ing groups of  clients. Goals are to help group mem-
bers better understand their psychiatric conditions 
and develop methods to cope with them. Teaching 
people with psychiatric disorders how to manage 
their condition and symptoms has been proven effec-
tive. Groups have the advantages of providing mem-
bers with mutual support and the sharing of  ideas 
about how to monitor medication and cope with 
situations related to the illness. The recommended 
protocol involves weekly sessions for a period of  3 
to 6 months (Solomon, 2008). Family members and 
other members of  a client’s support system can also 
attend and learn. An alternative to group work is 
provision of education and the development of skills 
on an individual basis. Evidence has shown that this 
decreases relapses, increases adherence to medication 
schedules, and enhances the development and use of 
coping skills to control problematic behaviors.

At this point we have discussed various aspects of 
what social workers do in mental health and some 
of  the approaches proven to be effective. Issues 
addressed next involve other dimensions of working 
in the mental health system. These include managed 
care, which is the context for service provision, and 
the importance of  cultural competence when work-
ing with clients.

FOCUS ON CRITICAL THINKING 13.3

What Is the Real Intent of Managed Care?

Mechanic (2008) cites at least three concepts impor-
tant in understanding the impact of  managed care on 
mental health service provision: “capitation,” “gate-
keeping,” and “utilization management” (pp. 167–169). 
Capitation, discussed in Chapter 12, is

a form of payment involving a fixed, predetermined 
payment per person for a specified range of  services 

for a fixed period of  time. . . . The capitation 
received by a provider organization is the same 
regardless of how many services the person actually 
uses or what they cost. Some provision can be made 
to adjust capitation to take account of  differences 
in age, sex, illness history, or other characteristics, 
but the basic idea in any case is that such prospec-
tive payment induces providers to carefully consider 

(continued)
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FOCUS ON CRITICAL THINKING 13.3 (continued)

how they use expensive resources. Use of  too many 
expensive services can lead to financial losses, and 
efficient practices can result in higher earnings. 
(Mechanic, 2008, p. 168)

A difference between mental health and other 
health care often involves the intensity of  services 
needed (Dulmus & Roberts, 2008; Mechanic, 2008). 
With general health problems, managed care providers 
assume that patient claims will vary greatly in any one 
year, with some people getting very sick unpredictably. 
However, they also assume that most people will not 
get sick, so costs are spread out over a large number 
of  people (Mechanic, 2008). Thus insurance premi-
ums from the many who don’t get that sick and their 
employers support health care services for the few who 
do. People with mental illness, however, often require 
much more intensive care over long periods, and some-
times forever. This can be very expensive for managed 
care organizations. Hence managed care programs 
usually distinguish between mental health and general 
health benefits, placing more stringent limitations on 
those available for mental health (Dulmus & Roberts, 
2008; Mechanic, 2008).

Note that many people with mental illness don’t 
have their own insurance, but receive benefits through 
government programs like Medicare or Medicaid. 
Most states are assertively moving to have these ben-
efits administered through managed care organizations 
(Essock & Goldman, 1995; Mechanic, 2008). Figuring 
out how to fund treatment for the mentally ill population 
with its intensive need for service is a complex process.

A second issue concerning managed care and mental 
health involves the gatekeeping function of  a person’s 
primary care physician. Generally, patients in a man-
aged care program pick their own doctor from a limited 
list. They then must go through this doctor to get refer-
rals to any specialists they may need (e.g., psychothera-
pists, neurologists, ophthalmologists, proctologists). 
The main purpose of  gatekeeping is to make certain 
patients see specialists only when necessary, essentially 
to cut down on costs. One problem is that a primary 
care physician may not be highly knowledgeable about 
a particular client’s type of  mental health problem—
especially more severe, more chronic, or rarer disorders. 
One study reports three interesting findings regarding 
primary care physicians (Mechanic, 2008; Wells et al., 
1989). First, primary care physicians fail to identify 

even such common problems as depression about half  
the time. Second, even when they accurately recognize 
the problem, they often prescribe inappropriate drugs 
or administer the wrong dosage. Third, primary care 
physicians in managed care organizations fare worse in 
identifying depression than their counterparts working 
outside such organizations.

Utilization management means that certain medical 
and mental health services must be authorized ahead 
of time; otherwise the managed care organization won’t 
pay for them. This involves a clinician or physician con-
tacting the managed care organization and explaining 
the problem in sufficient detail to get permission for 
the service or procedure. A managed care representa-
tive, often a utilization reviewer or case manager, then 
reviews the documentation and, using a structured 
set of  rules and steps, determines whether the symp-
toms and diagnosis warrant the requested procedure 
(Corcoran, 1997; Mechanic, 2008). “Clinical decisions 
are now routinely challenged” (Matorin, 1998, p. 161). 
In this process, clinicians have lost a huge amount of 
 decision-making power regarding what should and can 
be done to help clients.

Most mental health professionals have little trust 
in managed care and generally don’t like it (Matorin, 
1998; Mechanic, 1999, 2008). Matorin (1998) high-
lights several concerns. First, clinicians must often 
defensively justify their treatment recommendations to 
a managed care staff  member who may or may not be 
familiar with the client’s type of condition. Second, cli-
nicians are often pressured “to discharge clients from 
the hospital prematurely, knowing full well the limited 
availability of  adequate aftercare resources” (Matorin, 
1998, p. 161). Third, “fragile patients are often shifted 
to lesser levels of  care over the course of  a week. Such 
‘treatment’ plans subject them to multiple separations 
and changes in treatment team at the point when they 
most need continuity” (Matorin, 1998, p. 161).

Managed care in mental health practice is in place. 
Its proponents maintain that it’s an effective way to 
provide mental health care, which is very expensive, 
while controlling costs.

Critical Thinking Questions
What do you think are the strengths and weaknesses of 
managed care in mental health? To what extent do you 
support or fail to support it? What are your reasons?
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(USDHHS, 1999). First, their cultural orientation 
in terms of  values, traditions, and beliefs often con-
fl icts with the existing mental health system. Second, 
for many reasons, these groups generally have lower 
income levels and higher levels of  poverty. Third, 
their generally lower socioeconomic status (as mea-
sured by such variables as income, education, and 
occupation) is clearly related to mental illness.

Barriers to Receiving Mental Health Services
Many people of  color find the mental health system 
to be threatening, unresponsive, and noncompliant 
with many of  their beliefs. Five barriers to these 
groups’ access to services are lack of  help-seeking 
behavior, mistrust, stigma, cost, and clinician bias 
(USDHHS, 1999).

Lack of Help-Seeking Behavior
To receive services, people must acknowledge that a 
problem exists and seek help to address it. We have 
established that for various reasons people of  color 
don’t seek out and receive mental health services to 
the extent that white people do.

Yamashiro and Matsuoka (1999) explain some 
of  the reasons people of  Asian and Pacifi c Islander 
(API) cultural heritage fail to utilize the mental 
health system adequately. They resemble some of 
the reasons API people fail to seek formal services 
for other health problems, discussed in Chapter 12. 
Reasons include an emphasis on “collective identi-
ties,” “fatalism,” use of  language, and the fear of 
transmission to offspring (Yamashiro & Matsuoka, 
1999, p. 458).

mental illness. She maintains that “advocacy forms 
the root of  this profession and is needed now more 
than ever to infuse social work values into insurance-
dominated interests” (p. 263). She makes three spe-
cifi c suggestions. First, social workers can fi ght for 
more adequate funding for mental health services. 
Second, states should “be actively involved in eval-
uating the services provided under managed care 
rather than delegating quality concerns to managed 
care fi rms” (p. 264). The latter resembles asking you 
to decide what grade you deserve for this course. 
Third, social workers can advocate for services 
that go beyond mere “medical necessity” and help 
empower people to improve their psychosocial func-
tioning and quality of life.

Focus on Critical Thinking 13.4 addresses issues 
about mental health policy and programming.

Cultural Competence in Mental 
Health Settings
Cultural competence has been defined as “the set 
of  knowledge and skills that a social worker must 
develop in order to be effective with multicultural 
clients” (Lum, 1999, p. 3). People of  color under-
utilize the U.S. mental health system (Greeno, 2008; 
USDHHS, 1999). These groups include (1) African 
American, (2) Asian and Pacific Islander [API], 
(3) Hispanic/Latino, and (4) Native American/
Alaskan Native/Hawaiian Native.

Several characteristics of these groups differentiate 
them to various degrees from the white mainstream 

FOCUS ON CRITICAL THINKING 13.4

Mental Health Care and Policy

Some mental health policy issues resemble those in 
other types of  health care provision. Who is covered 
and who has access are major concerns.

Critical Thinking Questions
Should U.S. policy in mental health care be overhauled 
to establish a national health insurance program pro-
viding universal coverage? Should the government fund 
a program made available to all citizens, making private 

health insurance with its selective mental health ben-
efits obsolete?

Consider other, more specific questions:

● Should limits be placed on the type of  treatment 
and number of sessions with a professional?

● Should all people who need them have ready access 
to expensive psychotropic drugs?

● As with other types of  health care, who should pay 
for it? Workers? Employers? The government?



374  Client Populations and Contexts

only when help is unavailable in their own cultural 
communities (Weinbach & Kuehner, 1985). First, 
older Native Americans avoid services because of 
past bad experiences with the system. Second, many 
think that “mental illness is a justifi able outcome of 
human weakness or the result of  avoiding the disci  -
pline necessary to maintain cultural values and com-
munity respect” (Harras, 1987; Herring, 1999, p. 52). 
Thus they believe that they do not need the system, 
that they should be able to take care of such problems 
themselves. Other Native Americans who have had 
experiences with the mental health system note how 
biased it is concerning Western beliefs, which often 
clash with traditional cultural values (LaFromboise 
& Bigfoot, 1988).

Mistrust
Mistrust is a second barrier to people of color receiv-
ing mental health treatment (USDHHS, 1999). For 
example, African Americans’ reasons for avoiding 
the system include not having enough time and being 
apprehensive about what treatment involves (Suss-
man, Robins, & Earls, 1987). Many have also expe-
rienced racism and discrimination (Primm, Lima, & 
Rowe, 1996).

Central and South American immigrants and 
many from Southeast Asia who have experienced 
oppression and imprisonment, and have even had 
family members murdered in their countries of  ori-
gin, fear involvement with any system, including that 
of  mental health services (USDHHS, 1999). Ille-
gal immigrants from Mexico also fear involvement 
because they dread being deported.

Native Americans have a long history of negative 
experiences with white mainstream culture. These 
include facing recurring attempts to squelch their 
traditional culture and absorb them into the main-
stream; being denied U.S. citizenship until 1924; 
and not having a constitutional right to pursue 
traditional religious practices until the American 
Indian Religious Freedom Act of  1978 was passed 
(Herring, 1999).

Stigma
A stigma is a smear of  shame and reproach upon 
one’s reputation. People of  color often don’t want 
to suffer the stigma of  being labeled mentally ill 
(USDHHS, 1999). Uba (1994) found this to be true 
of Asian Americans; Sussman and colleagues (1987) 

As earlier chapters explained, the worldview of 
Asian Americans and Pacific Islanders involves a 
greater sense of  collective identity than dominant 
Euro-American culture, which stresses the impor-
tance of  individualism. Dependence on the fam-
ily, extended family, and cultural community are 
emphasized. The implication is that API people will 
fi rst turn to their families and others in their cultural 
community to address problems, including mental 
health issues, before turning to strangers, whether 
professionals or not.

A second reason for API underutilization of men-
tal health services involves a sense of fatalism. This is 
the idea that everything happens as a result of prede-
termined fate, with individuals having little control 
over their general life course.

A third reason for underutilization of  mental 
health services involves language. Not only might API 
people speak a different language or at least use a dif-
ferent language as their primary one, they also might 
use language differently in general. The Western 
world emphasizes the importance of  people talking 
about emotions and feelings to improve how they feel. 
A clear connection between emotions and language is 
assumed. In Eastern psychology, no such clear connec-
tion exists. Yamashiro and Matsuoka (1999) explain 
that in API cultures “language may not accommodate 
all that individuals think and feel—especially for those 
who are not socialized to use language as a primary 
means for expressing feelings” (p. 463). Participat-
ing in some form of therapy that emphasizes talking 
about feelings and behavior may make no sense in the 
context of traditional API culture.

A fourth reason involves the fact that

an ancient tradition in Asian and Pacifi c Islander 
cultures is arranging marriages to ensure that one’s 
offspring is united with an appropriate partner for 
the primary purpose of procreation. . . . Because 
mental illness is believed to be genetically inher-
ited, evidence of mental illness in a family’s lineage 
could render their offspring unsuitable for marriage. 
(Yamashiro & Matsuoka, 1999, p. 465)

In other words, if  the word got out that mental ill-
ness ran in the family, potential marriage partners 
would run in the opposite direction.

Herring (1999) refl ects on reasons Native Ameri-
can people often fail to seek and receive formal men-
tal health services. They tend to use such services 
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and behaviors may well misdiagnose the problem. 
Behaviors considered appropriate for other cultures 
might be considered quite inappropriate in Western 
eyes. For example,

Latino families seem to be more tolerant of unusual 
behavior, such as hearing voices or having delusions 
of  grandeur, because of  the way Latino cultures 
view religion. . . . In the Latino culture, people often 
talk to Jesus and the saints and feel close to spir-
its, so family members are not as concerned about 
a patient hearing voices as they are by disruptive or 
disrespectful behavior. (Schram & Mandell, 2000, 
pp. 176–177)

Similarly, Earle (1999) indicates that for Seneca Indi-
ans “such attributes as having visions and guiding 
one’s life according to spirits may incorrectly appear 
to be symptoms of a serious mental disorder such as 
schizophrenia” when they are really expressions of 
traditional religious practices (p. 434).

Several studies report signifi cant bias on the part 
of  clinicians diagnosing African Americans for 
schizophrenia and depression; African Americans 
are much more likely than whites to be diagnosed 
with schizophrenia and less likely to be diagnosed 
with depression (Hu, Snowden, Jerrell, & Nguyen, 
1991; Lawson, Hepler, Holladay, & Cuffel, 1994; 
Snowden & Cheung, 1990; USDHHS, 1999).

Highlight 13.7 focuses on what can be done to 
improve mental health services to people of color.

did the same for both whites and African Americans. 
African Americans generally make every effort to 
combat mental illness themselves, without having to 
rely on external formal resources (USDHHS, 1999).

Yamashiro and Matsuoka (1999) report that there 
is a strong tradition of shame regarding mental illness 
in many API families; because of their collective iden-
tity, what one family member does “reflects on the 
 entire family” (p. 466). The mental illness of one fam-
ily member makes the others feel ashamed, so it makes 
sense to keep it a secret instead of seeking help.

Cost
Cost is yet another barrier to people of  color using 
mental health services (Dulmus & Roberts, 2008; 
USDHHS, 1999). We have established that people of 
color generally have lower incomes than their white 
counterparts. Not only are they more unlikely than 
whites to be covered by private health insurance, but 
even those who have such benefits underutilize ser-
vices (USDHHS, 1999).

Clinician Bias
Clinician bias is the fifth barrier to people of  color 
utilizing mental health services (Dulmus & Rob-
erts, 2008; USDHHS, 1999). How the assessing 
clinician perceives a person’s emotional state and 
behavioral symptoms directly relates to the diagno-
sis. Clinicians who are unfamiliar with the cultural 
customs of  people having different beliefs, values, 

HIGHLIGHT 13.7

What Can Be Done to Improve Mental Health Services to 
People of Color?

An obvious suggestion for improving services for peo-
ple of  color involves all social workers continuously 
striving to enhance their own cultural competence. 
Developing guidelines to assist individual social work-
ers in their practice is also helpful (Snowden, 2000). 
Lum (2003), for example, describes a cultural compe-
tence framework for social work that emphasizes four 
primary dimensions of  competence. The first is cul-
tural awareness—consciousness of  one’s own cultural 
values and “of  ethnicity and racism and its impact on 

 professional attitude, perception, and behavior” (p. 31). 
Second, knowledge acquisition is the process of  gaining 
and organizing knowledge to critically think about eth-
nicity and to better understand its significance. Third, 
skill development involves learning effective ways to 
communicate with people of  other cultures and apply-
ing culturally sensitive techniques to improve interven-
tions. Finally, inductive learning is the creative quest for 
new information and the sharing of new ideas with oth-
ers to enhance practice effectiveness.
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concept in mental health treatment is client treat-
ment in the least restrictive setting possible. Mental 
health settings that employ social workers include 
inpatient mental and psychiatric hospitals, residen-
tial treatment centers for children and adolescents, 
group homes, psychiatric units in general hospitals, 
outpatient treatment agencies, employee assistance 
programs, and community mental health centers, 
which provide a wide range of services.

B  Identify and discuss the range of psychiatric 
diagnoses for mental health problems.

Diagnoses for psychiatric disorders include demen-
tia, schizophrenia and other psychotic disorders, 
mood disorders, bipolar disorders, anxiety disor-
ders, dissociative disorders, sexual disorders, eating 
disorders (including anorexia nervosa and bulimia 
nervosa), impulse control disorders, and personality 
disorders.

C  Identify some of the functions social workers 
perform in mental health settings.

In micro practice social workers can be case manag-
ers. They can also provide counseling and crisis inter-
vention, in addition to linking clients with needed 
resources and providing community education about 
mental health. MSWs can be psychotherapists. In 
mezzo practice social workers can run treatment 
groups and treat families. In macro practice social 
workers can be advocates for change, function as 
managers and administrators who can improve poli-
cies and service provision, and develop innovative 
programs to meet mental health needs.

D  Identify some trends in evidence-based practice 
in mental health.

Trends in evidence-based practice include compre-
hensive community support, family education and 
support, work encouragement and assistance, coordi-
nated treatment for concurrent substance abuse issues, 
and educational and coping skill development groups.

E  Examine managed care within the 
mental health context.

Most of  the same issues apply to managed care in 
mental health as in other health care settings. Three 
important concepts are capitation, gatekeeping, and 
utilization management. There is much pressure on 

Macro Perspectives on Cultural Competence
From a macro perspective, say Sue and colleagues 
(1998), not only do mental health agencies need to 
“employ individuals with multicultural counseling 
skills, but the agency itself  needs to have a ‘multicul-
tural culture’ ” (p. 103). This involves establishing an 
organizational environment that celebrates diversity. 
Administrators should empower staff  members by 
helping them develop and employ culturally com-
petent skills. Agencies should be sensitive to the cul-
tural perspectives of  their clients and responsive to 
their needs.

Cross, Bazron, Dennis, and Isaacs (1989) describe 
culturally competent and culturally profi cient orga-
nizations. Culturally competent mental health organi-
zations display “continuing self-assessment regarding 
culture, careful attention to the dynamics of  differ-
ence, continuous expansion of  cultural knowledge 
and resources, and a variety of  adaptations to ser-
vice models to better meet the needs of  culturally 
diverse populations” (p. 17). Such agencies have a 
diverse staff  refl ecting a range of  racial and cultural 
backgrounds. Administrators and staff  have clear 
ideas about what cultural competence involves. Staff  
members have frequent opportunities to enhance 
their level of cultural competence. Any services deliv-
ered to specifi c cultural groups are viewed as a vital 
part of an agency’s total package of programs.

Culturally proficient agencies strive to expand 
knowledge about cultural competence by “conduct-
ing research, developing new therapeutic approaches 
based on culture, and disseminating the results of 
demonstration projects” (Cross et al., 1989, p. 17). 
Few organizations ever reach this level of  profi-
ciency. Such organizations serve as dynamic models 
for creative program development focusing on cul-
tural competence in other programs.

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following:

A  Review the wide range of mental health settings 
in which social workers practice.

Half  of  NASW members indicate that mental 
health is a major context for their practice. A critical 
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and labeling system is fair and adequate. Questions 
were raised about the advantages and disadvantages 
of  electroconvulsive therapy and the advantages 
and disadvantages of  managed care. Finally, critical 
thinking questions were proposed regarding whether 
a national mental health insurance program provid-
ing universal coverage should be established.

LOOKING AHEAD

Mental health issues and concerns overlap with many 
other areas of  social work practice. For example, 
social workers frequently take part in the prevention 
and treatment of alcohol and other drug abuse. Chap-
ter 14 explores some of the dynamics and treatment 
approaches involved in that area. Another example of 
overlap with mental health issues concerns social work 
in schools and with youths, addressed in Chapter 15. 
Such practice might focus on group work to address 
specific issues, the prevention of school violence, teen-
age sexual activity, pregnancy, and parenting issues.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

physicians and clinicians to find the least expensive 
treatment modalities possible for any particular cli-
ent to minimize cost. Often, this is not in the best 
interests of  the client. It is, therefore, social workers’ 
responsibility to advocate on their clients’ behalf.

F  Address the issue of cultural competence in 
mental health settings, identify barriers many 
people of color face in accessing services, and 
suggest ways of improving cultural competence.

Cultural competence, defined as “the set of  knowl-
edge and skills that a social worker must develop in 
order to be effective with multicultural clients,” is 
just as important in mental health as in other social 
work settings (Lum, 1999, p. 3). Barriers people of 
color often face in receiving mental health services 
include lack of  help-seeking behavior, mistrust, 
stigma, cost, and clinician bias. Cultural competence 
can be enhanced by developing individual practi-
tioners’ skills. It can also be enhanced by culturally 
competent organizations that celebrate diversity and 
constantly strive to develop cultural competence 
throughout the agency.

G  Encourage critical thinking about the 
effectiveness of the Diagnostic and Statistical 
Manual–IV–TR as the primary assessment 
system for mental illness, the pros and cons 
of electroconvulsive therapy, the real intent of 
managed care concerning mental illness, and 
national mental health policy issues.

Critical thinking questions were posed regarding 
the extent to which the DSM–IV–TR’s assessment 

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  14
Social Work and Substance 
Use, Abuse, and Dependence

Jeremy has been using crystal meth for almost 10 years now. At first, he used 
it because it made him feel hyper-energized. Having been a shy, insecure teen-
ager, meth changed his social life as it made him popular with other users. It 
made him feel heroic and important. Gradually, he found himself running out of 
money. Drugs are expensive when you use them a lot. At first, he couldn’t pay 
the phone bill; then it was the rent. Then he lost his car. His wife left him and 
won’t let him see his two kids at all anymore. The rest of his family is sick of him. 
Now he’s homeless unless he can find somewhere to crash. He’s barely got more 
than the clothes on his back. He’s surviving by eating free meals for homeless 
people and transients at places like the Salvation Army’s soup kitchen. He steals 
whatever he can to sell and rips people off whenever he has the chance because 
he has to buy his meth. His body is emaciated and his teeth are rotting. He 
doesn’t think he’s going to make it much longer.
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Eva is a 42-year-old air traffi c controller who likes to fl y in her spare time. The 
problem is that she likes to fl y without a plane. Eva’s substance of choice is 
 cocaine, which she freebases. Her mottoes since high school are ‘Party hearty’ 
and ‘Life is too short to be sober.’ How she became an air traffi c controller with 
this attitude and lifestyle choice remains a mystery. Somehow, she has been 
able to do her job and keep her drug use separate from her career.

Eva started to use illicit drugs when she was 14. Although her parents raised 
her with strong Mormon values in a small-town Utah home environment, Eva 
rebelled hard when she became a teenager. When her parents fi rst discovered 
her drug use they threatened to ground her for life. Eva took off and moved in 
with a hippie cousin [who amazingly still existed as a ‘hippie’] in the big town, 
Salt Lake City (Barsky, 2006, p. 28).

Stephanie is a college junior who majors in education and loves to “party.” She 
has been known to label herself a “party animal.” She goes out drinking almost 
every night (after some studying, of course). She drank occasionally at parties 
during high school and even got drunk a dozen or two times. When she fi rst got 
to college, she limited herself to going out and “getting plastered” only on Friday 
and Saturday nights. However, as time goes by, she’s found herself wanting to 
go out every night.

She has fun, all right. But twice last month she found herself waking up in bed 
with some guy she didn’t remember ever seeing before. Those guys were pretty 
“sleazy-looking,” too. How embarrassing! Each time she surely got out of there 
in a hurry. She hopes she remembered to use condoms.

After all, she’s doing okay in school. Sure, her grades have slumped a little 
bit. She’s dropped from a B+ to a straight C average. But that’s because the 
older she gets, the more diffi cult her courses get. For example, that stats course is 
pure misery. She often tells herself she’s doing fi ne.

She’s not crazy about the headaches she has most mornings. It takes her a while 
to get going. But she’s only missed six or seven mornings of class since the semes-
ter started. She’s doing okay. She surely isn’t an alcoholic or anything like that.

The problem is that as she was driving from one bar to another the other night, 
a cop (who must’ve come out of the Twilight Zone because she surely didn’t see 
him) busted her for drunk driving. Rats. What a bummer. What a fi ne. She also 
has to take a series of drug education courses, which surely is not fun either.

The preceding vignettes depict illustrations of people who use alcohol or other 
drugs. It is estimated that 9.1% of the U.S. population or 22.2 million people 
abuse or are dependent on some mind-altering substance; of these, over 69% 
 involved alcohol use, over 16% illicit drug use, and the remaining almost 15% 
use of both (Straussner & Isralowitz, 2008). Clearly, alcohol and other drug use 
poses a big problem for many people and their families.
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Social workers need knowledge and understanding about substance abuse, also 
referred to as alcohol and other drug abuse (AODA) or alcohol and other drug 
(AOD) problems, for two basic reasons. First, social workers are “involved in the 
prevention and treatment of substance abuse work in a variety of settings,  including 
health facilities, inpatient and outpatient substance abuse treatment centers, mental 
health centers, schools, and in the workplace. . . . [They are also] involved in many 
aspects of substance abuse treatment, including planning and program  development, 
diagnosis and assessment, information and referral, counseling, and program evalu-
ation” (Gibelman, 2005, pp. 243–244). Many social workers specialize in AODA 
treatment and provide AODA counseling to clients and their families.

A second reason for needing some background in AODA involves social 
workers’ role as referral agents. Even if they don’t work in such a specialized 
AODA setting, they will still probably have clients or family members of clients 
with alcohol and drug problems. Thus, they must be capable of making appro-
priate referrals to relevant occupational, health, employment, and social services 
in addition to helping clients navigate these complex systems.

Alcohol and other drug abuse is often masked by and interrelated to many 
other problems:

The addicted person may seek help in a medical setting, a crisis clinic, a 
mental health agency, a family service agency, or from a private practitioner 
or a public assistance agency. In the medical setting, the presenting problem 
may be pancreatitis, liver disease, traumatic injury, or broken bones. In the 
mental health setting, the person may present depression, suicidal feelings, 
self-destructive behavior, anxiety, psychotic symptoms, or problems associated 
with an organic brain syndrome. Each of these problems may be the result of 
alcoholism or drug addiction. (Raskin & Daley, 1991, p. 25)

Thus, in almost any practice setting, a social worker may need to address 
AODA problems.

Learning Objectives
A Review common defi nitions used in the AODA fi eld.
B Describe the substances involved in abuse and dependence and their 

methods of administration.
C Explore common defense mechanisms and family relationships of 

substance abusers.
D Explain major aspects of the treatment process for substance abuse 

and dependence.
E Identify community resources for people who abuse substances.
F Compare two treatment models for substance abusers.
G Pose critical thinking questions that address the dynamics of 

substance abuse and compare treatment models.
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 4. The user expresses an ongoing desire or failed 
 attempts to decrease or control substance use.

 5. The user spends large amounts of time participat-
ing in activities aimed at obtaining or using the 
substance and recuperating from its aftermath.

 6. The user curtails or avoids signifi cant  social, work, 
or recreational involvement due to substance use.

 7. The user continues to use the substance despite 
being aware that the substance is causing or 
 intensifying physical or psychological diffi culties.

The DSM–IV–TR defi nes substance abuse as “a 
maladaptive pattern of  substance use manifested 
by recurrent and significant adverse consequences 
 related to the repeated use of  substances” (APA, 
2000, pp. 198–199). This is refl ected by one or more 
of the following criteria in any 12-month period:

 1. Repeated failure to accomplish major work, 
 educational, or social responsibilities due to 
 substance use.

 2. Repeated use of  the substance at times when 
it could cause physical harm (such as when 
driving).

 3. Repeated use of  the substance that results in 
 legal problems (such as tickets for driving under 
the substance’s infl uence or arrests for disorderly 
conduct).

 4. Continued use of  the substance despite the fact 
that it causes frequent interpersonal problems.

The DSM–IV–TR adds one other criterion for 
abuse—namely, it involves people who have never 
been diagnosed with substance dependence. Sub-
stance abuse might be regarded as “less problem-
atic” than substance dependence because many of the 
physical and psychological symptoms associated with 
dependence are not yet evident (Barker, 2003, p. 422).

Intoxication, linked to drug abuse and dependence, 
is the development of  a series of  symptoms, often 
 involving psychological or behavioral changes, directly 
related to intake of the substance and its  infl uence on 
the central nervous system. Specific symptoms may 
 include inability to think clearly, distorted perception, 
temporary euphoria, and impaired motor functioning.

Alcoholism is “a chronic disorder characterized 
by repeated excessive use of alcoholic beverages and 
 decreased ability to function socially and vocation-
ally” (Nichols, 1999, p. 31). Alcoholics are people 

Defi nitions in Alcohol and 
Other Drug Abuse
Language commonly used in substance abuse 
 intervention tends to revolve around the terms alcohol, 
drug, and substance (often referred to as psychoactive 
substance). In everyday usage the term alcohol refers 
to any type of fermented or distilled liquor containing 
alcohol, such as whiskey or beer. Drug refers to a wide 
range of materials that alter mood or consciousness 
when ingested, including amphetamines, cannabis, 
cocaine, and hallucinogens. Substance is commonly 
used to refer to mind-altering drugs, including alco-
hol (hence the term alcohol and other substance abuse). 
In the context of  abuse described here, the terms 
 substance and drug are often used interchangeably 
(Gray, 1995). Several other terms used in conjunction 
with alcohol, drugs, and substances are dependence, 
tolerance,  withdrawal, abuse, intoxication, alcoholism, 
alcoholic, and addiction.

The Diagnostic and Statistical Manual of Mental 
Disorders (DSM–IV–TR), published by the American 
Psychiatric Association (APA, 2000), defines sub-
stance dependence as “a cluster of  cognitive, behav-
ioral, and physiological symptoms” resulting from 
continued use of  a substance despite significant 
resulting problems (p. 192). (Sometimes substance 
dependence is referred to as chemical dependence.) It 
occurs when three or more of  the following happen 
within one year:

 1. Tolerance of  the substance increases. Tolerance 
is “resistance to the drug’s effects developed over 
time as the body adapts to the repeated adminis-
tration of a chemical compound” (Doweiko, 2009, 
p. 467). As a result, the user requires increasing 
doses of the substance to reach the same level of 
mood alteration initially achieved.

 2. Withdrawal occurs. Withdrawal is the array of 
symptoms that develop as a result of discontinued 
use of the substance or the compulsion to absorb 
the substance to avert these symptoms. Despite 
discontinued use, the user still craves the substance. 
Withdrawal symptoms may  include severe abdom-
inal pain, convulsions, anxiety attacks, depression, 
and uncontrollable trembling.

 3. The user takes greater amounts of the substance 
over a longer period than he or she meant to.
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you clues regarding the scope of  the problem; for 
example, if  a person “uses needles to inject cocaine, 
this can be a reliable indicator that he or she has, 
or is about to  develop, serious problems” (Johnson, 
2004, p. 33).

Oral Ingestion
Oral consumption of  a drug involves drinking or 
swallowing it. Such ingestion takes the most time 
 because the stomach and intestine must absorb the 
drug into the bloodstream before it can affect the 
brain (Abadinsky, 2008). Subsequently, unlike other 
types of  ingestion, user attributes may influence the 
drug’s effects (Johnson, 2004). For example, if  the 
drug is taken on a full stomach, it will take longer 
to produce effects than when consumed on an empty 
stomach.

Inhalation or Smoking
Another common method of  drug ingestion is 
 inhalation or smoking. This is an efficient and fast 
means of getting an effect because the lungs are filled 
with tiny blood vessels that absorb the drug rapidly. 
The blood then quickly delivers the drug directly to the 
brain, which experiences its effects within a few sec-
onds. “Most drugs of abuse can be smoked (cocaine, 
heroin, or marijuana) or inhaled (common household 
chemicals, gasoline, or model glue). The drug that 
is most commonly used in this manner is nicotine” 
(Johnson, 2004, p. 34).

Injection
Another common means of  drug ingestion involves 
injecting the drug directly into the bloodstream, usu-
ally via a vein (Johnson, 2004). This method also 
 allows the substance to sidestep the digestive process 
and proceed directly to the brain, thereby producing 
nearly immediate, concentrated effects.

Johnson (2004) suggests that you can observe 
people’s behavior to determine if  they’re injecting 
drugs. For example, people who wear long-sleeved 
shirts on a hot summer day “may be trying to hide 
needle tracks” (p. 34).

Mucous Membranes
Johnson (2004) explains how drugs can be ingested 
using mucous membranes and how the method of 
ingestion provides clues concerning related physical 
problems:

Another route of  administration is saturation of 
mucous membranes, allowing a drug to dissolve into 
the bloodstream. . . .

who suffer from alcoholism. Addiction is a term 
 referring to dependence on some substance, having 
the same consequences as those already described; 
the term substance dependence is now commonly 
 replacing  addiction (Barker, 2003).

Professionals working with alcohol and other sub-
stance abusers may be referred to as substance abuse, 
AODA, or chemical dependence counselors. Practitio-
ners counseling people who abuse or are dependent 
on alcohol may be called alcoholism or alcohol abuse 
counselors.

With respect to substance use problems, in everyday 
usage the term abuse often is used to include symp-
toms evident in the technical defi nitions of both abuse 
and dependence. Similarly, the line between abuse and 
dependence is often not clearly distinct. Many of the 
dynamics are similar or identical. Therefore, in our 
ensuing discussion we will use the terms abuse and 
 dependence interchangeably.

Note that people often have a substance of choice. 
That is, they prefer the type of mood alterations pro-
duced by one drug over that produced by another. For 
instance, one person may prefer beer over cocaine. 
Another person may feel just the opposite. Note that 
there are many similarities between alcohol abuse and 
dependence and other drug abuse and dependence in 
terms of the psychological and interpersonal dynamics 
(APA, 2000).

The following section addresses pharmacology, 
“the effects of the various drugs on the human body” 
(Johnson, 2004, p. 28). It’s important to understand 
this to comprehend the dynamics and driving forces 
involved in AOD abuse and dependence.

AOD Substances Causing Abuse 
and Dependence
A wide range of  mind-altering substances can lead 
to abuse and dependence. These include central ner-
vous system (CNS) stimulants, CNS depressants, 
and other mind-altering substances. Before describ-
ing the specific drugs, we will discuss the ways in 
which they may be ingested.

Methods of Administration
There are four major means of  administering mind-
altering substances; these include oral consump-
tion, inhalation or smoking, injection, or ingestion 
via mucous membranes (Johnson, 2004). Except for 
alcohol, all drugs can be administered in more than 
one way. Sometimes, the means of ingestion can give 
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outgoing. At other times, particularly as the dos-
ages increase, these feelings may change to para-
noia, anxiety, an inability to experience pleasure 
(anhedonea), and confusion. . . .

Caffeine and nicotine . . . are known as “bottom 
shelf” stimulants. Although these stimulants are con-
sidered weaker and less dangerous, [they may still 
have signifi cant effects] . . . For example, repeated 
and excessive use of caffeine can lead to problems 
similar to those created by the stronger stimulants . . . 
Furthermore, use of tobacco, the source of nicotine, 
is responsible for more than 400,000 deaths in the 
United States each year (p. 53). . . .  [Nicotine is] 
highly addictive. (p. 105)

One of  the so-called club drugs, ecstasy is also 
a stimulant (National Institute on Drug Abuse 
[NIDA], 2008). Ecstasy, which has “psychedelic” 
properties, produces mental stimulation, enhanced 
energy and sensory perception, and, potentially, 
nausea and muscle cramping (NIDA, 2008).

Dziegielewski (2005) describes depressants:

Depressants are psychoactive substances that sup-
press, slow, or relax the central nervous system. 
The most commonly used major depressants are 
alcohol . . . and the sedatives and hypnotics such 
as prescription painkillers. [Other examples of 
depressants are barbiturates, Xanax, Valium, and 
Quaaludes (NIDA, 2008).] Some of  these sub-
stances, when used to the advantage of the individ-
ual, can have great social or therapeutic value. . . .

When depressants are misused or abused, the 
outcome can be disastrous. . . . Medical problems 
that often occur when the central nervous system 
 becomes depressed range from mild sedation to 
breathing cessation to coma and possible death. 
(p. 123) [emphasis added]

The club drugs liquid ecstasy and Rohypnol (also 
known as “roofies” or the “date rape drug”) are 
 depressants (NIDA, 2008).

Other commonly used addictive drugs that don’t 
fi t into the stimulant or depressant categories include 
the following (NIDA, 2008):

● Cannabinoids, including hashish and marijuana, 
produce euphoria, slowed thinking, impaired 
coordination, confusion, and sometimes anxiety.

● Dissociative anesthetics, including ketamine 
(Special K) and PCP, can cause increased heart rate 
and blood pressure, slowed motor functioning, 

Most commonly known as “snorting,” this route of 
administration is quicker than drinking/swallowing, 
but slower than either inhalation or injection.  Users 
chop a drug into fine power and quickly inhale it 
into the nose. Powder cocaine is commonly used 
this way; however, most drugs can be snorted. Any 
drug that can be crushed into power can be snorted. 
Many people choose to snort heroin instead of 
 injecting it. People also use the mucous membranes 
in the eye (LSD), genital areas, and the rectum via 
suppositories.

A client’s chosen route of  administration is 
 important assessment information. Not only does 
it provide clues about the potential seriousness of 
the drug use, but also about medical issues that 
may  require attention. For example, people who 
drink heavily often irritate the inside of the mouth, 
esophagus, and stomach lining. People who smoke 
or inhale drugs often develop lung infections oral 
infections, or impaired breathing. IV drug users can 
develop a number of dangerous health problems, and 
those who regularly snort drugs can  severely dam-
age their nasal passages and  sinuses. [Nosebleeds 
 provide a clue concerning this  practice.] (p. 35)

Types of Mind-Altering Substances
One way of  dividing up mind-altering  substances is 
to categorize them as CNS stimulants, CNS depres-
sants, and other addictive substances (Dziegielewski, 
2005; Johnson, 2004). Dziegielewski (2005) explains:

A psychoactive substance is any substance that 
 directly affects the normal functioning of the cen-
tral nervous system. Stimulants are psychoactive 
substances that boost the functioning of the central 
nervous system. Taking these substances usually 
causes excessive stimulation to the central nervous 
system that can result in medical problems such 
as increased heart rate, increased blood pressure, 
 insomnia, decreased need for sleep, and decreased 
appetite. . . .

Amphetamines and their more potent amphet-
amine derivatives, methamphetamines (aka meth, 
ice, speed, and crank) and cocaine (aka freebase 
and crack) . . . are often considered “top shelf ” or 
“top of the line” stimulants. Although  individuals 
addicted to these strong substances  often  experience 
dilated pupils and easily become angry and aggres-
sive, reactions to use are unpredictable. Sometimes 
the individual may feel more confi dent, eager, and 
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is that it allows for the classification of  various 
 intensities and patterns of substance use. Drug use/
abuse/addiction thus becomes a behavior with a 
number of possible intermediate steps between the 
two extreme points of total abstinence and physical 
addiction, not a “condition” that either is or is not 
present. (Doweiko, 2009, p. 8)

Velleman (2001) suggests that a better term for 
substance abuse and dependence is a substance prob-
lem, defi ned as follows—“if someone’s [consumption 
of  a substance] . . . causes problems for him or her, 
or for someone else, in any area of  their lives, then 
that [consumption] . . . is problematic”; this includes 
problems with “health, finances, the law, work, 
friends, or relationships” (p. 3).

Figure 14.1 reflects how people may fall any-
where on a continuum involving how much of  the 
substance they ingest and how many problems it 
causes them. Of  course, the legal issues involved in 
consuming illegal substances must also be consid-
ered and addressed. Most people who use alcohol 
and other drugs do so on a social basis and consume 
socially acceptable amounts that do not result in 
drunkenness or total loss of  control (Dunn, 2000). 
Problems arise for people who lose control of  their 
consumption and become increasingly dependent on 
the substance’s effects. Kingery-McCabe and Frances 
(1991) stress that each individual responds differ-
ently to  alcohol and other substance dependence 
in terms of  severity of  physical and psychological 
 effects and the length of  time it takes to become 
dependent.  Highlight 14.1 discusses common  defense 

memory loss, and, potentially, nausea. PCP can 
cause aggression and depression.

● Hallucinogens, including LSD, mescaline (peyote), 
and psyilocybin (magic mushroom), result in  
un predictably altered mental states, distorted per-
ception, hallucinations, and, sometimes, fl ashbacks.

● Opioids and morphine derivatives, including heroin, 
morphine, and opium, cause euphoria, pain relief, 
drowsiness, and, potentially, coma and death.

Focus on Critical Thinking 14.1 raises some ques-
tions about why people use any of the wide range of 
drugs described here.

People Who Use Alcohol 
and Other Drugs
Historically, the concept of  drug abuse and depen-
dence was based on the medical model (i.e., it was 
considered a disease with the cure being  abstinence). 
However, more current thought views drug abuse and 
dependence as a more complex problem that can be 
analyzed from a range of theoretical perspectives hav-
ing their respective treatment approaches (Doweiko, 
2009; Johnson, 2004; Velleman, 2001; Wood & Dunn, 
2000).

People who use and abuse substances can’t be 
 categorized at fi xed

points on a substance use continuum. . . . Only the 
end points—total abstinence and active  physical 
addiction to a chemical(s), remain relatively fi xed. 
One very real advantage of a drug use continuum 

FOCUS ON CRITICAL THINKING 14.1

Th e Dynamics of Substance Use and Abuse

The use of alcohol and other drugs is running rampant. 
Many issues and questions are involved. Current gov-
ernment policy regarding alcohol and drug problems 
emphasizes and funds three strategies—“Prevention, 
Treatment, and Enforcement” (Burke, 1995, p. 136).

Critical Thinking Questions 
● What do you think are the reasons so many people 

use mind-altering substances—escape from a hectic, 
high pressured reality, peer pressure, fun?

● Are you familiar with people who use alcohol and/
or other drugs frequently? What do you think are 
their reasons for use?

● What, if  anything, do you think should be done 
about substance abuse and dependence? New stricter 
laws and penalties? Prohibition? Legalization of 
currently illegal substances? Prevention through 
education?

● Where should public funding be focused—on 
 prevention, treatment, or enforcement?
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FIGURE 14.1  The 
continuum of mind-
altering substance use and 
resulting problems

HIGHLIGHT 14.1

Common Defense Mechanisms

People who abuse alcohol or other drugs typically 
adopt a series of  defense mechanisms to protect them-
selves from having to deal with the problems caused by 
substance dependence. These include “minimization,” 
“denial,” and “rationalization” (Perkinson, 2008, p. 99). 
Each mechanism helps the person avoid taking 
 responsibility for his or her behavior.

Minimization means assigning little importance to 
drug use or its consequences. The individual “distorts 
 reality and makes it smaller than it actually is” (Perkinson, 
2008, p. 99). The user will minimize the amount of  the 
substance actually consumed by referring to it as  being a 
smaller amount than it actually is. Minimization may 
also involve indicating that substance consumption actu-
ally had a lesser impact on behavior, a situation, or life in 
general than it actually did. Here the addicted person 
 acknowledges that consumption is occurring but  admits 
to very little and tries to make it unimportant. For 
 example, an alcoholic might fill a 10-ounce glass halfway 
with whiskey instead of pouring it into a much smaller 
shot glass. This becomes “just one drink.” Or an alco-
holic might say, “I really don’t drink that much,” even 
though he drinks three six-packs of beer a night. Or, “I 
just have a snort or two of blow [cocaine] a day” when 
she really snorts up to a dozen times daily.

Rationalization involves making excuses for the 
problems caused by the dependence on the substance. 
For example, an alcoholic might say to herself, “I really 

didn’t flunk that exam because I had a hangover; the 
professor made the questions much harder than she 
said she would,” or “It’s been a rotten day. I deserve a 
drink or two,” or, perhaps, “a couple of joints.”

Denial, the most prevalent defense used by people 
who are substance dependent, involves insisting to 
 oneself  that nothing’s wrong. There’s no problem. 
 Denial distorts  reality so you just don’t see the truth. 
An alcoholic who drinks a fifth of  cheap vodka or 12 
cans of  beer a day might say to himself, “I don’t really 
have to drink.” Or a substance user might ignore his 
wife’s complaints about spending money on booze or 
drugs or being verbally abusive to her when drunk or 
high. If  you don’t think about a problem, it doesn’t 
 exist: out of sight, out of mind.

Numerous social and relationship problems result 
from alcohol and other substance abuse. They include 
marital and family difficulties, disruptions in friend-
ships, trouble in work and school performance, acci-
dents when operating vehicles, and being arrested for 
crimes committed while under the influence.

Alcohol or another substance of  choice (i.e., the 
preferred substance) becomes the abuser’s “best friend.” 
It is something the abuser can always depend on. The 
effects are pleasantly predictable, and the abuser can 
 escape from life’s stresses whenever he or she wants. 
People can disappoint or place pressure on you, but a 
drug always acts the same.

Complete
abstinence

Occasional
use of the
substance

with no
problems

Frequent
use of the 
substance

with no or few
problems

Frequent
use of the 

substance with
increasing
problems
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serious use of
the substance
and escalating

problems

Serious, heavy
use of the

substance and
multiple, 
severe

problems

Substance use Problems related to substance use
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Fifth, family members often “do not know what 
they want. Their lives are centered around the 
 addicted individual. They only know what the addict 
wants. That is the focus of  attention. Most family 
members are trying to hold onto their sanity and to 
keep themselves, and the family, from going under” 
(Perkinson, 2008, p. 244).

Sixth, “family members feel worthless. They feel 
as though no one cares for how they feel or for what 
they want. They feel profoundly inadequate and 
 unlovable . . . and somehow they feel as though . . . 
it is all their fault anyway. This would not be hap-
pening to them if  they were better persons. This is all 
they deserve. This is the best they can get” (Perkinson, 
2008, p. 245).

Seventh, family members don’t trust others 
 (Perkinson, 2008). They have been disappointed so 
many times by the dependent person’s behavior that 
they can’t afford to dream about things getting bet-
ter. They avoid discussing the problem with others 
inside or outside the family. They don’t want to rock 
the boat.

Eighth, family members “have poor communica-
tion skills. They learned a long time ago the credo of 
the addicted family: ‘Don’t talk, don’t trust, and don’t 
feel.’ These individuals do not talk to their friends or 
other family members. They are cut off  from every-
one. They feel afraid of open communication. If they 
talked openly, then the truth might come out and the 
family would be destroyed” (Perkinson, 2008, p. 245).

The Treatment Process
There are numerous theoretical treatment approaches 
to chemical dependence (Connors, Donovan, & 
DiClemente, 2001). However, at least five principles 
are important regardless of  the treatment approach 
or program (Johnson, 2004).

Engagement
First, engagement with the social worker in a positive 
and supportive relationship is essential for successful 
treatment. Boyle (2000) elaborates:

Engagement is the process of building and main-
taining a productive relationship with the client. It 
is the interaction between the client and clinician 
that results in both being motivated to work collab-
oratively to achieve mutually agreed upon goals. . . . 
It should be emphasized that engagement  involves 
both the client and clinician. It is not the sole 
 responsibility of the client to become engaged; it is 

mechanisms employed by people who are substance 
dependent.

AOD Abuse and Dependence 
Affects Family Relationships
AOD abuse and dependence are family system 
 problems (Doweiko, 2009; Johnson, 2004; Paulus, 
2000). That is, the problem affects the entire  family; 
what happens to one family member affects all 
others.

People living in such families “live in a whirl-
wind” of  stress and crisis (Perkinson, 2008, p. 242). 
Their lives focus on the abuser’s substance-related 
 behavior, whether it’s coming home drunk or stoned, 
throwing up or hitting them, losing jobs and money, 
failing to carry through with any range of  responsi-
bilities, breaking promises, or embarrassing them in 
front of friends and neighbors.

Themes Characterizing Families 
of Substance Abusers
At least eight themes characterize the families of 
people who are substance dependent. First, the abus-
er’s use of his or her substance of choice becomes the 
“most important thing in the family’s life” (Johnson, 
2004; Wegscheider, 1981, p. 81). Because the abuser’s 
top goal is getting enough of  the substance, other 
family members must structure their own  behavior 
around this.

Second, family members strive to keep the fam-
ily together even when conditions are deteriorat-
ing due to the abuser’s behavior (Johnson, 2004; 
 Wegscheider, 1981). The unknown is scary. At least 
they know what the current conditions are, regard-
less of how bad.

Third, family members often act as enablers 
for the abuser’s substance use (Perkinson, 2008; 
 Wegscheider, 1981). Enablers assume increasing 
 responsibility for maintaining family functioning 
and making excuses on the abuser’s behalf  (e.g., 
calling in sick for the abuser at work when the real 
problem is a terrible hangover). In essence, this role 
enables the dependent person to continue consuming 
the substance, yet assume less and less responsibility 
for the consequences of that behavior.

Fourth, “family members often feel tremendous 
guilt. They think that they are at fault. The addicted 
person keeps denying responsibility, and someone 
must be held accountable, so the family members 
 often take the blame” (Perkinson, 2008, p. 243).
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military; medical; fi nancial; etc.). . . . The reported 
date of last use can provide the counselor with help-
ful baseline  information for possible confrontation 
later in the interview. For example, the client may 
say he drinks only a couple of beers once a week on 
Fridays, yet he may say he had four mixed drinks 
on Tuesday. . . .

When taking drug history information, the coun-
selor should note the age of the client’s fi rst use and 
the age of last use for each drug reported. Then, for 
each drug, the counselor should examine the typi-
cal use pattern and the most recent typical use pat-
tern (including how much, how often, use setting, 
and administration route). For example, a woman 
may have increased her marijuana usage to daily at 
the time of a divorce for about 2 years, even though 
she had been smoking marijuana once a week for 
10 years, and in the past year (3 years since her 
 divorce) she has smoked it only once a month. This 
provides an indication that she probably used the 
marijuana as a way to cope with the stress of her 
divorce. (pp. 33–35)

Note that many assessment mechanisms are avail-
able to administer to assist in the assessment process. 
Highlight 14.2 provides some examples of questions 
that may be asked during an assessment interview.

Multiple-System Approach 
to Individualized Treatment
A third principle involved in the treatment of  sub-
stance dependence is that a multiple-system approach 
should be used. That is, an individualized treatment 
plan should be developed to address the “client’s 
unique needs, issues, and strengths”; the practitioner 
might “provide individual, group, or family treat-
ment, engage the client’s local community if  needed, 
and provide access to specialty services such as voca-
tional, recreational, or spiritual counseling when 
appropriate” (Johnson, 2004, pp. 291–292).

Burman (2000) comments on individualized and 
group treatment modalities:

Individual counseling, although provided less fre-
quently than group sessions in most agencies, provides 
an intimate and personal forum for self- disclosure. 
Often it is used as a preliminary introduction to 
and preparation for the group setting. The skills of 
 refl ective listening [an interviewing technique where 
social workers or counselors  translate what they think 

also the responsibility of the clinician to motivate 
the client to become engaged.

It is important to remember that an engaged cli-
ent is more than one who is punctual and attends 
all scheduled sessions. An engaged client is one who 
 actively participates in both the selection of ther-
apeutic goals and in each therapeutic activity. In 
other words, an engaged client is one who is invested 
in the entire treatment process. (p. 144)

Assessment
A second principle important in treatment involves a 
thorough assessment of  the problem. Taylor (2005) 
states that the initial assessment interview should 
have two goals in addition to engaging the client. 
One is to “assess and evaluate the presenting com-
plaints,” and the other to “determine the best course 
of treatment.” Miller (2005) describes the  assessment 
process:

One way to approach an assessment process fairly 
is to tell the client that information will be drawn 
from numerous sources and that a pattern of behav-
iors will be looked for throughout the assessment 
process. The client will have an awareness from the 
beginning, then, that not only will his or her story 
be a source of information but also other avenues 
of information will be sought. . . .

In the interview process, the counselor needs to 
ask the client what the client sees as the present-
ing problem. Although this answer may be different 
from the answer of the referral source (if the refer-
ral source is different from the client [for example, 
a spouse or an employer]) it may assist the coun-
selor in determining the client’s level of  concern 
with his or her alcohol/drug use. In addition, gath-
ering information about the client’s family of ori-
gin, particularly around history of addiction, may 
be beneficial to the assessment process. Finally, 
knowledge of the client’s living situation may under-
score some environmental factors (e.g., roommate’s 
 usage) that are influencing client use and may be 
possible sources for relapse if it is determined that 
the client has an alcohol/drug problem. As to the 
chemical use history, a counselor should fi nd out the 
date of the client’s last use, drug of choice, drugs that 
have been used, prior treatments for abuse and addic-
tion problems, and any consequences for using drugs 
(legal; family, signifi cant others, friends; job, school, 
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have had a confrontational focus for the purpose 
of  targeting denial and rationalization processes 
(Milkman & Sederer, 1990). This technique can 
be benefi cial to some clients, but may have a det-
rimental effect on others, particularly if their self-
esteem is fragile and vulnerable in reaction to what 
may be overly harsh and ego-deflating tactics. 
Yet, the curative dimensions of groups can have a 
powerful effect on instilling hope, optimism, and 
 increased motivation for individuals struggling 
with addictive behaviors and their consequences. 
The recovery process is advanced through the 
group dynamics of  sharing similar experiences 

the client is feeling into words], making  inquiries and 
giving feedback to encourage self- expression and 
 exploration, reframing [helping the client view a prob-
lem or  issue with a different outlook or  understand 
it in a different way] and restructuring the client’s 
statements to provide new meaning or interpreta-
tions, summarizing key points, and affi rming and sup-
porting self-effi cacy [a person’s confi dence in his or 
her ability to address issues and cope with problems] 
through the process can increase motivation toward 
problem solving and productive change. . . .

[Regarding intervention with groups,] tradi-
tional strategies in substance abuse groups often 

HIGHLIGHT 14.2 

Potential Questions During an Assessment Interview

Taylor (2005) proposes potential questions to ask about 
a client during a substance abuse or dependence assess-
ment. They focus on seven basic areas (highlighted in 
boldface and italics).

Denial

● What is getting in the way of  the client  accepting that 
there is a drug/alcohol abuse problem?

● What are the client’s mood and feelings? . . .
● In what methods does the client engage to blame others 

concerning his/her problems? . . .
● How is the client affecting the lives of others? . . .

Esteem

● How does the client view himself/herself ?
● What is the client’s self-image? . . .
● What happens when the client experiences feelings of 

worthlessness? . . .
● What are the client’s best assets? . . .

Confusion

● What happens when the client recognizes that his/her 
life is out of control?

● What happens when the client loses self-control over his/
her drinking/drugging?

● How often has the client experienced a loss of memory 
resulting from the abuse of drugs and/or alcohol? . . .

● What experiences did the client have as a  result of  his/
her first arrest and confinement [e.g., for drunk driving, 
disorderly conduct, injury]? . . .

Loss of Significant Resources
● What is the client’s state of health?
● Does the client experience any difficulties in his/her sex 

life?
● Does the client have any difficulties in the work place 

resulting from drug/alcohol abuse? . . .
● What values does the client cherish the most? . . .

Acceptance . . .
● Does the client admit to having a problem with drugs/

alcohol?
● What caused the client to seek treatment? . . .
● What, if  any, plans does the client have for the 

future? . . .
● What expectations does the client have about 

treatment? . . .

Resolution . . .
● What level of commitment is the client willing to give?
● Does the client believe that there is any hope for him/

her? . . .
● How will the client live without the use of drugs and/or 

alcohol?
● What goals, if  any, has the client established?

Entry [into treatment] . . .
● Who, if  anyone, is supportive of the client? . . .
● What plans has the client considered making in an 

 effort to change his/her lifestyle?
● What problems does the client foresee? . . .
● How will  the cl ient monitor himself/herself ? 

(pp. 41–43)
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“12-step meetings, church groups, sober friends, 
family members, and other sources” (p. 292). Such a 
network helps them maintain control of  their gains 
by providing “social and recreational outlets that 
replace key elements” in a lifestyle sustaining abuse 
or dependence (p. 292). The next section identifies a 
range of  community resources that are available for 
addicts and their families.

Resources for the Treatment 
of Addiction to Alcohol 
and Other Substances
The following are some of the resources that are avail-
able for alcohol and other drug abusers (Doweiko, 
2009; Johnson, 2004; Lewis, Dana, & Blevins, 2002):

 1. Detoxifi cation “is short-term treatment designed 
to oversee the client’s safe withdrawal from the 
substance to which he or she is addicted” (Lewis 
et al., 2002, p. 19). Clients may participate in an 
inpatient or outpatient program (both described 
here) overseen by medical personnel and profes-
sional counselors (Doweiko, 2009; Lewis et al., 
2002). The severity of  withdrawal symptoms is 
one factor to consider when choosing the appro-
priate program.

 2. Outpatient treatment is received by clients who 
participate in a program without staying over-
night at a treatment facility. “Outpatient chemi-
cal dependency treatment may best be defi ned 
as a formal treatment program (a) involving one 
or more professionals who are trained to work 
with individuals who are addicted to a chemi-
cal, (b) designed specifically to work with the 
addicted person to help him or her achieve and 
maintain a recovery program, (c) utilizing a 
number of  different treatment modalities (e.g., 
psychoeducational approaches, family, marital, 
individual, and/or group therapies) to help the 
addicted person come to terms with his or her 
chemical abuse problem, and (d) working with 
the patient on an out-patient basis” (Doweiko, 
2009, p. 351). This means that people who 
are drug dependent can remain in their own 
homes and still have services available to them. 
 Programs vary greatly regarding types of  treat-
ment involved and the extent of  daily or weekly 
involvement.

and traumas, gaining constructive feedback and 
support for problem solving and change, feeling 
that one is not alone with his or her dilemmas, 
securing a sense of  belonging and camaraderie, 
and the encouragement and inspiration to “make 
it” from others with longer-term sobriety (serving 
as role models). (p. 209)

We have established that family relationships and 
functioning is a critically important part of  a sub-
stance dependent person’s life. Work with the  abuser’s 
family can be a major focus of  treatment. Green, 
 Dziegielewski, & Turnage (2005) explain:

According to the family system perspective, suc-
cessful treatment of  alcoholism [or other drug 
 dependence] requires a multidimensional approach 
involving the abuser, his or her family, and the envi-
ronment. The . . . addicted individual is viewed as 
a human system that requires more than one inter-
vention approach, often in combination. The fam-
ily is viewed as a set of interconnected individuals 
acting together to maintain a homeostatic balance. 
The basic premise of  this model is to allow each 
member of the family to achieve a higher level of 
functioning and emotional security (Curtis, 1999). 
The view of the family as a system is essential to 
accomplishing the intended outcome. The . . . 
 addicted  individual does not exist in a vacuum. 
Rather, he or she is a living, breathing, interacting 
element of his or her environment and the environ-
ment of his or her family. An exclusionary observa-
tion of the person, without consideration of these 
other factors, is  impossible. (p. 141)

Therefore, “family treatment interventions . . . can 
elicit resilience and healing in family members” (Van 
Wormer & Davis, 2008, p. 383).

Follow-Up
The fourth principle involved in the treatment of sub-
stance abuse and dependence is follow-up care  after 
the primary treatment has ceased. This is  critical to 
maintain progress and avoid relapse.

The Importance of a Social Network
The fifth treatment principle is that “clients need 
help in developing a social network” of  “people or 
groups to call upon for support, guidance, and recre-
ation” (Johnson, 2004, p. 292). These might include 
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 although some require only a 6-month stay. Their 
intent is to immerse clients in an environment 
aimed at “a global change in lifestyle: abstinence 
from illicit substances, elimination of  antiso-
cial activity, development of  employability, and 
prosocial attitudes” (Abadinsky, 2008; DeLeon, 
1994, p. 392).

 5. Halfway houses are temporary residences to 
 assist in the transition from an inpatient program 
to the real-life community. They provide support 
and supervision that is less extensive than that 
given on a 24-hour institutional basis. Emphasis 
is on gradually increasing each resident’s ability 
to handle responsibility at his or her own pace.

 6. Pharmacological adjuncts are prescribed medica-
tions that help addicts begin the recovery pro-
cess. For example, Antabuse combats alcoholism 
as, when ingested, “drinking produces a severe 
physical reaction: nausea, fl ushing, and shortness 
of  breath” (Van Wormer & Davis, 2008, p. 150). 
Such medication, of  course, must be carefully 
monitored by medical staff.

 7. Mutual self-help groups are composed of nonpro-
fessional “people with a common problem or life 
predicament” who voluntarily gather to provide 
mutual support and share information aimed at 
improving their lives (Corey, 2000, p. 14). Spe-
cific programs include Alcoholics Anonymous 
(AA), Narcotics Anonymous (NA), and Cocaine 
Anonymous (CA). These groups provide excep-
tionally relevant treatment approaches in view 
of  their established success. Support from peers 
in the process of  recovery is especially critical. 
Highlight 14.3 discusses AA.

 3. Inpatient treatment is “a residential treatment 
 facility where clients live while in treatment. 
These programs usually deal with the hard-core, 
the  seriously ill, or the ‘difficult’ patient. These 
are individuals for whom outpatient treatment 
has either not been successful or has been ruled 
out. Residential treatment programs usually 
have a strong emphasis on a 12-step philosophy 
 [described later] and utilize individual and group 
therapy extensively. Client’s length of stay in treat-
ment depends on such factors as their motivation, 
support system, and a range of  other variables 
that the treatment team considers” (Doweiko, 
2008, p. 353). Thus, inpatient treatment provides a 
comprehensive, structured environment that maxi-
mizes control of the treatment process.

 4. Therapeutic communities are residential pro-
grams where clients remain for one to three years, 

Many social workers specialize in AODA treatment and provide 
AODA counseling to clients and their families.
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HIGHLIGHT 14.3

Alcoholics Anonymous

Because of its prevalence, we will focus on AA here. This 
large nationwide group provides support, information, 
and guidance necessary for many recovering alcoholics to 
maintain their recovery process. The organization’s suc-
cess seems to rest on several principles. First, other people 
who “really understand” are available to give the recover-
ing dependent person friendship and warmth. Each new 
member is given a “sponsor” who can be called for 

 support at any time during the day or night. Whenever 
the dependent person feels depressed or tempted, he or 
she can always turn to the sponsor.

Additionally, AA provides the recovering alcoholic a 
new social group with whom to talk and enjoy activities. 
Old friends with established drinking patterns usually 
become difficult to associate with. The recovering alco-
holic can no longer participate in the drinking activity, 

(continued)
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past” (p. 287). Clients are often “obsessed” with 
their abstinence and recovery, confronting peo-
ple and experiences in their past daily, often with 
shame and guilt about what happened. For exam-
ple, a recovering client was with new friends who 
knew little about her past. She abruptly ran into 
old friends who unabashedly talked about the 
“good old days” when they got “really high” 
 together and would do “wild and crazy things” 
like running through the city streets naked. The 
client felt  extremely ashamed.

Stage 3—Growth: Usually occurring after at least fi ve 
years of  abstinence, this phase refl ects beginning 
a new lifestyle not involving substance use. New 
social networks are established, and “daily life 
does not involve constant attention to maintain-
ing abstinence and recovery” (p. 289).

Stage 4—Transformation: This stage marks a true 
change in life orientation from the former 
 substance-using days. The client has established 
“social networks and personal skills” to live and 
thrive. The mind-altering substance no longer has a 
place in this new existence.

Note that although these stages are presented as if  
they occur in a “smooth and recognizable manner,” 
in many (perhaps most) cases they don’t (p. 290). 
People can move back and forth between stages, 
and sometimes relapses occur. A relapse “signals the 
need to discover which parts of  the client’s recovery 
foundation need work” (p. 290).

Treatment Models
Two contrasting treatment models are briefly  described 
here. One is based on the traditional abstinence 
 approach to recovery, and the other is a strengths-
based model focused on achieving greater control of 
substance consumption (which may not include total 
abstinence).

A Four-Stage Recovery Model
One approach to substance dependence treatment 
maintains that dependence involves an entire lifestyle; 
therefore, to recover, one must abstain from consum-
ing the substance entirely to establish a healthier, 
substance-free way of  life. The following four steps 
are involved (Johnson, 2004, pp. 286–290):

Stage 1—Abstinence: During this stage, which can 
persist for as long as two years, clients strive to 
maintain sobriety. A major focus is on avoid-
ance of mind-altering substances. In essence, “the 
 individual learns to get through most days without 
experiencing or giving in to overwhelming cravings 
or urges to use” (p. 286). Relapses are common.

Stage 2—Confrontation: Lasting up to fi ve years, this 
stage sees “clients begin confronting and changing 
the personal, family, and social issues that contrib-
uted to their chemically dependent lifestyle. . . . 
They learn how to conduct adult relationships, 
 assume responsibility for their actions, and 
 explore lifestyles that do not include drugs and the 
people associated with their chemically dependent 

HIGHLIGHT 14.3 (continued)

and social pressure is often applied to drink again. AA 
provides a respite from such pressure and the opportu-
nity to meet new people.

AA also helps the recovering person to view alcohol-
ism as a disease. This means that the alcoholic cannot 
cure himself or herself. He or she no longer needs to feel 
guilty about being an alcoholic. All that is required is to 
stop drinking.

Additionally, AA encourages introspection. Members 
are encouraged to look deeply inside themselves and face 
whatever they see. They are urged to acknowledge the 
fact that they have flaws and will never be perfect. This 

perspective often helps people to stop fleeing from the 
pain of  reality and hiding in alcohol or drugs. It helps 
them to redefine expectations for themselves and to gain 
control. Within the context of this honesty, people often 
can also acknowledge their strengths. They learn that 
they have some control over their own behavior and can 
accomplish things for themselves and for others.

Organizations are also available to provide support 
for other family members and to give them information 
and suggestions. For example, Al-Anon is an organiza-
tion for the families of  alcoholics, and Alateen is spe-
cifically for teenagers within these families.
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provides more fl exibility in terms of treatment plan-
ning and goals. It also stresses how clients have the 
strength to assume responsibility for changing their 
behavior. The emphasis is on what people can do, 
not the problems they have. This approach empha-
sizes “healing” instead of “punishment” (p. 26).

A key component of  this approach is choice 
“about goals of  the helping relationship (harm 
 reduction, including abstinence); informed choice 
about a variety of  treatment contexts (same gender, 
group, individual, day treatment, outpatient, inpa-
tient, mutual-help groups); and informed choice 
about treatment methods” (p. 86).

“Harm reduction strategies for alcohol [or other 
drug] misuse are based on the premise that alcohol [or 
other drug] use ranges across a continuum,  starting 
with no consequences for use and ending with dev-
astating consequences for use, with lots of  states in 
 between” (Van Wormer & Davis, 2008, p. 96). A  client 
may choose to establish a state of  controlled con-
sumption (e.g., limiting the amount drunk or times 
when drinking occurs) instead of seeking total absti-
nence. A plan might entail drinking only during week-
ends or special occasions and then limiting it to some 
designated amount. Drinking less is not as harmful as 
heavy, continuous,  uncontrolled drinking.

The practitioner does not force clients to place 
labels on themselves. Rather, the practitioner helps 
clients understand the costs of  drinking and  explore 
what options they have to gain greater control of 
their lives if  that is what they desire. In essence, the 
practitioner focuses on the client’s motivation to 
make positive changes.

Focus on Critical Thinking 14.2 urges you to com-
pare the effectiveness of the two treatment models dis-
cussed here. Highlight 14.4 cites a case example where 
a practitioner works with a client who changes his goal 
from total abstinence to decreased use of alcohol.

The Strengths Perspective on Alcohol Abuse 
and Dependence Treatment
McCollum and Trepper (2001) stress that practitio-
ners “should find ways to recognize the strengths 
and abilities that clients bring with them to  treatment 
and not just focus on their liabilities” (p. 40). Iden-
tification of  strengths provides clues to how clients 
can make positive changes occur.

Van Wormer and Davis (2008) propose a 
strengths-based approach to treating alcohol and 
other substance abuse and dependence based on 
harm reduction, a treatment approach emphasizing 
means “to reduce the harm to users” caused by the 
addiction (p. 25). They explain that the idea is to

help people help themselves by moving from safer use, 
to managed use, to abstinence, if so desired. The label-
ing of clients, as is the custom in mental health circles 
(“He has an antisocial personality,” “She is border-
line”) or in treatment circles (“He’s an  alcoholic,” 
“She has an eating disorder”) is avoided;  clients pro-
vide the defi nition of the situation as they see it. Cli-
ents who wish it are given advice on how to reduce the 
harm in drug use such as, “Don’t drink on an empty 
stomach,” or “Always make sure to use a clean nee-
dle.” Most of the advice, however, is provided in a less 
direct fashion, such as, “Here are some options you 
might want to consider.” Consistent with the strengths 
perspective, the counselor and client collaborate 
to consider a broad range of solutions to the client-
defi ned problem; resources are gathered or located to 
meet the individual needs of the client. Above all, cli-
ents are viewed as amenable to change. (p. 25)

Van Wormer and Davis (2008) state that a more 
traditional disease model espoused by AA and 
 described previously may experience success with 
“extroverted, severely addicted, structure seeking” 
people (p. 26). However, a harm reduction approach 

FOCUS ON CRITICAL THINKING 14.2

Comparing Treatment Models

We have talked about two very different approaches to 
treating a person who is abusing or dependent upon a 
mind-altering substance. The four-stage recovery model 
demands total abstinence, whereas the harm reduction 
approach allows greater flexibility in pursuing control 
over the substance.

Critical Thinking Questions
● What are the strengths and weaknesses of  each 

model?
● Which do you believe is more effective and why?
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tolerance, withdrawal, abuse,  intoxication, alcoholism, 
 alcoholic, and addiction.

B  Describe the substances involved in abuse 
and dependence and their methods of 
administration.

Types of mind-altering substances include CNS stimu-
lants, CNS depressants, and other addictive substances. 
“Stimulants are psychoactive substances that boost the 
functioning of the central nervous system”; “depres-
sants are psychoactive substances that suppress, slow, 
or relax the central nervous system” (Dziegielewski, 
2005, pp. 53, 123). Other substance categories include 
cannabinoids, dissociative anesthetics, hallucinogens, 
and opioids and morphine derivatives.

Methods of  substance administration include 
oral consumption, inhalation or smoking, injection, 
or ingestion via mucous membranes.

C  Explore common defense mechanisms and 
family relationships of substance abusers.

Common defense mechanisms employed by sub-
stance abusers include minimization,  rationalization, 

Chapter Summary
The following summarizes this chapter’s content as it 
relates to the chapter’s learning objectives presented 
at the beginning of  the chapter. Learning objectives 
include the following:

A  Review common defi nitions used in 
the AODA fi eld.

Language commonly used in substance abuse inter-
vention tends to revolve around the terms alcohol, 
drug, and substance (often referred to as psychoactive 
substance). In everyday usage the term alcohol refers 
to any type of fermented or distilled liquor containing 
alcohol such as whiskey or beer. Drug refers to a wide 
range of  materials that alter mood or consciousness 
when ingested, including amphetamines, cannabis, 
cocaine, and hallucinogens. Substance is commonly 
used to refer to mind-altering drugs, including alcohol 
(hence the term alcohol and other substance abuse). 
In the context of  abuse described here, the terms 
substance and drug are often used interchangeably 
(Gray, 1995). Several other terms used in conjunction 
with alcohol, drugs, and substances are dependence, 

HIGHLIGHT 14.4 

A Case Example of an Alcoholic in Treatment

Velleman (2001) describes his therapeutic work with a 
client named Harry who changed his goal from attain-
ing abstinence to gaining greater control over his 
 drinking without stopping it altogether:

Harry developed the goal that he wanted to abstain 
from drinking altogether. The two of us worked out 
a plan of action for the forthcoming week to enable 
him to do this, with the major thrust coming from 
Harry rather than from me: We identified possible 
at-risk situations, and we clarified the strategies and 
tactics he was going to employ so as to successfully 
overcome these.

The next week, Harry returned saying he had 
failed: He had drunk four units of  alcohol. He was 
out with one of his adult daughters, they went for a 
country walk, and ended up in a . . . [tavern] for 
lunch. He had two . . . [bottles of  beer] with his 
meal, then continued with his walk, and had drunk 
nothing else throughout the week.

This information was used in a variety of  ways. 
It added more material which was useful for 
 exploration—Harry can successfully control his 

 intake  under some circumstances, drinking four 
units did not precipitate a full-scale relapse, and so 
on. It also provided the possibility for reassessing 
the goal—perhaps some drinking, under controlled 
and monitored conditions, with certain people and 
in certain contexts might be a desired goal? This 
new material altered the plan of  campaign for the 
next and subsequent weeks.

If  abstinence was still the goal, new at-risk situa-
tions had been identified, and new strategies had to 
be developed to overcome them—that is, do not go 
for walks, or take a packed lunch, or stop in a  village 
with a café, or get his daughter to buy the [nonalco-
holic] drinks, or get her to hold the money.

Alternatively, if  occasional controlled drinking 
was now the goal, the details of  when, how much, 
with whom, where, and so on needed to be clarified; 
risky situations relating to these actions needed to 
be identified; and strategies to overcome them 
needed to be thought through—with, as always, the 
major thrust coming from Harry rather than me. 
(pp. 48–49)
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G  Pose critical thinking questions that address 
the dynamics of substance abuse and compare 
treatment models.

Critical thinking questions are posed concerning the 
rationale for using and abusing substances. Other 
questions address the comparison of  a traditional 
four-phase abstinence model of  treatment with 
a treatment model focusing on strengths and the 
 concept of least harm.

LOOKING AHEAD

This chapter addressed an important field of  social 
work practice, alcohol and other drug abuse, that is 
often an issue for the client populations targeted in 
the next two chapters. Chapter 15 focuses on  social 
work and services for youths and in the schools. 
Chapter 16 explores social work and services in the 
criminal justice system.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

and denial. Eight themes characterize the families of 
substance abusers that focus on the substance becom-
ing the most important center of the family’s life.

D  Explain major aspects of the treatment process 
for substance abuse and dependence.

The treatment process for substance abusers involves 
engagement; assessment; a multiple-system approach 
to individualized treatment including individual, 
group, and family treatment; follow-up; and the 
 importance of developing social networks.

E  Identify community resources for people who 
abuse substances.

Community resources for substance abusers include 
detoxification, outpatient treatment, inpatient treat-
ment, therapeutic communities, halfway houses, 
pharmacological adjuncts, and mutual self-help 
groups. Alcoholics Anonymous (AA) provides an 
example of a self-help organization.

F  Compare two treatment models for 
substance abusers.

Two contrasting treatment models are described. One 
is based on the traditional abstinence approach to 
recovery, and the other is a strengths-based model 
that emphasizes a least harm approach and focuses on 
achieving greater control of  substance  consumption 
(which may not include total abstinence).

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  15
Social Work and Services for 
Youths and in the Schools

Penny, a ninth-grader, tells Ms. Bijou, the school social worker, that Levina, her 
best friend, has been awfully moody lately. Levina has even said that she doesn’t 
care much about living anymore, that every day gets gloomier, and that it just 
isn’t worth it. Penny is worried that Levina might do something to hurt herself.

Jorge and Jeremy, both juniors in a multiracial high school, are concerned about 
the racial tensions and even fi ghts in school. They’re glad when Mr. Reinheich, the 
school social worker, announces that he’s organizing some encounter discussion 
groups in which students can talk about racial issues, share things about their own 
cultures, and try to work out their confl icts.

Marinda, age 15, is terrifi ed that she’s pregnant. She hasn’t had her period for 
almost 2½ months now. She hasn’t told her boyfriend Teddy, age 16, the bad 
news yet, because she’s afraid he’ll break up with her. And she hasn’t told her 
parents, either. What is she going to do?
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These examples refl ect slices carved from adolescent life. Emotions run high, 
and a social crisis can erupt at any moment. Things are critically important right 
now—not tomorrow, next week, or next year.

Social work practitioners work with youths in a wide range of settings and 
fi elds of practice—school social work, corrections, mental health, child welfare, 
runaway shelters, and family planning clinics. This chapter will focus on three 
 dimensions of social work with youths: (1) school social work; (2) macro programs 
servicing youths; and (3) teenage sexual activity, pregnancy, and parenting.

Learning Objectives
A Describe school social work and defi ne the various roles of school 

social workers.
B Identify the types of groups school social workers run.
C Suggest ways multiculturalism can be enhanced and racism reduced 

in schools.
D Discuss lesbian, gay, bisexual, and transgender (LGBT) youths as 

populations-at-risk, focusing on issues involved in the “coming out” 
process.

E Identify and refute various myths about LGBT people.
F Describe two community programs for youths—one that empowers 

Latino/Latina youths through a community assets assessment and 
one that explores how an African American spiritual community 
empowers its youths.

G Review social workers’ potential role in the prevention of school 
violence.

H Examine the issues of teenage sexual activity, pregnancy, and 
parenting issues, and describe social work roles concerning them.

I Encourage critical thinking about the reasons for teen pregnancy, 
what should be done about it, and the provision of sex education.

School Social Work
School social work takes place in school settings, 
where practitioners work with students, families, 
other school personnel, and communities to pro-
vide the best education possible for today’s youths. 
 Constable (2002) explains:

The educational process is dynamic and wide 
ranging. Involving children, their families, and an 
 institution called school, it is the context for school 
social work. School is no longer a building, or 

 simply a collection of classrooms in which teachers 
and  pupils work together. School is conceptualized 
as a community of  families and school personnel 
engaged in the educational process. (p. 19)

School social workers, then, strive to improve 
the overall functioning of  students, teachers, school 
systems, and communities. They address “condi-
tions that interfere with the pupil’s ability to con-
nect with the educational system” (Allen-Meares, 
2008; Constable, 1999, p. 209). School social workers 
must be skilled and fl exible because they assume a 
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wide range of roles and usually must defi ne their key 
functions within their own school setting (Constable, 
2002). School social work involves not only provid-
ing clinical services such as counseling for students 
who have behavioral problems, are depressed, or are 
experiencing family diffi culties. It also entails work-
ing with the multiple systems with which students 
are involved to strengthen them and make it easier 
for students to perform in the school environment.

As students in colleges and universities, you know 
it takes substantial concentration, work, and stam-
ina to succeed in a school environment. This is also 
true for students in earlier phases of the educational 
process. One of the fi rst things to suffer when a child 
experiences social and emotional problems is school 
performance and attendance. Such children simply 
do not have the strength and endurance to expend 
the emotional energy required to cope with serious 
personal problems and still have enough energy left 
over to perform well in school. School becomes a 
lower priority.

School social workers, then, may become major 
players in helping such children, along with their 
families, teachers, school administration, and social 
service agencies within the community, develop a 
plan to empower them. The following case example 
illustrates how a school social worker collaborated 
with various systems in a child’s environment to 
 improve it and empower her.

Case Example Minnie Series, age 8, started hav-
ing problems in school shortly after she entered third 
grade. She had transferred during the middle of  the 
year when her family moved to the area. By that time 
the other third-graders had already formed friend-
ships and cliques, so Minnie had a hard time fitting 
in. A shy, withdrawn child, she usually found her-
self  on the fringes of  class and recess activities. She 
also was having a hard time with her reading, spell-
ing, and writing, in addition to having a terrible time 
concentrating on her lessons.

Minnie’s teacher, Sybil Servant, noticed these diffi -
culties and referred Minnie to the school’s  Pupil Ser-
vices team for evaluation and planning. Part of  the 
evaluation process involved the school social worker, 
Alan Aladdin, making a home visit and conducting 
a family assessment. Alan called Minnie’s mother, 
Sue Series, and requested permission to make a 
home visit during which he gathered the  following 
information.

Minnie had two siblings, Buffy and Brutus, both 
preschoolers, who also lived in the home. Minnie’s 
father had abruptly left the family two years earlier 
and had not been heard from since. Sue appeared 
to be depressed: She expressed little emotion and 
 emphasized how overwhelmed and alone she felt. 
She worked full-time as a dental assistant and was 
having difficulty finding adequate day care for her 
preschool children.

At school, Alan met with Minnie, who seemed to 
lack self-confi dence and made a number of  deroga-
tory remarks about herself. She also mentioned how 
she really missed her “Daddy” and wondered if  he 
was OK. Sybil had told Alan that during their class 
art time, Minnie had drawn pictures of  black dag-
gers dripping red blood. Alan was concerned that 
Minnie was depressed.

Specialized testing revealed that Minnie had a 
mild learning disability, a disorder whereby a child 
has marked difficulty learning in some particular 
area (e.g., reading or working with numbers) while 
learning and functioning in other areas are normal 
or above average. Although there was a special learn-
ing disabilities class at the school, it was currently 
jam-packed. Alan advocated with the school princi-
pal to open up another section of  the class. At fi rst, 
the principal balked, saying that Minnie’s disability 
was not that severe and that she would be placed on a 
waiting list. After doing his homework, Alan argued 
that another section of  the class could be taught by 
a special education teacher from another school who 
was willing to help out on a part-time basis.  Minnie 
was fi nally enrolled in the second section of the learn-
ing disabilities class; she spent the rest of  the school 
day with her regular third-grade class.

At a subsequent meeting with Sue, Alan discussed 
resources in the community that could potentially 
meet the family’s needs. He suggested that Minnie 
become involved with recreational programming at a 
nearby community center and that she be signed up 
for the Big Sister program, which would pair Minnie 
with a young adult who would spend time regularly 
with her, provide support, and serve as a positive role 
model. Alan also helped Sue look into some day care 
options for Buffy and Brutus. He suggested that Sue 
attend a Parents Without Partners meeting for com-
panionship, support, and social activities.

Alan also recommended that Sue consider indi-
vidual counseling for herself  to address her feelings 
of  being overwhelmed and isolated, and for Minnie 
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broker, case manager, community intervention col-
laborator, and policy initiator and developer.

Consultant
First, a school social worker may be a consultant—a 
person with specialized knowledge and expertise to 
whom others turn for information, help, and advice. 
Consultation may entail providing information about 
behavior management techniques or emotional prob-
lems to teachers as Alan did in the case example 
 involving Minnie, or helping a school administration 
develop a new program.

Counselor
A second school social work role is that of counselor—
a person who provides clinical intervention concerning 
social, emotional, or behavioral issues to individuals, 
families, groups, and communities. Clinical activities 
might include recognizing feelings, identifying issues 
and alternatives, offering information, and providing 
assistance to establish a plan of action. Problems that 
bring students to school social workers’ attention may 
include behavioral difficulties in the classroom, con-
trolled substance use and abuse, fighting and other 
acts of  violence, truancy, and threats of  suicide. In 
the earlier example, Alan counseled Minnie regarding 
her lack of self-confidence, depression, feelings about 
her  father, and relationships with peers.

Facilitator
A third role for school social workers is facilitator—
a person who “suggests, guides, eases, or expedites 
the way for others during a group experience” (Kirst-
 Ashman & Hull, 2009, p. 94). This role can involve 
groups of students, parents, teachers, administrators, 
and community leaders. Highlight 15.1 reviews 10 
types of groups school social workers run.

Educator
A fourth role for school social workers is that of 
 educator—a person who gives information and 
teaches relevant skills. School social workers can 
offer workshops or training sessions for students, 
parents, teachers, administrators, and commu-
nity leaders and residents. Such educational input 
might involve a wide range of  topics. An example of 
 education for students involves family life education 
and information about sexuality (discussed later 
in the chapter). Other educational thrusts might 

to deal with personal issues, lack of  self-confi dence, 
feelings about her father, and social skills develop-
ment. Although Sue was responsive to Alan’s other 
suggestions, she was not at all interested in counsel-
ing. She maintained that she and Minnie were not 
“mentally ill” and so did not need it.

At school, Alan decided to provide Minnie with 
weekly counseling, which he had time to do with a 
select few students. Alan also urged Minnie to join a 
support group he ran for children of  single parents. 
Minnie did so and began to develop a circle of friends 
she met there and in her learning disabilities class. As 
she became more outgoing, her relationships with 
children in her regular classes continued to improve.

Alan worked with Sybil to structure activities 
within the educational context so that Minnie could 
feel important and gain confi dence. For example, at 
Alan’s suggestion, Sybil gave Minnie the “special” 
responsibility of  pinning up student artwork on the 
bulletin board and assigned Minnie to work in peer 
groups made up of  children who were the most 
 receptive to her.

This is not the end of  Minnie’s story. Alan, 
Minnie’s teachers, and the Pupil Services team con-
tinued to monitor her progress and provide special 
services and attention. She persisted in making aca-
demic progress, developing social skills, and joining 
various social groups. As a sixth-grader, she was a 
socially and emotionally well-adjusted girl who could 
keep up with her classmates academically.

This case example illustrates how a school  social 
worker can work with various individuals and 
 aspects of  systems to help students and their fam-
ilies get what they need. Alan worked with Minnie 
(providing individual and group counseling) and her 
family (linking her mother with needed services). He 
also provided consultation to Sybil and, in subse-
quent years, to other teachers to maximize Minnie’s 
adjustment. He served as case manager to coordi-
nate and oversee all aspects of  service provision for 
Minnie. Additionally, he advocated with the school 
system’s decision maker (i.e., the school principal) to 
get Minnie the special education services she needed 
when she needed them.

School Social Work Roles
Franklin (2004) cites at least nine roles that school 
social workers may assume. These include con-
sultant, counselor, facilitator, educator, advocate, 
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HIGHLIGHT 15.1

Focus on Mezzo Practice: Types of Groups School 
Social Workers Run

Pawlak, Wozniak, and McGowen (1999) reviewed a 
 decade’s worth of  articles published in the journal 
 Social Work in Education. They identified the following 
10 types of groups that school social workers run:

1. Groups for parents of  students: School social 
workers may run such groups for any number of 
reasons, including dealing with children who 
have behavioral problems or eating disorders, 
helping parents who are recent immigrants cope 
with differences in language or customs, or dis-
cussing neighborhood issues such as crime.

2. Groups for students who are parents: Young single 
parents can face difficult issues including main-
taining good health during pregnancy, balancing 
school and parenthood, caring for infants, and 
obtaining support from fathers.

3. Groups for students whose families are experienc-
ing divorce: Divorce can have serious conse-
quences for children’s emotional well-being. 
Children might tackle many questions. (Was I to 
blame for my parents’ breakup? How could Mom 
and Dad do this to me? What will happen to me 
now? Will I ever see Daddy [or Mommy] again? 
Why doesn’t Dad [or Mom] talk to me much 
anymore? Will Daddy [or Mommy] like their new 
family better than me?) Groups for children of 
divorce can “address children’s feelings of  isola-
tion, loss, anger, guilt, and helplessness” (Pawlak 
et al., 1999, pp. 357–358).

4. Groups for students dealing with substance abuse 
issues: Such groups might deal with students’ 
own or parental substance abuse, providing 
 coping strategies in potentially abusive situations 
or peer support for abstinence.

5. Groups for students with attention deficit 
 hyperactivity disorder: Recall that attention defi-
cit hyperactivity disorder (ADHD) is a  syndrome 
of  learning and behavioral problems begin ning  
in childhood that is characterized by a persistent 
pattern of  inattention, excessive physical move-
ment, and impulsivity that appears in at least two 
settings (including home, school, work, and 
 social contexts). Such groups can focus on “self-
esteem, feelings, behavior change, communication, 

conflict, friendship, anger, and problem solving” 
(Pawlak et al., 1999, p. 358).

6. Groups for trauma-related recovery: These groups 
can provide crisis intervention for students 
 recovering from virtually any trauma, from a 
school bus accident, to a tornado in a small 
 rural town, to a murderous assault by fellow stu-
dents, as  Dylan Klebold, age 17, and Eric Har-
ris, age 18, did at Columbine High in Littleton, 
Colorado, in 1999. Traumas can result in post-
traumatic stress disorder (described in Chapter 
13). Groups can help students confront their 
fears, deal with anxiety, and provide mutual 
support.

7. Groups for students at risk of  dropping out: 
Groups for these students may address how to 
handle their personal or behavioral problems, 
confront their anger at “the system,” improve 
study habits, deal with family problems, and plan 
positively for the future.

8. Groups addressing stress, grief, and loss issues: 
These groups can focus on any type of  grief  or 
loss issues including the death of a loved one, the 
closing of a manufacturing plant that was a town’s 
primary employer, or a recent miscarriage. School 
social workers can also run stress management 
groups that might  focus on stress related to family 
issues or academic pressures.

9. Groups addressing socialization and peer interac-
tion skills: Peer pressure in childhood and ado-
lescence is awesome. Children want to fit in; they 
want to be popular; they want to feel important. 
These groups can address peer pressure issues, 
teach children more effective ways to communi-
cate and interact with peers, and enhance self-
confidence and  self-esteem.

10. Groups addressing racial and cultural issues: Such 
groups can address issues concerning stereotypes 
and prejudice, with students expressing their 
opinions and confronting inaccurate perceptions. 
Groups also can enhance cultural awareness, with 
students discussing their own cultural values and 
issues and educating each other to increase their 
appreciation of diversity.
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include stress, time, or anger management; problem 
solving; and social skills. Workshops for parents 
and teachers might cover such issues as “parent-
ing, values clarification, and communication skills” 
(Franklin, 2004, p. 305). Workshops for administra-
tors or community leaders and residents might  focus 
on  current issues facing students or newly proposed 
school programs.

Advocate
A fifth role assumed by school social workers is that 
of  advocate—a person who steps forward, inter-
venes or represents, or defends, supports, or recom-
mends a course of  action on behalf  of  one or more 
others. Franklin (2004) provides an example of  a 
case requiring advocacy. A young boy kept getting 
in trouble for acting out in school. His mother felt 
that he might have a learning disability or ADHD 
and requested that he be tested and placed appro-
priately. The school social worker agreed with and 
supported the mother’s request. However, the child’s 
teacher emphatically maintained that no learning 

disability was involved and that the child was simply 
a “bad kid.” Initially, abiding by the teacher’s judg-
ment, school administrators refused to test the child. 
The school social worker advocated on the child’s 
behalf, explaining specific reasons the child should 
be tested. Additionally, the social worker used this 
opportunity to “educate the school district on their 
legal obligations to act and to provide an appropriate 
educational placement for this child” (p. 306). 
Because of  the social worker’s advocacy efforts, 
the school administrators determined that the 
child required testing. They discovered that the child 
did indeed have a learning disability in addition to 
another psychiatric condition that eventually led to 
the child’s placement in a special education class.

Broker
A sixth role for school social workers is that of 
 broker—a person who helps link clients with com-
munity resources and services. In Alan’s case, he 
attempted to link Minnie and her mother with a 
therapist in an outside social services agency. Link-
ages or referrals might involve any type of  resource 
(e.g., recreational programs, financial resources).

Case Manager
Related to the role of  broker is that of  case  manager—
a person who coordinates services from a variety 
of  sources. Alan also functioned as case manager 
in  Minnie’s case, coordinating services provided 
by Minnie’s teachers, other school personnel, and 
 outside resources.

Community Intervention Collaborator
Another role assumed by school social workers is 
that of  community intervention collaborator—a per-
son who works with others in the community to 
initiate change or develop needed programs. Social 
workers can use their communication and organi-
zational skills to educate and mobilize community 
groups. Potential goals include developing a shelter 
for runaways, crisis hot lines, bilingual education 
programs, or preschool day care programs for stu-
dent parents.

Policy Initiator and Developer
The final role that school social workers might 
assume is that of  policy initiator and developer—a 
person who works to “influence, initiate, and develop 

Social workers counsel troubled young people.
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social welfare policies that benefit students and 
their families.

Highlight 15.2 addresses the importance of  mul-
ticulturalism in education. It suggests how social 
workers might enhance appreciation of  cultural dif-
ferences while assuming educator, advocate, commu-
nity intervention collaborator, and policy initiator 
and developer roles.

policy, which affects the social and emotional 
development of  children and youth within the 
school and community. Through participating in 
policymaking committees, writing grants, and as 
members of  professional organizations, they are 
 active in creating programs that benefit the educa-
tion process” (Franklin, 2004, p. 308). An example is 
writing letters to or e-mailing legislators to support 

HIGHLIGHT 15.2

Enhancing Multiculturalism and Reducing 
Racism in Schools

School populations are becoming more diverse. Now

public schools are faced with the challenge of educat-
ing a population of  students who are more  racially 
and ethnically diverse, as well as disadvantaged, than 
at any other time in our nation’s history. While today 
65% of  the nation’s school-age children are non- 
Hispanic Whites, that figure will drop to 56% by 2020 
and to fewer than 50% by 2040 when a  majority of 
school-age children in the United States will be mem-
bers of  minority groups (Olson, 2000). The largest 
growth will occur among Hispanics  (Olson, 2000). By 
the year 2025, nearly one in four school-age students 
will be Hispanic. (Dupper, 2003, p. 156)

It is time to broaden children’s perspectives and appre-
ciation of multiple cultures.

Spencer (1999) explains the nature of  multicultural 
education:

Multicultural education incorporates the study of 
 racial and ethnic differences, as well as issues related 
to gender, age, socioeconomic status, and physical 
disabilities. . . . [Its aims] are to foster a sense of 
 understanding and respect for differences, to over-
come prejudice and discrimination and provide an 
understanding of the dynamics of racism, to replace 
historical and cultural misnomers [using wrong 
names] with accurate information, and to ensure that 
all students receive equitable benefits from the educa-
tion system. (p. 155)

Note that an “outgrowth” of the multicultural educa-
tion movement is “global education” (Drum & Howard, 
1989; Spencer, 1999, p. 158). Spencer (1999) explains:

Global education deals with diversity at the global 
level and focuses on the interrelated systems that 
 affect the entire planet. The primary goal is to build 

understanding and respect for peoples and nations 
outside the United States. A global effort goes 
 beyond the “Western-c entric” curriculum pervasive 
in schools by providing an understanding of  the 
 dynamics of  imperialism [nations extending their 
own power and authority over other nations and 
 areas] and oppression and creating an awareness of 
the earth as an interrelated holistic system. (p. 158)

Social workers can pursue at least six approaches to 
enhancing the appreciation of  multiculturalism and 
reducing racism in schools:

1. Initiate and encourage open discussions and 
 dialogues among various ethnic, racial, and cultural 
groups (Dupper, 2000; Spencer, 1999). Sciarra 
(2001) explains: “Both small group counseling and 
classroom guidance units are excellent modalities 
for developing multicultural awareness. Small 
groups that are racially and culturally diverse give 
students the opportunity to share their heritage with 
the other members” (p. 721). Such interaction gives 
students a forum for discovering commonalities, 
 appreciating differences, and working out conflicts.

2. Seek and adopt curricula that emphasize multi-
culturalism (and non-Western perspectives) 
(Dupper, 2000; Spencer, 1999).

3. Empower children by focusing on and appreciat-
ing their racial, ethnic, and cultural identities, 
and by teaching them strategies to stop racism 
(Dupper, 2000; Spencer, 1999).

4. Give teachers and other school staff  training 
and consultation regarding multiculturalism 
( Kiselica, Changizi, Cureton, & Gridley, 1995; 
Spencer, 1999).

(continued)
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HIGHLIGHT 15.2 (continued)

5. Involve parents in efforts to promote multicul-
turalism by encouraging their participation in and 
understanding of  their children’s education 
 (Kiselica et al., 1995). Factors discouraging the 
 parental involvement of  people of  color include 
“cultural value conflicts,” “racism and alienation,” 
and “poverty” (Kiselica et al., 1995, pp. 519–520). 
 Social workers can

work toward preventing and mediating cultural 
values conflicts and misunderstanding, taking 
measures to reduce feelings of alienation, and 
assisting parents in overcoming  socioeconomic 
hardships. . . . Ethnic minority parents benefit 
from community awareness workshops and 
parent training programs  designed to familiar-
ize them with school policies, procedures, and 
goals. . . . Sending letters to parents . . . and 
making home visits . . . are other tactics that 
have been recommended for keeping racial/ 
ethnic minority parents  informed about school 
activities and for promoting parental partic-
ipation in those activities. . . . Other strategies 
for reducing alienation from the school system 
include genuinely showing an interest in how 
the parents feel about the educational system 
and working to empower parents. (Kiselica 
et al., 1995, pp. 521–522)

6. Conduct research that monitors racial attitudes 
and other facets of  the student and staff  popu-
lation (Sohng & Weatherley, 1999; Spencer, 
1999). Sohng and Weatherley (1999) provide 
the following suggestions to school social 
workers:

School-based research can offer a promising 
vehicle for assessing cultural diversity in 
curriculum, classroom, and school practices 
and improving the campus climate for a 
 diverse student body. You might, for 
 example, take a look at how the composi-
tion of  the student population at your 
school has changed over the years. . . . You 
should also familiarize yourself  with both 
official and informal institutional policies 
and procedures, academic programs, and in-
structional support. Have these policies kept 
pace with the changing student population? 
Another approach is to conduct a student 
survey on demographic and cultural back-
grounds, financial status, living and work-
ing conditions, and curricular progress and 
problems. This can be an  effective way to 
engage students and teachers in examining 
the implications of   diversity. (p. 525)

Gay and Lesbian Youths: A Population-at-Risk
Social workers must respond to the special issues and 
needs of all children with whom they work. This is the 
case for not only school social workers but any prac-
titioners serving children and families. Just as  social 
workers must attend to a child’s cultural heritage and 
racial identity, so must they be competent to deal with 
the issues of an adolescent’s sexual orientation.

Generally, lesbian, gay, bisexual, and transgender 
(LGBT) people have some “personal awareness of 
same-sex erotic feelings before puberty and that aware-
ness becomes crystallized at puberty” (Hershberger & 
D’Augelli, 2000, p. 226). Morrow (2006b) explains:

Adolescent development for GLBT [gay, lesbian, 
bisexual, and transgender] youth can be a peril-
ous journey. Peer pressure to fi t in socially is tre-
mendous during the adolescent years. The stress of 
feeling different from the majority of their peers—
whether with regard to sexual orientation or  gender 

expression—can be daunting (Morrow, 1993). 
Thus, a primary task in identity development for 
GLBT adolescents is that of adjusting to a socially 
stigmatized role (Hetrick & Martin, 1987). GLBT 
adolescents must cope with developing a sexual 
 minority identity in the midst of negative comments, 
jokes, and often the threat of violence because of 
their sexual orientation and/or transgender identity. 
To develop an overall positive identity in the midst 
of such negative social stigma requires courage and 
resilience. (p. 178)

When LGBT youth experience problems typi-
cal during adolescence, they must deal not only 
with these problems but also with their own sexual 
identity and related issues. Individual and group 
counseling in which they are offered support and 
provided an arena to address feelings and discuss 
issues can help LGBT youths through this diffi cult 
period.
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and feelings seriously and providing them with the 
information and support they need. Hershberger 
and D’Augelli (2000) maintain that “the fundamen-
tal  approach” of  professionals working with youths 
“who are questioning and exploring their sexual 
identity should be one of acceptance” (p. 237).

Step 2 in the coming-out process involves the 
LGBT adolescent seeking out other LGBT peo-
ple and learning about what it means to be gay. 
 Social workers should strive to increase their own 
 awareness, and that of  their agency, regarding how 
to provide accessible services to gay and lesbian 
youths (Woodman, 1995). Such services may include 
“special advocacy efforts, peer support groups, recre-
ational programs, and other resources to counter the 
isolation and despair that are all too common among 
gay and lesbian adolescents” (Laird, 1995, p. 1611).

Morrow (2006a) explains the importance of  the 
person coming out being knowledgeable about gay 
issues and concerns:

Social workers can help clients brainstorm ques-
tions and concerns that they would likely encounter 
in coming out in various social contexts. Workers 
can assist clients in developing an accurate knowl-
edge base of information to address identifi ed ques-
tions and concerns. Common issues of concern that 
might be raised by people unfamiliar with accurate 
information on GLBT issues can include the follow-
ing: HIV/AIDS risk, sexual orientation versus sex-
ual “preference” [people don’t choose to be gay], 
misinformation and stereotypes regarding sexual 
perversion and child molestation, religious rhetoric 
commonly used to oppress gay and lesbian people, 
and the value of  loving, committed GLBT rela-
tionships versus stereotypes of sexual promiscuity. 
(pp. 141–142)

Step 3 concerns youths taking the risk of  sharing 
this self-identity with people who are close to them. 
This is scary because they might be rejected purely 
on the basis of  being gay or lesbian. Hershberger 
and D’Augelli (2000) suggest that practitioners help 
adolescents “proceed with caution” and “discuss the 
risks involved”; they continue that “unless youths are 
certain of support from family members who matter, 
they should not be encouraged to disclose” (p. 239). 
Morrow (2006a) suggests that a social worker “can 
help clients identify those who they  expect will 
 respond to their coming out in an accepting man-
ner. Having at least one successful experience 

Social Workers Can Assist in the 
Coming Out Process
One such issue is coming out—the process of  a per-
son acknowledging that he or she is lesbian, gay, 
bisexual, or transgender. Becoming aware of  one’s 
identity as a gay or lesbian person takes time. It’s not 
like a 250-watt lightbulb suddenly being turned on in 
a pitch-dark room. Rather, it’s a gradual, frequently 
difficult process in view of  the homophobia1 and 
stereotypes  saturating our society (Swigonski, 1995).

Note that, although we are discussing coming 
out in the context of  adolescence, this process can 
occur during various stages of  life (Tully, 2000). We 
examine it here because of  sexual orientation’s sig-
nifi cance beginning very early in life and extending 
across the life span.

Coming out involves both “coming out to oneself  
(recognizing one’s sexual orientation) and  coming 
out to others (declaring one’s orientation to the 
world)” (Rathus et al., 2008, p. 311). Often, it occurs 
in four stages (Boston Women’s Health Book Collec-
tive, 1984): (1) coming out to oneself, (2) getting to 
know other people within the gay and lesbian com-
munity, (3) sharing with family and friends that one 
is lesbian or gay, and (4) coming out of  the closet—
that is, openly and publicly acknowledging one’s 
 sexual orientation.

Step 1, coming out to oneself, is diffi cult because 
of  the negativity associated with being gay. The 
logic might go something like this: “Society says 
gay  and lesbian people are bad. I am gay. Therefore, 
I am bad.”

Morrow (2006a) explains how social workers “can 
play a key role” in assisting adolescents and others as 
they work through the coming out process:

Social workers . . . can explore with clients the costs 
and benefi ts of coming out, and they can help clients 
make decisions about disclosure across a  variety of 
social contexts. In addition, they can help clients 
gain necessary knowledge and interpersonal rela-
tionship skills that will facilitate their decisions and 
actions on disclosure. (p. 140)

Practitioners must avoid minimizing or denying 
the young person’s developing identity and sexual 
orientation. Rather, they can empower gay and les-
bian adolescents by taking their expressed thoughts 

1We have established that homophobia is irrational obsessive fear 
and hatred of LGBT people.
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gay or lesbian (Hershberger & D’Augelli, 2000; 
 Shernoff, 1995).

One college freshman attended a campus “Speak 
Out,” in which students gathered to share their opin-
ions about the topic of sexual orientation. She stood 
up and said, “Why not let people do what they want 
to, as long as they’re not hurting anybody? It’s really 
nobody else’s business.” Note that this was simply a 
neutral comment about minding one’s own business, 
not a statement promoting different sexual orienta-
tions. Ironically, she was heterosexual. In the ensuing 
weeks, she was brutally attacked twice, but she was 
unable to identify her attackers. Additionally, four 
different times, she found notes under the windshield 
wiper blades on her car saying, “Die, dike! [sic] Go to 
hell!” Eventually the harassment stopped, although 
she remained terrified for a long time. Another 
sad aspect of  the story is that the school chancel-
lor refused to issue a statement saying that violence 
against gay and lesbian people would not be toler-
ated on campus. That was too controversial.

Social workers must also be aware of the  increased 
risks for gay and lesbian youths of  substance abuse 
and suicide (Hershberger & D’Augelli, 2000; Hunter 
& Schaecher, 1995; Morrow, 2006a). Because they 
feel different and out of  place in a heterosexual 
world, gay and lesbian youths may isolate them-
selves. They may turn to substance abuse or suicide 
as a means of  escaping what they may see as a hos-
tile and impossible world.

Highlight 15.3 focuses on some of  the myths and 
stereotypes about LGBT people that contribute to 
homophobia, discrimination, and potential emo-
tional turmoil.

Creative Empowerment for Youths 
Through Macro Practice
A consistent theme throughout this book is how 
 social workers address issues not only at the indi-
vidual, family, and small group level but also at 
the macro level of  organizations and communities. 
If  a policy hurts clients, it is the social worker’s 
 responsibility to do something about it. If  an 
 absolutely necessary program for clients does not 
exist, it is also the worker’s responsibility to initi-
ate one to get clients the resources they need.

Social workers must be fl exible and creative. Some-
times they need to explore new ways to  accomplish 

 before  disclosure to families can be a vital confi dence 
builder for clients” (p. 142).

The next issues involve decisions about how 
and when the revelation should be made (Morrow, 
2006a). Morrow (2006a) suggests:

Clients preparing for disclosure must select the 
method through which the news will be communi-
cated. Typical options include person-to-person 
sharing, phone communication, letters, and e-mail 
correspondence. Workers can help clients explore 
these communication options. . . . Social  workers 
can utilize role play and rehearsal exercises to 
help clients prepare their method of  information 
 delivery. . . .

In some instances, a client may wish to make the 
disclosure to signifi cant people (e.g., family mem-
bers) in the presence of the social worker. If that 
is the case, the worker can serve as a facilitator of 
the process and as therapeutic support and inter-
vention for both the client and the family members. 
(p. 143)

The specifi c timing of  coming out should also be 
carefully considered; Morrow (2006a) reflects, “If  
at all possible, disclosure should be planned and 
 deliberate—not reactive (e.g., in the midst of  an 
argument). Ideally, coming out should be an act of 
care and relationship building . . . rather than an act 
of argumentative confrontation” (p. 143).

Social workers should be prepared to address 
one other matter—the potential negative respon-
s es  toward coming out (Morrow, 2006a). A  social 
worker can help prepare the adolescent in the event 
hostility or rejection occurs. The practitioner can 
teach the adolescent skills in how to react to and 
 “de-escalate hostility” (Morrow, 2006a). Rejection is 
not a pretty experience, but, if  the adolescent con-
siders the  potential ahead of  time, at least he or she 
won’t be ambushed. She may be prepared with a 
 response and, hopefully, coping skills. Role- playing 
such an event may be helpful in preparing for it.

Note that coming out can be a complicated issue 
for young people in substitute placements (e.g., foster 
family or group home care, discussed in Chapter 9) 
because they may be involved with a wide range of 
people. Whom should they tell?

Finally, step 4 involves being open to the world 
about being gay or lesbian. This is also risky for 
a number of  reasons, including the potential for 
 victimization and violence simply because they are 
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goals, new avenues to empower clients. This is 
despite the fact that thinking of  new ways to help 
clients is probably not part of  their formal job 
 description. The two case examples presented in this 
section  detail creative approaches to helping youths 
by  using strengths and resources already existing in 
their communities. One involves conducting a com-
munity  assets assessment, and the other mobiliz-
ing a spiritual community to help its youths in the 
academic realm. Both programs relate to educa-
tion. The fi rst was implemented through the schools 
 because they provide relatively easy access to the 
at-risk  Latino/Latina youths involved. The second 
concerns building on preexisting resources to help 
African American students improve their computer 
skills. Although the two case examples involve the 
schools, such intervention is not necessarily limited 
to initiation by school social workers. Programs 
like this could be developed by any social workers 
working with youths.

Empowering Latino/Latina Youths by 
Conducting a Community Assets Assessment2

We have emphasized the importance of  using com-
munity strengths to empower communities. Delgado 
(1998) describes a project conducted by New Bridges 
(Nuevo Puente), an agency established by a Center 
on Substance Abuse Prevention grant. The grant tar-
geted at-risk youths who were considered vulnerable 
to a variety of negative circumstances including gang 
pressure, delinquency, emotional problems, substance 
abuse, and difficulties in school. New Bridges’ pur-
pose is to identify and recruit community resources 
for substance abuse prevention activities. Other facets 
of  New Bridges include provision of  “cultural and 
educational activities”; opportunities to learn about 

HIGHLIGHT 15.3

Myths and Facts About LGBT People

Myth: Lesbians and gay men are obviously homo-
sexual based on how they look and dress.

Fact: You can’t identify lesbian, gay, bisexual, or 
 het erosexual by physical appearance alone. “In 
 reality, the gay population is as diverse as the het-
erosexual population not only in appearance, but 
also in  social class, educational achievement, 
 occupational status, race, ethnicity, and personality” 
(McCammon & Knox, 2007, p. 270; Tully, 2001).

Myth: Gay men are child molesters.
Fact: Heterosexual child molesters outnumber LGBT 

child molesters 11 to 1 (McCammon & Knox, 
2007).

Myth: Lesbian and gay people really want to be the 
opposite gender.

Fact: Being lesbian or gay has nothing to do with want-
ing to be the opposite gender (Tully, 2001). Gender 
identity and sexual orientation are two totally dis-
tinct concepts. Gender identity is a person’s internal 
psychological self-concept of being either a male or 
a female. Sexual orientation is sexual and romantic 
attraction to persons of one or both genders.

Myth: Lesbian and gay people in couples like to 
 assume traditional gender role stereotypes.

Fact: Lesbian and gay people in couples have their 
own identities and personalities that have nothing 
to do with traditional gender role stereotypes 
(Berger & Kelly, 1995). Rathus et al. (2008) explain: 
“Many gay people claim that labels of masculine 
and feminine only represent the ‘straight commu-
nity’s’ efforts to pigeon-hole them in terms that 
‘straights’ can understand” (p. 301).

Myth: All LGBT people are promiscuous and inca-
pable of sustaining long-term relationships.

Fact: Just like heterosexuals, some LGBT people 
have long-term relationships and some do not; 
just like heterosexuals, some have multiple part-
ners and some do not (Tully, 2001).

Myth: Children growing up in LGBT families 
 become psychologically damaged.

Fact: All indications are that children growing up in 
LGBT families do just as well as those raised in 
heterosexual families (Laird, 1995; McCammon & 
Knox, 2007; Woodman, 1995).

2From “Community asset assessments by Latino youth” by 
M. Delgado. In P. L. Ewalt, E. M. Freeman, and D. L. Poole (Eds.), 
Community building: Renewal, well-being, and shared responsibility, 
pp. 202–212. © 1998, National Association of Social Workers. 
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A third idea is to use the information gathered in 
special school projects. Students might earn extra 
credit in a social studies course by investigating com-
munity strengths. They could videotape interviews 
with interested residents or community service rep-
resentatives. They might then share these tapes with 
other students or even social service agencies to pro-
vide education about social issues and information 
about cultural strengths.

Helping a Spiritual Community Empower Its 
African American Youths3

The following is an example of  how social work-
ers helped to empower African American youths by 
 mobilizing a spiritual community in Utah. First, a 
study was conducted to identify the values and opin-
ions of  community members. Subsequently, a pro-
gram was implemented that demonstrates how social 
workers can creatively work with a spiritual commu-
nity to help meet the needs of its youths.

The Study
Haight (1998) conducted an ethnographic study—that 
is, the scientific description of  a culture—targeting 
 African American youths belonging to the First Bap-
tist Church in Salt Lake City, Utah. The church was 
established over a hundred years ago by “ ‘a Baptist 
Prayer Band,’ a group of  African Americans who, 
 excluded from worshipping in the white churches, met 
in one another’s homes” (p. 215). Haight (1998) notes 
that “African American Utahns, like African Ameri-
cans in other parts of  the country, experience racial 
discrimination in employment, housing, education, 
and everyday social interactions” (p. 216). African 
Americans are a tiny minority in Utah.  Additionally, 
most of  the Utah population belongs to the Church 
of  Jesus Christ of  Latter-Day Saints, a tightly knit 
spiritual community that sponsors an  array of social 
and cultural activities for its members.

Extensive interviews with First Baptist Church 
members revealed an environmental context for chil-
dren that was “negligent at best and virulently racist 
at worst” (p. 216). Of  special concern were the per-
ceived “negative expectations” of white educators in 
the public school system (p. 216). First  Baptist Church 

“the effect of substance abuse on individuals, families, 
and  communities”; and training “to carry out school 
and community education on alcohol, tobacco, and 
other drugs” (Delgado, 1998, pp. 204–205).

The Plan
New Bridges hired six girls and four boys to conduct 
a community strengths assessment of  a 40-block 
 urban community. The interviewers asked local busi-
ness owners and operators about the type of business, 
the availability of  contact people, the social services 
provided (if  a social services agency), and their “will-
ingness to collaborate with schools and agencies on 
community projects” (Delgado, 1998, p. 205). Goals 
were to “provide youths with an appreciation of com-
munity strengths, raise school and  human services 
agency awareness of  community assets, and  develop 
an assets directory” (Delgado, 1998, p. 205).

Results and Recommendations
Results indicate that “the use of  Latino adoles-
cents in community asset assessments offers much 
promise” for social work (Delgado, 1998, p. 210). 
Although this assessment was conducted via a grant-
created community agency, Delgado (1998) offers a 
number of  suggestions for implementation of  com-
munity assets assessments. This is accomplished 
mainly through the schools because they give easy 
access to youths, including those at risk.

First, school social workers can recruit youths to 
identify “potential student leaders, candidates for peer 
education programs, and possible projects  involving 
natural support systems” (Delgado, 1998, p. 209). For 
example, the young people involved in the New Bridges 
project decided that they wanted to go on a trip and 
fi nanced it by holding a car wash. They asked Latino/
Latina businesses to contribute a small amount of 
money (e.g., a nickel or a quarter) for each car washed. 
In return, the youths listed the sponsors’ names on a 
billboard to provide publicity for them. This is a good 
example of  how community members can work to-
gether to enhance relationships among various facets 
(i.e., this group of young people and local businesses) 
to reach mutually positive goals (i.e., fi nancial backing 
for the youths’ trip and publicity for the businesses).

A second idea for using the community assets 
assessment is for schools to invite business own-
ers from the community in to talk about how they 
started their businesses. In this way owners can pro-
vide positive role models for young people and sow 
some seeds related to career possibilities and goals.

3This study is from “ ‘Gathering the Spirit’ at First Baptist Church: 
Spirituality as a protective factor in the lives of African American 
children,” by W. L. Haight. Social Work, 43 (3), 123–221. May 
1998, National Association of Social Workers. 
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the unique African American communities in which 
they are practicing is critical to the development of 
ethnic-sensitive social work interventions such as 
the Computer Club. (p. 220)

School Social Workers’ Role in 
the Prevention of School Violence

It was a phone call that will stay with Denver 
Police Officer John Lietz for the rest of  his life. 
Shortly  after 11 . . . [on a] Tuesday morning, he 
picked up the line to hear the voice of  Matthew 
 Depew, the son of a fellow cop: Depew and 17 other 
Columbine High School students were trapped in a 
storage room off the school cafeteria, hiding from 
kids with guns. Lietz himself  had a daughter in 
the school, and he could hear bursts of gunfi re in 
the background.  Lietz told the kids to barricade the 
door with chairs and sacks of food, and to be ready 
to  attack the gunmen if they got in. Several times 
 Lietz heard the shooters trying to break into the 
room; they were so close that he could hear them 
reloading cartridges. At one point, as they pounded 
on the door, Depew calmly told Lietz that he was 
sure he was going to die. “Please tell my father 
I love him,” he said. (Mai, 1999, p. 25)

Several hours later on April 20, 1999, 12  students, 
two gunmen, and a teacher at Columbine High 
in  Littleton, Colorado, were dead; 23 more stu-
dents were wounded (Mai, 1999). The shooters were 
high school students Eric Harris, 18, and Dennis 
 Klebold, 17. Isolated and fi lled with hatred, they shot 
themselves as part of  the carnage. Harris allegedly 
explained his actions in an unnerving note: “Your 
children who have ridiculed me, who have chosen not 
to accept me, who have treated me like I am not worth 
their time are dead. THEY ARE (expletive) DEAD” 
 (Williams, 1999, p. 18A). The two teens couldn’t 
“manage their emotions. They feel rejected, enraged, 
jealous. They are kids who never learned how to solve 
problems. Combine that with easy access to guns, par-
ents who may have too little time, as well as movies, 
video games, and music that toast violence, and the 
result can be lethal”  (Cannon,  Streisand, & McGraw, 
1999, p. 19).

The tragedy in Colorado shook the nation and 
brought the issue of  school violence to the fore-
front. Years later the Columbine incident remains a 
painful issue for those close to the ones who died 

members felt that the church’s spiritual community 
provided a safe, supportive environment in which 
children could learn about their cultural heritage. 
Emphasis was placed on “helping children understand 
the relevance of, and then apply, biblical concepts to 
their own lives” (p. 218). Additionally, children were 
strongly encouraged to participate in ongoing learn-
ing activities and were expected to respond to a series 
of “call-and-response sequences. For example, when 
the teacher said that they would no longer be fi sher-
men, but that they would be fi shers of ____?, the class 
responded that they would be fi shers of men” (p. 217). 
The nurturing spiritual community gave children an 
environment in which they could develop the resil-
ience to cope with any rejection, isolation, or discrimi-
nation they experienced in the outside world. Church 
members also placed great importance on positive, 
supportive relationships between adults and children.

The Intervention
Along with First Baptist Church leaders, social work-
ers initiated and developed “an intervention, informed 
by knowledge generated through the ethnographic 
study, to support the development of children’s resil-
ience” (Haight, 1998, p. 219). This  intervention strat-
egy was the establishment of  a “Computer Club” 
(p. 219). First Baptist Church members “both priori-
tized educational achievement and identified school 
as problematic for African American children” 
(p. 219). Furthermore, children’s computer literacy 
was identified as “a specific area of need, and learn-
ing more about computers as an opportunity that 
children and families would embrace” (p. 219). Thus 
members viewed enhancing children’s competence 
with computers as a valuable goal. Although the 
Computer Club’s primary focus was educational 
computer games, student volunteers from a local uni-
versity also participated with children in a range of 
activities including field trips, parties, picnics, “sev-
eral computer-generated art shows,” African dance 
groups, and a gospel choir (p. 219). The activities 
 enabled students and children to enjoy mutual experi-
ences, share ideas, and develop positive relationships.

The workers portrayed in this example fi rst explored 
the values and strengths of the community, and then 
worked with community members toward a mutually 
desirable goal. Haight (1998) concludes that

the ability of social workers to develop knowledge 
of  cultural beliefs and practices relevant both to 
African American communities in general and to 
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● Excessive feelings of rejection.
● Being a victim of violence.
● A feeling of being picked on or persecuted.
● Low interest in school and poor academic 

performance.
● Expressions of violence in writings and drawings.
● Uncontrolled anger.
● Patterns of impulsive and chronic hitting, intim-

idating, and bullying.
● A history of discipline problems.
● A history of violence and aggressive behaviors.
● Intolerance and prejudice.
● Drug and alcohol use.
● Gang membership.
● Inappropriate access to, possession of, and use 

of fi rearms.
● Serious threats of violence (Sciarra, 2004, p. 347).

What can school social workers do to prevent 
school violence? “Violence prevention in schools is 
becoming a major focus of practice for school social 
workers”; “school social workers play an increasingly 
important role in shaping and implementing policy, 
interventions, and procedures that make U.S. schools 
safer” (Astor, Benbenishty, & Marachi, 2004, p. 149). 
Regardless of how they proceed, school social work-
ers must work closely with teachers, school adminis-
tration, students, their families, and the community 
to effectively address school violence. Practitioners 
can assist “in the formulation of  school policies 
and programs. In the context of  these school poli-
cies, which expect safe, nonthreatening, nonharmful 
behavior in the school, school social workers work 
with victims and perpetrators of  interpersonal vio-
lence and their families” (McDonald, Fineran, Con-
stable, and Moriarty, 2002, p. 459). Other specific 
suggestions practitioners might follow to prevent 
school violence include conducting needs assess-
ments, establishing confl ict resolution strategies and 
teams, and developing violence prevention programs.

Needs Assessments
Social workers can work with teachers and school 
 administrators to conduct needs assessments—
systematic analyses of  client problems and issues to 
determine clients’ needs and develop problem-solving 
strategies. “A needs assessment can be as simple as 
examining existing data. It can be as complex as a 
multiyear, multiphase study involving the design of 
questionnaires to collect new data” (Bleyer & Joiner, 
2002, p. 195). Another way of gaining such information 

(Markels, 2007). However, this was not an isolated 
incident. Consider the following:

● Luke Woodham, 16, who “fi rst killed his mother, 
[and] then . . . went to his high school and opened 
fi re, killing three and wounding seven.”

● Michael Carneal, 14, who “shot three students 
to death at an early-morning high school prayer 
meeting.”

● Mitchell Johnson, 13, and Andrew Golden, 11, 
who “set off  a fi re alarm to draw their schoolmates 
outside and then started shooting, killing four 
students and a teacher.”

● Kip Kinkel, 15, who “after killing his parents, . . . 
shot 24 students at school. Two died. Wrestled to 
the ground, he yelled, ‘Shoot me!’ ” (Begley, 1999, 
pp. 32–33).

Fiske (2002, September 16) reports on a violence 
assessment tool developed by Donald. A. Shulman, 
a crisis specialist at Crestwood Children’s Center in 
Rochester, New Jersey, and explains the dynamics of 
youth violence:

Children most likely to explode in violence are those 
who feel that nobody cares about them, who believe they 
have no support, and who feel truly alienated, accord-
ing to Shulman. Therefore, what can be done to help 
potential perpetrators of violence and their possible 
victims? The answer, he states, is simple, inexpensive, 
and can be done by anyone, regardless of training or 
background. “When you, myself, or anyone—whether 
you are a social worker, teacher, or friend—look a child 
in the eye and say, ‘You count. I care about you. You 
are important,’ you can prevent a murder,” Shulman 
offers. “It is when we feel meaningless and purposeless 
that we prey on others through violence.” (p. 15)

Recent research indicates that the following risk 
factors may predict youth violence:

● Hyperactivity or attention defi cits.
● Parent criminality.
● Poor family management practice.
● Low bonding to school [which is related to disin-

terest in school, truancy, and academic failure].
● Having delinquent friends.
● Gang membership (Sciarra, 2004, p. 346).

Similarly, the following provide early warning 
signs for violence potential:

● Social withdrawal.
● Excessive feelings of isolation and loneliness.
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that each party to the  dispute is respectful to the 
other. These specially trained students are often 
identifi ed as a team and have regular meetings. . . . 
Other schools have students identifi ed in each class-
room who are the designated confl ict resolvers and 
who may hold such dispute resolution sessions in 
the classroom, ideally in an area somewhat removed 
from the rest of  the class. Other schools do not 
train all students but rely on a . . . team of confl ict 
resolvers or mediators to deal with identifi ed prob-
lems. In such schools there is likely to be a set policy 
 regarding which types of problems are appropriate 
for  referral to such specially trained teams. In all 
cases, the school must have a means to oversee the 
referral process so that confl ict resolvers and media-
tors are at all times protected from serious problems 
or risks. (pp. 507–508)

Violence Prevention Programs
Astor and colleagues (2004) maintain that success-
ful violence prevention programs must be organized 
 endeavors with the following characteristics:

●  They raise the awareness and responsibility of 
students, teachers, and parents regarding the 
types of violence in their schools (e.g., sexual 
harassment, fi ghting, weapon use).

●  They create clear guidelines and rules for the 
entire school [that reinforce appropriate posi-
tive behavior and stress penalties for aggressive 
behavior].

●  They target the various social systems in the 
school and clearly communicate to the entire 
school community what procedures should 
be followed before, during, and after violent 
events.

●  They focus on getting the school staff, students, 
and parents involved in the program.

●  The interventions often fi t easily into the normal 
fl ow and mission of the school setting.

●  They utilize faculty, staff, and parents in the 
school setting in order to plan, implement, and 
sustain the program.

●  They increase monitoring and supervision in 
non-classroom areas. (p. 158)

An example is the Positive Adolescents Choices 
Training (PACT) program “designed to teach 
 African-American youth social skills to aid in 
 prevention of  violence” (Hammond & Yung, 1991, 
1993; Yung & Hammond, 1998).

is through the use of  focus groups, where members 
gather to discuss and explore designated subjects; 
such groups generate ideas, describe issues, and poten-
tially propose recommendations to address problems 
(Toseland & Rivas, 2009). In the context of  school 
violence, students representing various social factions 
might be selected for group membership and asked 
to describe their perceptions of student hostility and 
the potential for violence. Regardless of how a needs 
assessment is done, the important thing is to gain an 
understanding of  the school climate and to identify 
potential hot spots where  violence might be brewing.

Confl ict Resolution
Conflict resolution programs provide another means 
of addressing school violence (McDonald et al., 2002). 
Conflict resolution is the process of resolving disputes 
to come to some sort of  agreement or compromise 
between opposing parties. McDonald and Moriarty 
(2002) explain:

Students become increasingly vulnerable to a vari-
ety of problems, such as anxiety, stress, a sense of 
personal inadequacy, and low self-esteem when they 
are blocked from developing autonomy and self-
 determination. Such alienated students are at risk 
of becoming involved in confl ict and can be disrup-
tive to the educational process. Social workers can 
counter this alienation with strategies that reconnect 
and empower students in a positive manner. Confl ict 
resolution skills are such a tool. (pp. 501–502)

. . . . The actual process of confl ict resolution has 
several components: (1) identifi cation of the prob-
lem in specifi c language, (2) brainstorming possible 
solutions, (3) agreeing on a solution, and (4) con-
fi rming intent to make the resolution work. (p. 505)

Whereas the process of  confl ict resolution is usu-
ally the same, the way programs are implemented can 
differ. McDonald and Moriarty (2002) explain that

some school districts have instituted systemwide 
training in confl ict resolution skills but have no for-
mal program, such as a trained team of mediators. 
[Mediators are neutral referees or peacemakers 
who help resolve disputes between opposing par-
ties.] Other districts do some training with all stu-
dents but also train a . . . [team] of students who 
are available in more difficult situations. This is 
 especially important when emotions are running 
high, or when there seems to be an imbalance in 
power. In these situations care is required to  ensure 
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such pregnancies  annually (Crooks & Baur, 2008). 
Papalia and her  colleagues (2007) elaborate:

Birthrates for unmarried teenagers, who bear about 
81% of all babies born to adolescent mothers, also 
have declined since 1994, especially among younger 
teens (Hamilton, Martin, & Sutton, 2004; Martin 
et al., 2003). The vast majority (88%) of births 
to teenagers ages 17 and younger result from unin-
tended pregnancies (Abma et al., 2004).

More than half  (an estimated 56%) of  preg-
nant teenagers have their babies, and most of these 
girls plan to raise them themselves. Some miscarry 
(15%) or choose to abort (29%). A small propor-
tion place their infants for adoption. . . .

Although declines in teenage childbearing have 
occurred among all population groups, birthrates 
have fallen most sharply among black teenagers. 
Still, black and Hispanic girls are more likely to 
have babies than white, American Indian, or Asian 
American girls. (pp. 450–451)

Santrock (2007) reflects on the international 
picture:

The United States continues to have one of  the 
highest rates of  adolescent pregnancy and child-
bearing in the developed world, despite a consid-
erable decline in the 1990s and 2000s (National 
Center for Health Statistics, 2004). U.S. ado-
lescent pregnancy rates are nearly twice those of 
Canada and Great Britain, and at least four times 
the rates in France and Sweden. (p. 464)

Highlight 15.4 reviews the global picture. Focus on 
Critical Thinking 15.1 raises questions  regarding the 

A unique aspect of  PACT is that it is culturally 
relevant and aimed at reducing aggression and 
 victimization in high-risk youth. The program com-
ponents include anger management, prosocial skills 
training, and violence risk education. The sessions are 
built around videotapes that demonstrate culturally 
sensitive social situations. Participants learn specifi c 
skills needed to solve the situation peacefully. Partici-
pants in the programs [improved their behavior] . . . 
in the areas of giving feedback, problem-solving, and 
resisting peer pressure [in addition to demonstrat-
ing a signifi cant decrease in] physical aggression at 
school. (Astor et al., 2004, p. 169)

Teenage Sexual Activity, 
Pregnancy, and Parenting Issues
Sexual activity and teenage pregnancy are important 
issues for young people today. Any social worker 
working with youths will likely address the deci-
sions concerning and the consequences of  early sex-
ual activity. Social work settings overlap. Work with 
youths occurs in various settings and fields of  prac-
tice including school social work, corrections, mental 
health, child welfare, runaway shelters, and Planned 
Parenthood clinics.4

Over 10% of  female teenagers become pregnant 
each year (U.S. Census Bureau, 2007). Although there 
was a slight decline in the pregnancy rate for this group 
over the past decade, there still are about 900,000 

4Planned Parenthood is a national organization created in 1921 to 
promote research and disseminate information about contracep-
tion and family planning. 

HIGHLIGHT 15.4

Global Perspectives on Adolescent Pregnancy and Birthrates

Singh and Darroch (2000) explored the pregnancy 
rates5 and birthrates for 33 industrialized nations. Preg-
nancy rates were the lowest in Japan (10.1 per 1,000), 
Italy (12.0), the Netherlands (12.2), and Spain (12.3). 
In contrast, they were the highest in the Russian Feder-
ation (101.7 per 1,000), the United States (83.6), 
 Bulgaria (83.3), and Romania (74.0). Birthrates were 
the lowest in Japan (3.9 per 1,000), Italy (6.9), Sweden 

5Pregnancy rates refer to the number of women per 1,000 who 
get pregnant in a particular age group; birthrates are the actual 
number of births per 1,000 occurring in that age group.

(7.7), and Spain (7.8). The highest birthrates occurred 
in the United States (54.4 per 1,000), Moldova (53.2), 
Georgia (53.0), and Bulgaria (49.6).
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with their young mothers. Westheimer and Lopater 
(2005) indicate that “87% of teenagers who have their 
baby will keep it. Only 8% give it up for formal, legally 
binding adoption, and 5% place their child informally 
with someone in their extended family: a parent, a 
grandparent, or even an older sibling” (p. 453).

Keeping their babies places these young women in 
a situation very different from that of  most of  their 
peers. Adolescence and young adulthood are the 
usual times of  life for fi nding a mate, obtaining an 
 education, and making a career choice. The additional 

reasons for the high rates of adolescent  pregnancy in 
the United States.

Reasons for Concern
What happens to these babies after birth? Teenage 
pregnancy is a serious social welfare concern for at 
least four reasons.

Children Begetting Children
First, teen mothers are children themselves. The vast 
majority of babies born to single teens remain at home 

FOCUS ON CRITICAL THINKING 15.1

Th e Pregnancy Rate for Adolescents in the United States

Santrock (2007) indicates that “U.S. adolescents are no 
more sexually active than their counterparts in coun-
tries such as France and Sweden. Why, then, are U.S. 
adolescent pregnancy rates so high?” (p. 464). He sug-
gests three possible reasons (Boonstra, 2002, pp. 9–10, 
cited in Santrock, 2007, pp. 464–465). First, in other 
countries, “‘childbearing is considered an adult activity’” 
(Boonstra, 2002, pp. 9–10, cited in Santrock, 2007, 
p. 464). Adolescents are given clear messages that preg-
nancy is part of  adulthood, not childhood. Employed, 
responsible adults are ready to assume caregiving 
 responsibilities for children.

Second, adolescents in the United States don’t 
receive

“clear messages about sexual behavior. While 
adults in other countries strongly encourage teens 
to wait until they have established themselves before 
having children, they are generally more accepting 
than American adults of teens having sex. In France 
and Sweden, in particular, teen sexual expression is 
seen as normal and positive, but there is also wide-
spread expectation that sexual intercourse will take 
place within committed relationships. (In fact, rela-
tionships among U.S. teens tend to be more spo-
radic and of shorter duration.) Equally strong is the 
expectation that young people who are having sex 
will take actions to protect themselves and their 
partners from pregnancy and sexually transmitted 
infections” which is much stronger in Europe than 
in the United States. “In keeping with this view, 
schools in Great Britain, France, Sweden, and most 
of  Canada” have sex education programs that pro-
vide more comprehensive information about pre-
vention than U.S. schools. In addition, these 
countries use the media more often in “government-
sponsored campaigns for promoting responsible 

sexual behavior.” (Boonstra, 2002, pp. 9–10, cited in 
Santrock, 2007, pp. 464–465)

A third reason for the differences in teen pregnancy 
rates between the United States and other Western 
countries involves

“access to family planning services. In countries 
that are more accepting of  teenage sexual relation-
ships, teenagers also have easier access to reproduc-
tive health services. In Canada, France, Great 
Britain, and Sweden, contraceptive services are 
 integrated into other types of  primary health care 
and are available free or at low cost for all teenagers. 
Generally, teens (in these countries) know where to 
obtain information and services and receive confi-
dential and nonjudgmental care. In the United 
States, where attitudes about teenage sexual rela-
tionships are more conflicted, teens have a harder 
time obtaining contraceptive services. Many do not 
have health insurance or cannot get birth control as 
part of  their basic health care.” (Boonstra, 2002, 
pp. 9–10, cited in Santrock, 2007, pp. 464–465)

Critical Thinking Questions
● What do you think are the reasons why so many 

teenagers in the United States get pregnant? What 
are their motivating factors?

● Are U.S. teenagers getting the wrong messages about 
sexuality and pregnancy? If  so, what are they? What 
messages should U.S. teenagers be getting?

● Should sexual expression by U.S. adolescents be 
more accepted? Why or why not? If  so, how should 
society convey ideas about appropriate behavior?

● Should contraception be made more readily avail-
able to U.S. adolescents? Why or why not?
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Long-Term Negative Effects for Children
Studies also reveal negative effects on the children 
themselves. As the children of teenage mothers mature, 
they tend to have more emotional, intellectual, and 
physical problems than their counterparts born to adult 
mothers (Carroll, 2005; Papalia et al., 2007; Rathus 
et al., 2008). Specifically, these children tend to per-
form more poorly in school and, “in turn, are likely 
to drop out of school, to be depressed, to get in trou-
ble with the law, and to become adolescent parents 
 themselves”  (Papalia et al., 2007, p. 452).

What does all this mean for social workers? It 
means that children having children is a serious issue. 
Social work practitioners working with youths may 
need to provide these young people with information 
about contraception, sexually transmitted diseases, 
and the responsibilities of  parenthood. Social work-
ers may also be in the position to help adolescents 
undertake a decision-making process whereby they 
make educated, responsible choices.

Reasons Teens Get Pregnant
To determine what resources and services are needed, 
we must understand the dynamics behind a problem. 
Why does the problem exist? What are teenagers’ 
needs? What can social services and social workers 
do to meet them?

Although female adolescents are more likely to 
use contraception than they’ve been in past decades, 
they often don’t use it conscientiously, and frequently 
don’t use it at all (AGI, 2004; Crooks & Baur, 2008). 
About 22% of  young women do not use contracep-
tion the fi rst time they have sexual intercourse (AGI, 
2004). Teens who are not in stable relationships, have 
sexual intercourse only infrequently, or begin having 
intercourse at an early age are more likely not to use 
contraception (Crooks & Baur, 2008).

Failure to Use Birth Control
There are a number of reasons for imperfect contra-
ceptive use. Adolescents often have a deep sense of 
privacy about sexual behavior and feel embarrassed 
discussing it with partners, friends, or parents (Hyde &  
DeLamater, 2008). Thus a young woman may feel 
extremely uncomfortable talking to a partner about 
such intimate issues as putting a condom on his  penis 
or placing a diaphragm in her vagina.

Many adolescents may have inadequate knowl-
edge about birth control methods and inadequate 
access to contraception (Hyde & DeLamater, 2008). 

responsibility of  motherhood places serious restric-
tions on the amount of  freedom and time available 
for these activities. Additionally, such young women 
are often ill prepared for motherhood. They are 
usually in the midst of  establishing their own identi-
ties and learning to care for themselves.

Negative Physical Consequences
A second reason teenage pregnancy is a social wel-
fare concern involves the likely negative physical 
consequences for mother and baby. Young mothers 
are more likely than more mature women to experi-
ence difficulties (Kail & Cavanaugh, 2007; Papalia, 
Olds, & Feldman, 2007). Young mothers’ problems 
include prolonged labor, hemorrhaging, and miscar-
riage. The infant is more likely to have a low birth 
weight, to be born prematurely, and to have neuro-
logical difficulties than infants born to adult mothers 
(AGI, 2004;  McCammon et al., 2004; Papalia et al., 
2007). Many of  these problems are due to poor or 
nonexistent prenatal care and to poor nutrition.

Long-Term Negative Effects for Mothers
Research indicates that negative effects on the young 
mother continue long after the baby’s birth. Teenage 
mothers are much less likely to finish high school than 
their peers who are not mothers (Kelly, 2008; Papalia 
et al., 2007). Subsequently, they’re less likely to go to 
college (Strong et al., 2008). They are also more likely 
to be poor, receive public assistance, and have subse-
quent pregnancies (Papalia et al., 2007; Strong et al., 
2005).

Compared to more mature mothers, teenage 
mothers tend to have poorer parenting skills and 
are more likely to abuse their children (Newman & 
Newman, 2003). Thus the added stress and respon-
sibility of  motherhood tend to take a heavy toll on 
teen mothers. Raising a child demands time, energy, 
and attention. Time taken to care for a baby must 
be subtracted from the time available for school and 
recreational activities.

All this sounds quite negative. Santrock (2004) 
cautions, “Keep in mind that not every adolescent 
 female who bears a child lives a life of  poverty and 
low achievement. Thus, while adolescent pregnancy 
is a high-risk circumstance and in general adolescents 
who do not become pregnant fare better than those 
who do, some adolescent mothers do well in school 
and have positive outcomes” (p. 380). Adolescent 
motherhood puts adolescents at risk of  hardship. It 
does not necessarily doom them to a bad life.
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contraception such as a condom have a failure 
rate as high as 25% (Hyde & DeLamater, 2008). I 
 responded by encouraging the young woman to get 
a home pregnancy test or go to a Planned Parent-
hood clinic for one. Even if  she chose the home test, 
I suggested going to Planned Parenthood anyway. In 
the event that she was pregnant, a counselor could 
help her make a decision about what to do. And if  
she was not pregnant, a counselor could assist her 
in determining what type of contraception would be 
most effective for her in the future. I made certain 
she knew the nearest Planned Parenthood clinic’s 
 location and that she had a means of getting there.

The second teen, a thin, gangly young woman 
with braces who looked like she was 12, hesitantly 
approached me. She bluntly asked, “If  someone gives 
a guy oral sex and swallows it, can she get pregnant?” 
I had to keep myself  from smiling and explained to 
her that someone could not get pregnant under those 
circumstances. I did caution her, however, about the 
potential for contracting sexually transmitted dis-
eases, including HIV.

Other Psychological Reasons
Other reasons for not using birth control involve 
psychologically wanting to have a baby. Strong 
and colleagues (2005) comment, “The idea of  hav-
ing someone to love them exclusively and uncondi-
tionally is a strong incentive for some teenage girls” 
(pp. 402–403). In  essence, they feel a baby will 

Other adolescents adhere to myths about sex (Crooks 
& Baur, 2008). For instance, many teens inaccurately 
believe that they are not old enough to conceive, that 
“the fi rst time” doesn’t count, that they must have 
 intercourse much more frequently than they do in 
order to conceive, that it is perfectly safe to have sex 
during certain times of  the month, and that with-
drawal before ejaculation is an effective birth control 
method.

Focus on Critical Thinking 15.2 discusses conser-
vative and liberal views concerning whose responsi-
bility it is to provide young people with adequate sex 
education and information.

Case Example Once I gave a one-time sex education 
program (as an invited guest social work professor) 
to about 200 teenagers in which I responded to their 
questions, written anonymously. After the program, 
two teenagers sheepishly approached me. Apparently 
they had been too embarrassed to ask their ques-
tions even anonymously. The first young woman, age 
16, said that she had had sex with her boyfriend and 
used vaginal foam as a contraceptive. Unfortunately, 
afterward she had noticed that the container had an 
expiration date of  six months before. She asked if  I 
thought that she would be all right, that she would 
not be pregnant. This was a difficult situation, and 
there was not much I could do. Even when they 
have not expired, spermicides (sperm killers) such 
as contraceptive foam used without other forms of 

FOCUS ON CRITICAL THINKING 15.2

Conservative and Liberal Views on Policy Regarding 
the Provision of Sex Education

A conservative value orientation might emphasize that 
it is parents’ responsibility to provide information about 
sex to their children and that schools should not inter-
fere with  parental prerogative. A liberal perspective, in 
contrast, might stress that children need information 
about sex regardless of who provides it. The important 
thing is that they get information so they can make 
 responsible decisions.

Critical Thinking Questions
● Should parents have primary responsibility for pro-

viding sex education to their children?

● Should schools ask parents permission to provide 
sex information to their children?

● In the event that parents refuse permission, should 
their children be denied information about sex?

● What type of  content about sex should be provided 
to young people? Information about contraception? 
Moral values? Abortion?

● Do your answers to these questions reflect more of 
a conservative or a liberal perspective?
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which include lectures, books, videos, and classroom 
discussion” (Hyde & DeLamater, 2003, p. 618). 
 Rathus and colleagues (2008) comment:

Nearly all states mandate or recommend sex edu-
cation, although its content varies widely. Most 
programs emphasize biological aspects of puberty, 
reproduction, and STIs. Few deal with . . .  abortion, 
masturbation, sexual orientation, or even sexual 
 pleasure. (p. 417)

Research strongly indicates that “comprehensive 
sex education programs . . . actually increase the use of 
birth control, reduce teenage pregnancies, reduce high-
risk behavior (and in some cases actually delay  onset), 
do not increase the frequency of  intercourse, and 
do not increase the number of an adolescent’s sexual 
partners” (Crooks & Baur, 2008, p. 346). Effective sex 
 education programs

focus on reducing risk-taking behavior, . . . are 
based on theories of  social learning, . . . teach 
through  experiential activities that personalize 
the messages, . . . address media and other  social 
influences that encourage sexual risk-taking 
behaviors, . . . reinforce clear and appropriate 
values, . . . [and] enhance communication skills. 
(Hyde & DeLamater, 2008, pp. 543–544)

Social workers working in social service agen-
cies or schools may see the need to advocate for 
and develop sex education programs for adolescent 
clients. They may also provide information during 
counseling to individuals or groups. Highlight 15.5 
offers some suggestions about how to provide 
straightforward information about sex.

Access to methods of birth control also is impor-
tant in preventing pregnancy. Components that seem 
to increase adolescents’ use of  clinics include “free 
services, an absence of  parental notifi cation, conve-
nient hours for students, walk-in service, a diversity of 
locations, and warm and caring staff” (Weatherley & 
Cartoof, 1988, p. 39).

Identifi cation of Pregnancy
It’s important for social workers to help young clients 
identify a pregnancy as early as possible for two basic 
reasons. First, good nutrition, prenatal medical care, 
and avoidance of harmful substances are essential for 
healthy fetal development. A fetus is at greatest risk 
of harm early in the pregnancy. Second, adolescents 
have more options potentially available to them early 
in the pregnancy (e.g., a first-trimester abortion).

fulfill their own emotional needs. Unfortunately, 
they don’t understand that it’s supposed to be the 
other way around. The last person you should expect 
to meet all of your needs for nurturance is a helpless 
infant. Strong and colleagues (2008) comment:

Others see having a baby as a way to escape from 
an oppressive home environment. Both teen males 
and females may see parenthood as a way to enhance 
their status, to give them an aura of maturity, or to 
enhance their masculinity or femininity. Some believe 
a baby will cement a shaky relationship. (p. 180)

There are yet other reasons teens may not use birth 
control (Harris et al., 1986). They might not want to 
bother with contraception. They might believe that 
sexual activity is more pleasurable without it. They 
may worry that their parents will find out. Finally, 
they may feel invulnerable to pregnancy, viewing it as 
something that happens only to other people.

Social Work Roles
No consistent national policy exists for addressing 
teen pregnancies and parenting services; however, 
federal funding is available to develop programs 
through “block grants to states for direct services” 
(Mather & Lager, 2000, p. 204). Social workers may 
assume many roles and pursue various goals when 
providing services to adolescents concerning preg-
nancy and parenting. Goals include prevention of 
pregnancy, identification of  pregnancy, counseling 
concerning alternatives, help during pregnancy, help 
for teenage fathers, and help  after the pregnancy.

Prevention of Pregnancy
Primary prevention of  pregnancy involves prevent-
ing the problem altogether, assuming that the preg-
nancy is a problem (Weatherley & Cartoof, 1988). 
Adolescents need both information and ready 
 access to contraception so they can make responsi-
ble decisions.

Some people may wonder whether sex educa-
tion programs in schools teach youths everything 
they need to know. The answer is, Not necessarily. 
Although almost all states require some type of  sex 
education, fewer than 10% of  all students receive 
“comprehensive sex education in school” (Bronner, 
1998; Rathus et al., 2002, p. 426). Also, program 
content and methods vary radically (Hyde & 
DeLamater, 2008; Rathus et al., 2008). They range 
from showing a couple of  videos and handing out 
brochures to offering “well-developed curricula 
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make more responsible decisions. Workers can also 
help adolescents face the fact that they might be 
pregnant instead of  ignoring the possibility as long 
as possible. Many pregnant teenagers adopt an “out 
of  sight, out of  mind” attitude: If  they don’t think 

Social workers who work with teenagers should 
encourage them to confront the fact that pregnancy 
might result from sexual activity. As discussed previ-
ously, workers can give adolescent information about 
potential consequences of their behavior so they can 

HIGHLIGHT 15.5

Providing Straightforward Information About Sex

Effectively conveying sensitive information about sexu-
ality can be difficult. Social workers and other profes-
sionals in the position of supplying sexual information 
to teenagers (and adults, for that matter) ideally should 
do the following (Hyde & DeLamater, 2008):

1. Have accurate information about sexuality. To 
convey information about sex and answer explicit 
questions, accurate information is essential. 
Workers don’t need a degree in sexology to con-
vey such information. Rather, they can learn via 
taking courses, attending seminars, or reading 
sexuality textbooks. No one knows the answer to 
every question. Instead of being defensive about 
gaps in their knowledge, workers should feel 
comfortable enough to admit ignorance and sim-
ply look up the answer.

2. Feel comfortable talking about sexuality. Provid-
ing accurate information is only one part of 
teaching about sex. Teenagers should feel as com-
fortable as possible approaching a worker and 
asking questions. They should not fear that the 
worker will criticize them or make fun of them.

3. Be a good listener. No matter how much knowledge 
workers have or how warm and caring they are, if  
they don’t connect with the teenager, they won’t 
convey the information needed. Listening means 
striving to understand what the person making a 
statement or asking a question really means. What 
does she or he really want and need to know?

The following are actual questions asked anony-
mously by teenagers age 13–18. They are straightforward 
and may be considered vulgar by some. However, they 
reflect the serious need for specific, practical information 
concerning topics usually not addressed in school. They 
are cited as they were written, spelling errors and all 
 (actually, these are some of the tamer questions asked).

As you read the questions, think about how you 
might answer them.

● What is the average age a woman has an organism?
● What happens if  a girl is too tight?

● When a girl gives a guy “head” can she get any STDs?
● How big is the average penis?
● What are the girls erotic zones?
● Do women always bleed when the hymen is broken?
● What are the risks of having an abortion?
● How does it feel when you get devirginized?
● What can you do if  your boyfriends is too big and it 

hurts every time you have sex?
● What can you do if  the guy tries something and you 

say no but he keep going?
● Should you have sex if you’re ashamed of your body?
● What is the percentage of  boys that masturbate? 

Girls?
● When you’re making love with a guy, does he hon-

estly think of  the emotional aspect or does he just 
want a piece?

● What is group sex?
● Why do males and females hide their feelings about 

each other?
● How do you have better orgasm?
● How do you know if  you’ve had an orgasm? For 

 female, what does it feel like inside?
● What is the next best contraceptive other than the 

pill for girls and guys?
● Can a man sperm and urine at the same time?

Note that professionals must be aware of  the con-
troversial nature of  talk about sex. They must also be 
attuned to the attitudes and expectations of  agencies, 
administrators, communities, and parents. This can 
pose a dilemma for workers. On the one hand, they may 
know what information teens require to make respon-
sible decisions. On the other, they may face negative 
 reactions by parents and others.6

6SIECUS (Sexuality Information and Education Council of the 
United States) is an excellent source of  information concern-
ing sex education programming, and how to work with agen-
cies and communities to provide young people with information 
concerning sexuality. It is located at 130 West 42nd Street, 
Suite 350, New York, NY 10036-7802. Phone: 212/819-9770. 
Fax: 212/819-9776. E-mail: SIECUS@siecus.org.
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Pregnant teens most often need counseling about 
good nutrition and the effects of  lifestyle on the 
 fetus. For instance, they need to be well informed 
about the results of  alcohol and drug use during 
pregnancy. Teens also may need help in determining 
what to do about the pregnancy and making other 
plans involving living conditions, day care, educa-
tion, and employment.

Case Example Prenatal care is critically important 
for mothers and infants. Some good news is that the 
use of prenatal care during the first three months of 
pregnancy “has risen since 1970 from about 68% to 
84% of pregnant women. In 2003, 3.5% of expectant 
mothers received no care until the last trimester or no 
care at all” (Papalia et al., 2007, p. 102). Prenatal care 
is not available to everyone who needs it. It makes 
sense that women who are “young, poor, unmarried, 
relatively uneducated, uninsured, or living in inner 
cities or rural areas” are likely to receive the poorest 
prenatal care (Balsanek, 1998, p. 411). These women 
are thus at risk of  problems and complications. 
Women who receive less than adequate prenatal care 
are significantly more likely to have infants with low 
birth weights and other problems at birth (Papalia 
et al., 2007).

Shared Beginnings, a Denver program, provides 
a good example of  how various facets of  a com-
munity came together to address the issue of   at-risk 
young pregnant women and provide resources 
 (Balsanek, 1998).7 Initial consciousness-raising 
 occurred through extensive media coverage of  the 
problem, alerting the public to the fact that increas-
ing numbers of poor, single, and young mothers were 
failing to seek or  receive prenatal care. Although the 
program was spearheaded by a concerned volun-
teer philanthropist, it illustrates how social workers 
can start up a program to meet clients’ needs. The 
initiator brought citizens, social services representa-
tives, health care personnel, and potential fi nancial 
backers together to launch the project. Fund-raising 
efforts included a luncheon program supported by 
infl uential community members and solicitation of 
fi nancial donations.

7From “Addressing at-risk pregnant women’s issues through 
community, individual, and corporate grassroots efforts” by 
J. Balsanek. In P. L. Ewalt, E. M. Freeman, and D. L. Poole 
(Eds.), Community building: Renewal, well-being, and shared 
 responsibility, pp. 411–419. 1998, National Association of 
 Social Workers, Inc.

about the pregnancy, it doesn’t exist. Unfortunately, 
their options decrease as time goes on. Unless there’s 
a miscarriage, pregnancy usually doesn’t go away by 
itself.

Counseling Concerning Alternatives
Once the pregnancy has been established as fact, 
 decisions must be made. Social workers apply the 
basic approach of  helping the adolescent identify 
her alternatives, and then evaluate the pros and cons 
of  each. Options include having an abortion, going 
through with the pregnancy and keeping the baby, or 
continuing with the pregnancy and giving the baby 
up for adoption.

For each individual, options will have different 
pros and cons. One individual may have strong reli-
gious beliefs that affect her decision; another will not 
have such convictions. States also have large variations 
regarding the legal circumstances under which abor-
tions may be obtained. It’s a social worker’s job to 
help the client evaluate the situation from her unique 
perspective and make the choice that’s best for her.

Mather and Lager (2000) also suggest that the 
father “needs to be given every opportunity to take 
part in this decision, if  possible, and his legal rights 
need to be clearly laid out for him” (p. 205).

Help During Pregnancy
Social workers can provide important help and 
support during pregnancy (Weatherley & Cartoof, 
1988). It’s easy for teenagers to become depressed 
and isolated during that time. Physical changes 
may have an impact, especially in view of  the great 
 emphasis placed on physical appearance, attractive-
ness, and popularity during adolescence. One junior 
high teacher once said that talking about the respon-
sibility of pregnancy and teen parenthood had abso-
lutely no effect on her students. However, the young 
women sat up with serious faces and widened eyes 
when told that once they have a baby women often 
have stretch marks on their abdomens for the rest 
of  their lives. To these young women, stretch marks 
were serious consequences.

Pregnant adolescents may also need help relating 
to friends and family members. This involves main-
taining good communication with and receiving 
emotional support from others around them. Many 
times a social worker may need to do active outreach 
to the pregnant teen. Home visits may be especially 
useful. Counseling can be provided either individu-
ally or on a group basis.
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For one thing, training should be “fl exible, informal, 
and individualized” (Weatherley & Cartoof, 1988, 
p. 49). For another, training is more benefi cial when 
provided after the baby is born rather than during the 
pregnancy (McGee, 1982). Finally, all involved family 
members and caregivers, including the child’s father, 
should be included in the training  (Furstenberg & 
Crawford, 1978).

Second, adolescent mothers often need help in 
avoiding more pregnancies. Pregnancy is no guarantee 
that they have an adequate knowledge of conception 
or of  birth control methodology. Both information 
and ready access to contraception are necessary.

Third, young mothers often need assistance in life 
planning. Issues include continuing their education, 
gaining employment, fi nding day care for their child, 
and determining where and how they will live.

Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the 
following:

A  Describe school social work and defi ne the 
various roles of school social workers.

School social workers strive to improve the overall 
functioning of  students, teachers, school systems, 
and communities. Their roles include consultant, 
counselor, facilitator, educator, advocate, broker, 
case manager, community intervention collaborator, 
and policy initiator and developer.

B  Identify the types of groups school social 
workers run.

Groups social workers run include groups for parents 
of students; for students who are parents; for students 
whose families are experiencing divorce; for students 
who are addressing substance abuse issues; for stu-
dents with attention deficit hyperactivity disorder; for 
trauma-related recovery; for students at risk of drop-
ping out; for students addressing stress, grief, and loss 
issues; for socialization and peer interaction skill devel-
opment; and for addressing racial and cultural issues.

C  Suggest ways multiculturalism can be enhanced 
and racism reduced in schools.

Social workers can fight racism and encourage mul-
ticulturalism by running open discussion, infusing 

Participants involved in the project established fi ve 
basic program goals. The fi rst was to educate the com-
munity concerning the importance of prenatal health 
care and to alter attitudes on health care’s behalf. The 
second goal was the initiation of  a “Sharing Part-
ners” program that sent volunteer paraprofessionals 
out into the community to educate residents about 
prenatal care and to encourage them to use services. 
The third goal was to establish an agency complete 
with director, administrative assistant, and volun-
teer coordinator to monitor progress. The fourth 
was the creation of a “Baby Store” located in a local 
hospital where “coupons could be redeemed for new 
baby care items to reinforce health care appointment 
attendance before the baby is born and immuniza-
tions after the baby is born”  (Balsanek, 1998, p. 414). 
The fi nal goal was to integrate a research component 
to evaluate the program’s effectiveness and provide 
suggestions for improvement. In summary, “Shared 
Beginnings represents a grassroots [developed and 
supported by citizens at lower levels of  the power 
structure] approach to providing the community 
support that poor and at-risk families need to raise 
healthy children” (p. 418).

Helping Adolescent Fathers
It’s important not to forget that babies born to 
 adolescent mothers also have fathers (Weatherley & 
Cartoof, 1988). Despite myths to the contrary, most 
teen fathers are significantly affected by their child’s 
birth and are involved to various degrees in the 
child’s early life (Strong et al., 2008; Weatherley & 
Cartoof, 1988).

An adolescent father may need help in expressing 
his feelings, defi ning his role, and contributing where 
he can in caring for his child. Many adolescent fathers 
have psychological repercussions as a result of  the 
pregnancy (Carroll & Wolpe, 1996; Strong et al., 2008). 
Additionally, they may need help and encouragement 
in pursuing educational and vocational goals.

Helping Mothers After the Pregnancy
It’s important to keep in mind the continuum of 
 service that social workers may provide. The young 
mother’s needs do not suddenly stop after the baby is 
born; the case is not automatically closed. Weatherley 
and  Cartoof  (1988) cite three major areas where 
 adolescent mothers may need ongoing help.

First, they may need help in learning about posi-
tive parenting and child management skills. Several 
features have been found to enhance this training. 
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H  Examine the issues of teenage sexual activity, 
pregnancy, and parenting issues, and describe 
social work roles concerning them.

Over 10% of  female teenagers in the United States 
become pregnant each year. More than half  have 
their babies and most keep them. The U.S. preg-
nancy rate is significantly higher than other West-
ern countries. Possible reasons include that society 
is not clearly conveying to teens that childbearing 
is an adult activity, they are not receiving clear 
messages about the normalcy of  sexual behavior, 
and family planning  information and contracep-
tion is not  readily available.

I  Encourage critical thinking about reasons for teen 
pregnancy, what should be done about it, and 
the provision of sex education.

Critical thinking questions were raised concerning 
the reasons for teen pregnancy and how the  issue 
could be addressed. Other questions were raised 
concerning conservative and liberal views on poli-
cies regarding the provision of sex education and the 
programmatic content that should be included.

LOOKING AHEAD

Chapter 16 explores the final field of social work prac-
tice in this book—social work and services in criminal 
justice. As with health care and mental health, there 
is some overlap between social work with youths and 
criminal justice—specifically, juvenile corrections 
and young people’s involvement with gangs. Chapter 
16 will introduce crime and criminal justice, describe 
 social work roles, and explore primary criminal justice 
settings.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint slides.

such content in curricula, focusing on the apprecia-
tion of difference, providing school staff  with multi-
cultural training, and involving parents in efforts to 
promote multiculturalism.

D  Discuss lesbian, gay, bisexual, and transgender 
(LGBT) youths as populations-at-risk, focusing on 
issues involved in the “coming out” process.

Social workers can help LGBT people explore their 
sexual identities and come out to others. Coming 
out involves both coming out to oneself  and also to 
others. Careful thought should be given to whom to 
trust and how to come out.

E  Identify and refute various myths about 
LGBT people.

Untrue myths about LGBT people include that 
people’s outward appearance looks “gay” or “les-
bian,” that gay men are child molesters, that les-
bian and gay couples assume traditional gender 
role stereotypes, that all LGBT people are promis-
cuous, and that children growing up in LGBT fam-
ilies become psychologically damaged.

F  Describe two community programs for youths—
one that empowers Latino/Latina youths through 
a community assets assessment and one that 
explores how an African American spiritual 
community empowers its youths.

New Bridges targeted a group of  Latino/Latina 
youths who were at risk and hired them to conduct 
a community assets assessment. Results included the 
identification of  student leaders to sponsor com-
munity projects, the provision of invitations to  local 
business leaders to come in to speak to students, 
and special school projects emphasizing community 
strengths.

An ethnographic study in Utah resulted in a church-
sponsored support program for African American 
youth and the development of  a computer literacy 
program.

G  Review social workers’ potential role in the 
prevention of school violence.

To assist in the prevention of school violence,  social 
workers can conduct needs assessments, provide 
conflict resolution, and develop violence prevention 
programs.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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C H A P T E R  16
Social Work and Services in 
the Criminal Justice System

Consider the following facts about crime and the criminal justice system:

● Over 7 million people were jailed, imprisoned, or on probation or parole in 
2005 (U.S. Census Bureau, 2007).

● Every year 12 million serious crimes are committed in the United States; 
it’s likely that every one of us will be victim of crime sometime in our lives 
(Macionis, 2008).

● Although men are by far more likely to commit crimes, “the number of women 
arrested and incarcerated is growing faster than that for men” (Eitzen & Zinn, 
2006, p. 347).
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● African Americans, who represent about 14% of the population in the United 
States, commit 38% of all violent crimes and almost 28.6% of all property 
crimes (Mooney et al., 2009).

● In 2005 in the United States, a murder occurred every 32 minutes, a forcible 
rape every 6 minutes, a robbery every minute, a burglary every 15 seconds, 
and a motor vehicle theft every 6 seconds (Macionis, 2008).

As these fi gures suggest, crime is a serious social problem in the United States. 
Social workers practice in a range of settings characterized by people who have 
committed or are accused of committing crimes.

Learning Objectives
A Introduce the criminal justice system and defi ne some of the key 

concepts involved.
B Describe the types of crime.
C Examine who commits crime.
D Explore whether crime rates are rising or falling.
E Review the wide range of criminal justice settings in which social 

workers practice.
F Describe the cycle of domestic violence, its dynamics, and 

treatment.
G Describe a program focusing on the empowerment of African 

American youths involved in the juvenile justice system.
H Discuss youth membership in gangs, types of gangs, and gang 

prevention and treatment.
I Examine and encourage critical thinking about the ethical dilemma 

of punishment versus empowerment and the issue of providing 
expensive health care for prisoners.

(restoring to a state of productive, noncriminal func-
tioning in society).

Crime is the commission of  a harmful offense or 
act that is legally prohibited. Criminals include anyone 
whom the courts convict of a crime. Law is the body 
of formal principles and decisions established by gov-
ernment that determine what behavior is appropriate 
and allowed and what is not. Laws essentially guide 
social behavior. Highlight 16.1 describes the main 
types of crime committed in the United States.

Introducing Crime and 
Criminal Justice
Social workers are among the many people who 
work in the criminal justice system—the complex, 
integrated system of  programs, policies, laws, and 
agencies devoted to preventing and controlling 
crime. The system’s functions include adjudication 
(passing legal judgment), incarceration (confin-
ing by putting in prison or jail), and rehabilitation 
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HIGHLIGHT 16.1

Main Types of Crime

Crimes are either felonies or misdemeanors. Felonies 
are grave offenses punishable by at least a year in prison 
and possibly even death; misdemeanors are less severe 
offenses, with punishments ranging from incarceration 
of  less than a year to monetary fines (FindLaw, 2002; 
Macionis, 2008).

Crimes fall within three categories. Violent crime (or 
crime against persons) is the act of  using “force or the 
threat of force against others”; property crime (or crime 
against property) is “the taking of  money or property 
from another without force, the threat of  force, or the 
destruction of property” (Kendall, 2004, pp. 186, 191). 
These two categories involve eight more specific crimes 
identified by the Uniform Crime Reports (compiled by 
the FBI) that are “most likely to be reported to the 
police by victims, that occur frequently, and that are 
serious by nature or as a result of  their frequency of 
occurrence” (Abadinsky, 2000, p. 5).

Violent crimes include

● Homicide: The act of “causing the death of  another 
person without legal justification or excuse” 
 (Abadinsky, 2000, p. 5).

● Aggravated assault: The act of  attacking another 
person with the intent to inflict serious harm or kill 
that person.

● Rape: “Sexual penetration against a person’s will 
through the use or threat of  force” (Strong et al., 
2008, p. G-9). (Note that statutory rape is “a legal 
term used to indicate sexual activity when one part-
ner is under the age of  consent; in most states that 
age is 18” [Kelly, 2008, p. G-9].)

● Robbery: The act of stealing property in the hands of 
another person by using force or the threat of force. 
(Note that because of the force involved this is consid-
ered a violent crime even though it involves property.)

Property crimes include

● Larceny (simple theft): The act of stealing property.
● Burglary: The act of  breaking into a house or other 

building with the intent to steal.
● Motor vehicle theft: The act of  stealing a “self-

 propelled road vehicle” from another person with 
the goal of keeping it “permanently or temporarily” 
(Abadinsky, 2000, p. 6).

● Arson: The “malicious burning of  another’s prop-
erty or, sometimes, one’s own property, as in an 
 attempt to collect insurance” (Nichols, 1999, p. 75).

A third umbrella category of  crime involves those 
offenses not considered violent or property crimes. 
 Examples include the following:

● White-collar crime: Offenses “committed by middle-
class and upper-middle-class people in their busi-
ness and social activities, such as theft of  company 
goods, embezzlement, bankruptcy fraud, swindles, 
tax evasion, forgery, theft of  property by computer, 
passing bad checks, illicit copying of  computer 
software, movies, and music, and fraudulent use of 
credit cards, automatic teller machines, and tele-
phones” (Eitzen & Zinn, 2006, p. 353).

● Corporate crime: Illegal acts committed by large 
organizations to enhance profits. For example, con-
sider the utility conglomerate Enron’s fall into bank-
ruptcy, the largest in U.S. history (CNN.com, 2001). 
Corporate leaders were accused of “fraudulent trad-
ing schemes” and devious “financial moves to hide 
debt and inflate profits that fueled Enron’s downfall 
in 2001” (FindLaw, 2005). The bankruptcy resulted 
in thousands of  Enron “employees losing their life 
savings in 401(k) plans” linked with Enron stock 
(CNN.com, 2001).

Another example involves Halliburton, one of 
the world’s largest oilfield services providers. It had 
“been found guilty repeatedly of  overcharging the 
government for fuel, services (food and housing 
of  troops), and construction during and follow-
ing Iraqi combat. Moreover, contrary to federal 
laws prohibiting companies from doing business 
with countries supporting terror—Iraq, Iran, and 
 Libya—Halliburton circumvented these restric-
tions by setting up subsidiaries in foreign countries 
 (Herbert, 2003)” (Eitzen & Zinn, 2006, p. 356).

● Victimless (vice) crimes: Illegal acts that technically 
have no victim or complainant (e.g., prostitution, 
selling illegal drugs, unlawful gambling). These are 
also referred to as “crimes against the moral  order” 
(Eitzen & Zinn, 2006, p. 352) or “public-order 
crimes” (Kornblum & Julian, 2004, p. 141).

(continued)
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Age and Crime
Age is another factor related to crime. Younger people 
are more likely to commit crimes and commit more 
violent crimes (Eitzen & Zinn, 2006; Mooney et al., 
2009). Mooney and his colleagues (2009) explain:

The highest arrest rates are for individuals younger 
than age 25. In 2005, 44.3 percent of all arrests in 
the United States were of people younger than age 
25 (FBI, 2006). Although those younger than age 
25 made up over half  of all arrests in the United 
States for crimes such as robbery, burglary, motor 
vehicle theft, and arson, those younger than age 
25 were signifi cantly less likely to be arrested for 
crimes such as fraud and forgery and counterfeiting. 
Those older than age 65 made up less than 1.0 per-
cent of total arrests for the same year (FBI, 2006). 
(p. 141)

These high rates for young people may be attrib-
uted to the facts that penalties are not as severe for 
youths and that young people have trouble getting 
good jobs and adequate incomes (Mooney et al., 
2009).

Race, Social Class, and Crime
Mooney and his colleagues (2009) report concern-
ing the variables of  race and social class, both also 
 related to crime:

Race is a factor in who gets arrested. Minorities are 
disproportionately represented in offi cial statistics. 
[We have established that] . . . although African 

Who Commits Crimes? Race, 
Social Class, and Gender Issues
Although people with virtually any characteristics 
can commit crimes, some people are simply more 
likely than others to do so. Crime is related to the 
variables of gender, age, race, and social class (Eitzen 
& Zinn, 2006; Mooney et al., 2009).

Gender and Crime
Eitzen and Zinn (2006) comment on the variable of 
gender and its relationship to crime:

The arrest rates by types of crimes committed vary 
by sex. Slightly more than one in fi ve of all arrests 
are of women, with juvenile females arrested nearly 
twice as often as adult females. Women are about 
twice as likely to be arrested for property crimes as 
for violent crimes. Men commit murder at almost 
ten times the rate of women. (p. 346)

In view of  these fi ndings, Eitzen and Zinn (2006) 
“raise two questions: (1) Why is there such an 
 apparent difference in criminal behavior by gen-
der? (2) Why are women committing more property 
crimes now?” (p. 346).

Eitzen and Zinn (2006) make some other observa-
tions. The crime rate for female adolescents, however, 
has increased by over 14% whereas the crime rate for 
male adolescents has dropped. Although the rate of 
women in prison has risen recently, they make up only 
6.7% of the total prison population despite composing 
about half of the U.S. population.

HIGHLIGHT 16.1 (continued)

● Organized (syndicated) crime: Illegal acts commit-
ted by an organized, hierarchical network of profes-
sional criminals working together to make money 
“by supplying illegal goods and services such as 
drugs, prostitution, pornography, gambling, loan 
sharking, the sale of  stolen goods, money launder-
ing, cigarette bootlegging, and even disposal of haz-
ardous wastes” (Eitzen & Zinn, 2006, p. 352).

● Hate crime: The “violence of  intolerance and big-
otry, intended to hurt and intimidate someone 

because of their race, ethnicity, national origin, reli-
gion, sexual orientation, or disability. The purveyors 
of  hate use explosives, arson, weapons, vandalism, 
physical violence, and verbal threats of  violence to 
instill fear in their victims, leaving them vulnerable 
to more attacks and feeling alienated, helpless, sus-
picious, and fearful” (U.S. Department of  Justice, 
2001).
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simply on the basis of skin color. . . . Research sug-
gests that such biases lead police to be quicker to 
arrest African Americans than whites . . .

[An added] factor involves family patterns. Two-
thirds of black children are born to single mothers, 
compared with one-third of white children. Single 
mothers and single fathers have less time to super-
vise children, and single mothers especially earn less 
money, which adds to family pressures. For these rea-
sons, children who grow up in poor families without 
fathers are at higher risk for criminality. (p. 158).

Note that Asian Americans are less likely to be 
 arrested for crimes; making up 3.6% of  the popula-
tion, they account for only 1% of arrests (Macionis, 
2008). “This lower criminality is due to higher income 
levels and also a strong cultural emphasis on family, 
discipline, and honor, all of which tend to discourage 
criminal behavior” (Macionis, 2008, p. 158).

Are Crime Rates Rising or Falling?
Crime rates are recorded in three basic ways: official 
statistics of crimes reported to police (i.e., the Uniform 
Crime Reports), surveys administered to population 
samples regarding victimization rates, and offenders’ 
self-reports (Mooney et al., 2009). Kornblum and 
 Julian (2007) report on the current crime rate:

According to the Uniform Crime Reports (UCR) of 
the Federal Bureau of Investigation (FBI), between 
2002 and 2003 there was a 3% decrease in serious 
crime (UCR [FBI], 2005). This fi nding continues 
the downward trend in crime that occurred during 
the economic boom years of  the 1990s. Between 
1997 and 1998, for example, there was a 6% drop 
in serious crimes, and the 1998 rate was 14% below 
the rate for 1994 and 20% below the rate for 1989 
(UCR [FBI], 2002). The much smaller reductions 
in crime rates in recent years refl ect a more diffi cult 
economic situation, especially for poor and younger 
Americans, whereas the dramatic declines during 
the 1990s seem to have been associated with good 
economic times. (p. 135)

Macionis (2008) elaborates:

Violent crimes, that is, crimes against persons, 
 account for only 12% of all serious offenses; crimes 
against property account for the remaining 88%. 

Americans represent about 14% of the population, 
they account for more than 38% of all violent  index 
offenses and 28.6% of all property index  offenses 
(FBI, 2006). In addition, an estimated 12% of 
all black males in their late 20s are in prison or 
jail compared with 1.7% of all white males in their 
late 20s . . .

Nevertheless, it is inaccurate to conclude that 
race and crime are causally related. First, offi cial 
statistics refl ect the behaviors and policies of crimi-
nal justice actors. Thus the high rate of  arrests, 
conviction, and incarceration of minorities may be 
a consequence of individual and institutional bias 
against minorities. For example, investigating race 
and ethnicity in sentencing outcomes, Steffensmeier 
and Demuth (2000) concluded that both race and 
ethnicity continue to be factors in the organiza-
tional decision-making process of the criminal jus-
tice system.

Furthermore, blacks are sent to prison for drug 
offenses at a rate 8.2 times higher than the rate for 
whites. If current trends continue, by 2020 two of 
every three black men between the ages of 18 and 
34 will be in prison . . . These disturbing statistics 
have led to concerns about racial profiling—the 
practice or targeting suspects on the basis of race . . . 
Opponents hold that racial profi ling is little more 
than discrimination and should therefore be 
 abolished. . . .

Race and social class are closely related in that 
nonwhites are over-represented in the lower classes. 
Because lower-class members lack legitimate 
means to acquire material goods, they may turn to 
instrumental, or economically motivated, crimes. 
In addition, although the “haves” typically earn 
social respect through their socioeconomic status, 
education achievement, and occupational role, the 
“have-nots” more often live in communities where 
respect is based on physical strength and violence. 
(pp. 142–143)

Macionis (2008) proposes other rationales for 
 racial differences:

[Another] reason is closely related to the first: 
More police patrols are found in poor neighbor-
hoods, which have a high African American popula-
tion. Prejudice based on race and class can prompt 
people to suspect blacks of  criminal behavior 
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victims fail to report crimes? People may believe that 
nothing can be done about the crime anyway or that 
the crime was too insignifi cant to report. They might 
also fear negative repercussions.

For example, Florence, age 78, was sideswiped by 
a young man as he was trying to pass her car. She 
had been driving along a familiar neighborhood 
road, being careful not to exceed the speed limit. The 
man, who looked to be about 20, stopped to see if  
she was all right but then jumped in his car and sped 
away. The accident was his fault. However,  Florence’s 
insurance agent suggested that fi ling a formal police 
report of  the incident would almost certainly not 
 result in the man’s apprehension. But it would result 
in a significant increase in her own car insurance 
simply because the accident happened to a person of 
her age. Needless to say, Florence did not report the 
incident and paid for the repairs herself.

Focus on Critical Thinking 16.1 addresses a 
controversial issue concerning the purposes of 
imprisonment.

Put differently, the crime rate for property offenses 
is about seven times higher than that for violent 
crimes against persons (Federal Bureau of Investi-
gation, 2006). . . .

From 1960 until the early 1990s, the rate of vio-
lent crime rose quickly. After that, the trend turned 
downward. (The property offenses also went up 
 after 1960, with a downturn in the early 1980s and 
further decline through 2005.) What accounts for 
the drop in crime rates? Analysts point to a number 
of factors, including a strong economy during the 
1990s, a drop in the use of crack cocaine, the hiring 
of more police, and tougher sentences for criminal 
convictions. (p. 151)

In any event, crime statistics may be misleading. 
For one thing, victimization surveys indicate that 
many crimes are not reported. Some surveys suggest 
that more than half  of  all violent crimes (Macionis, 
2008) and less than half  of  serious crimes are actu-
ally reported to the police (Macionis, 2008). Why do 

FOCUS ON CRITICAL THINKING 16.1

An Ethical Dilemma: Punishment Versus Empowerment

Disparity in Goals
A great debate rages regarding the purpose of  impris-
onment (or incarceration). Prisons exist to achieve 
four primary purposes (Coleman & Kerbo, 2002; 
Kendall, 2007). First, prisons punish people who com-
mit crimes by denying them freedom for some desig-
nated period. Second, prisons discourage people who 
have committed crimes from committing them again 
and deter  others from committing them in the first 
place—at least theoretically. Third, prisons protect 
potential victims from dangerous offenders by put-
ting them behind bars. These first three goals basically 
 focus on the rights of  society. They might be clustered 
under the umbrella of  incapacitation—namely, using 
various means to  inhibit offenders from committing 
more crimes, thereby protecting other members of 
 society (Mooney et al., 2009).

The fourth goal, established much more recently 
in the 1940s and 1950s, involves inmate rehabilitation 
through programs involving therapy, education, and 
job training. The intent is to help criminals become 
productive members of  society who do not commit 

crimes. The concept of  corrections implies that peo-
ple who break the law should be treated in ways that 
 attempt to make them correct their inappropriate 
 behavior and stop breaking the law. Rehabilitation ide-
ally involves empowering offenders so they have viable 
 alternatives to pursue other than a life of crime.

The wide disparity in goals poses a serious ques-
tion for social workers: To what extent can offenders be 
 empowered at the same time that they are incapacitated 
as a means of control and punishment? Prison life allows 
for few choices, and most prisoners definitely do not 
want to be there.

To make it worse, the public has increasingly sup-
ported stricter, more incapacitating policies. Tactics 
include longer mandatory sentences, less use of  proba-
tion and parole, policies requiring lifetime imprison-
ment after committing three serious crimes (sometimes 
referred to as the three strikes and you’re out approach), 
mandated sentences that reflect the seriousness of  the 
crime, accelerated prison construction, and increased 
use of the death penalty (Dilulio, 1999; Human Rights 
Watch, 2000; Karger & Stoesz, 2002).

(continued)
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FOCUS ON CRITICAL THINKING 16.1 (continued)

Kenyon (1999) reflects:

Finding a compromise between what seems ethically 
appropriate and what is legally mandated can be a 
source of  professional burnout. Feeling forced to 
make decisions and to take actions that cause internal 
conflict leads to feelings of helplessness and hopeless-
ness and a belief that one is ineffective. (p. 162)

Issues and Potential Solutions
The following are examples of potential issues:

● Mandatory sentencing results in prisons accommodat-
ing over double the number of prisoners for which they 
were built. Cells built to house two inmates now must 
house four. Prison conditions are almost unbearable.

● A prisoner made a mistake at age 19 and accidentally 
killed another teenager in a fight. The court sentenced 
him to several decades of  time with no possibility 
of  parole. Now, at age 21, he has expressed serious 
 remorse for his crime and a willingness to shape up 
his life. A prison social worker sees great potential for 
rehabilitation. But what can be done when there is no 
hope of freedom for many years?

● A 25-year-old inmate has been sentenced to life 
imprisonment in a state requiring such punishment 
 after the commission of  three serious crimes—in 
his case, armed robberies. What kind of  treatment 
and rehabilitation can help him?

To what extent does incapacitation as a means of 
control and punishment conflict with the basic  social 
work values of  self-determination and empower-
ment? How can social workers who are empowerment 
oriented function in such a constricted and controlled 
setting? Should offenders be forced to participate in 
treatment activities against their will?

Garvin and Tropman (1998) make five suggestions 
for working with offenders:

1. When possible, help offenders identify alternative 
behaviors to solve problems and address their 

needs. This is especially useful for inmates 
returning to their communities.

2. Advocate for inmates when prison conditions 
work against their best interests. In the community, 
social workers can advocate for prisoner’s rights 
as they try to reintegrate themselves. For example, 
neighborhood residents might resent a former 
inmate living in their neighborhood. Or a parolee 
might be fired from her job when her employer 
finds out about her prison history.

3. Provide opportunities for individual and group 
treatment for inmates to work on personal issues 
(e.g., substance abuse treatment groups).

4. Seek positions in prison administration so as 
to improve prison policies concerning humane 
rehabilitation approaches.

5. Advocate in the macro arena for less punitive 
legislation that provides greater opportunity for 
rehabilitation.

Conservative Versus Liberal Value Orientations 
Toward Crime and Criminals

Critical Thinking Questions
● What are your personal values concerning the 

 issues just described? To what extent do your values 
reflect a conservative perspective that emphasizes 
individuals’ responsibility for their own behavior 
and that people who do bad things deserve to be 
punished?

● To what extent do you support a liberal approach 
that focuses on rehabilitating offenders and empha-
sizes the idea that people will thrive and do well 
when given enough support?

● To what extent should resources be used to build 
more prisons and keep offenders in prison longer? 
Or to what extent should resources be diverted to 
 rehabilitation and the goal of  reintegrating offend-
ers into communities?

Criminal Justice Settings and 
Forensic Social Work
Forensic social work is social work involving the 
law—both criminal and civil (i.e., concerning 
private personal rights)—and the legal system. 
Forensic social work tasks include conducting 
 assessments regarding suspects’ mental competence 
to understand their behavior and stand trial; making 

recommendations concerning child custody, divorce, 
and the placement of  emotionally disturbed or 
 delinquent juveniles; preparing for court presenta-
tions as expert witnesses; and advocating for  welfare 
rights.

Ginsberg (2001) cites six broad criminal justice 
settings in which social workers can serve important 
functions. These include adult correctional institu-
tions, administrative planning centers, probation and 
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they can provide either individual or group counseling 
to inmates when needed or requested. Treatment might 
focus on such issues as anger management, prepara-
tion for release, and coping with substance abuse.

The second social work function involves helping 
prison administrators make determinations regard-
ing job placement within the institution. Inmates 
often seek prison jobs to combat the boredom of 
prison life, to earn extra privileges, or to establish 
credit for doing “good time,” thereby increasing the 
possibility of parole (McNeece, 1995, p. 65).

The third function for social workers in correctional 
facilities involves assisting prison personnel in deter-
mining how individual inmates are treated. Fourth, 
social workers can help develop and organize prison 
activities. Finally, practitioners can “assist in planning 
modifi cations in prison procedures” and advocate for 
improved conditions (Ginsberg, 2001, p. 148).

Focus on Critical Thinking 16.2 addresses the 
question of  providing expensive health care for 
prison inmates.

parole services, victim assistance programs, domestic 
violence services, and juvenile corrections.

Adult Correctional Institutions
Social workers in adult correctional institutions per-
form at least five functions (Ginsberg, 2001). First, 
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FOCUS ON CRITICAL THINKING 16.2

Should Prisoners Get Expensive Health Care?

The costs of  keeping more people in prison longer are 
huge. The average annual cost for supervising a person 
on probation is almost $3,500 (U.S. Courts, 2005), and 
in prison it’s between $23,000 and $25,000 (U.S. Courts, 
2005; Macionis, 2008).

Health care for aging and ill prisoners is also an 
 expensive issue. Coggins and Frezquez (2007) explain:

According to U.S. Census Bureau reports, the fast-
est growing segment of  the criminal offender and 
correctional facility population is comprised of 
 individuals over the age of 65. . . . By the year 2010, 
33% of inmates in U.S. correctional facilities will be 
fifty years of  age and older (Fresquez, [Khalsa, & 
Bell,] 1998). Given the trend toward mandatory lon-
ger sentences and the growing number of  inmates 
age fifty and over, the year 2025 could witness a 
substantial number of  correctional facilities having 
to face difficult decisions regarding the allocation 
of resources for the concerns of the aged.” (p. 100)

One estimate for the annual care of  an older adult 
inmate is $69,000 (Kendall, 2007). Money spent on 
prison populations detracts from the total financial 
pool available for other benefits and services including 
schools, police, the environment, and domestic security. 
A number of ethical questions can be raised: “Should a 

killer in a Minnesota prison have received a life-saving, 
$900,000 bone marrow transplant? Should a Califor-
nia robber have received a new heart” costing approxi-
mately $1 million? Both states provided these treatments 
because they determined it would be “cruel and unusual 
punishment” not to (Levine, 2002, p. 44).

Critical Thinking Questions
● To what health care standards should prisons adhere 

in providing treatment to prisoners?
● Should prisoners receive extremely expensive health 

care treatment?
● How would you define “extremely expensive”?
● To what extent is it fair that prisoners are “the only 

people in America guaranteed medical treatment” 
when about 40 million U.S. residents have no health 
insurance (p. 44)?

● Should all U.S. residents receive the same health 
care benefits as prisoners? If  so, who should pay for 
these benefits?

● Should more time, money, and effort be expended to 
rehabilitate prisoners instead of  imprisoning them 
so they will become responsible for their own health 
care needs “on the outside”?

What provides greater hope—punishment or empowerment?
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behavior” (Morgan, 2000, p. 139). Parole officers 
must initially assess the amount of  supervision 
necessary. Some parolees require extensive supervi-
sion to stay out of  trouble; others require very little. 
 Parolees must abide by the general restrictions and 
requirements established by their parole officer. 
These include avoiding illegal activity, possession of 
firearms, involvement with identified felons, and use 
of  alcohol or other drugs. They must also remain 
gainfully employed and attend regularly scheduled 
meetings with their parole officer.

Both probation and parole offi cer positions usually 
require a bachelor’s degree in social work, psychology, 
criminal justice, or a related fi eld in addition to “strong 
interpersonal skills” (Morgan, 2000, pp. 142, 144).

There are other community-based corrections 
programs in addition to probation and parole. For 
example, victim/offender mediation programs are 
face-to-face confrontations between victims and 
 offenders in which an impartial third party serves as 
a mediator. The intent is to give victims an oppor-
tunity to confront offenders with the emotional and 
other consequences of  their behavior, address emo-
tional issues, and arrange compensation of  losses. 
Similarly, restitution programs involve  arranging 
cash reimbursement from offenders to victims 
 (typically of  property crimes) to  compensate for 
losses.

Victim Assistance Programs
Included under the victim assistance umbrella are 
both victim/witness assistance programs and cri-
sis intervention programs. Victim/witness assistance 
programs include various facets intended to assist 
victims and witnesses in the stressful and poten-
tially traumatic process of testifying in court against 
 offenders, thereby enhancing their ability to testify 
effectively. Specific services include ongoing noti-
fication to witnesses of  the case’s legal status as it 
progresses through the courts; provision of separate, 
comfortable waiting rooms for witnesses; transporta-
tion to court; and support staff  who accompany wit-
nesses throughout the court process, helping them 
understand what’s happening.

Crisis intervention programs, although not as 
common, provide wide-ranging services for crime 
victims, frequently within the fi rst 24 hours after the 
crime occurs. Services can include crisis counseling, 
provision of  transportation, assistance in making a 
legal complaint, linkage to needed resources such 
as support groups for survivors of  violence, and 

Administrative Planning Centers
As in other fields of practice, social workers can take 
on administrative and planning roles for correctional 
systems. These might involve planning new programs 
and procedures, developing more humane policies, 
and supervising lower-level administrators and other 
employees.

Community-Based Corrections: Probation 
and Parole Services
The criminal justice system may give people who 
have been convicted of  crimes alternatives to serv-
ing a full sentence of  incarceration. Two primary 
 options are probation and parole. These are consid-
ered community-based corrections—programs that 
supervise or monitor offenders’ behavior while they 
reside in the community.

Probation
Morgan (2000) describes probation:

Probation takes place when a person is convicted but 
the judge determines that confi nement is not war-
ranted. Instead, that person is placed on probation 
and is allowed to live in society but under the court’s 
supervision. Terms of probation often  include psy-
chological or chemical-dependence treatment and 
mandatory community service. People who receive 
probation are generally considered low risk, and the 
goal of probation offi cers is to involve them in com-
munity service and steer them away from criminal 
behavior. (pp. 142–143)

Probation offi cers conduct assessments prior to 
when clients begin probation in order to provide 
recommendations to the court. They help clients 
 establish work and other living plans and subse-
quently see them regularly, overseeing their activities 
and often making home and work visits. Probation 
offi cers also link clients with needed resources.

To avoid incarceration, probationers must abide 
by whatever restrictions and terms the judge estab-
lishes. Typically these include obeying the law, get-
ting and keeping a job, staying within a prescribed 
geographical location, avoiding relationships with 
other identified felons, and shunning firearms 
 (Morgan, 2000). Individualized restrictions may also 
apply, such as getting substance abuse treatment or 
attending anger management groups.

Parole
Parole is the early release of  inmates from prison 
based on the “promise and likelihood of  good 
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themselves and their families. They may need help 
finding employment and getting legal assistance.

Of course, females can batter their male partners, 
or one partner may batter the other of the same gen-
der. However, as Shaw and Lee (2007) indicate:

Although women are much less likely to be victims 
of  violent crime overall, women are five to eight 
times more likely to be victimized by an intimate 
partner [than men]. Intimate partner violence is 
primarily a crime against women and all races are 
equally vulnerable. . . . In terms of injury, male vio-
lence against women does more damage than female 
violence against men, and women are more likely to 
be injured such that women are 7 to 14 times more 
likely to suffer severe physical injury. More than 
three women die daily in the United States from 
 intimate partner violence. . . . Only 4% of homi-
cides caused by intimate partner violence involved 
male victims.” (p. 568)

Therefore, Highlight 16.2 focuses on domestic 
violence as a women’s issue.

temporary financial help. Agencies providing 
 services include rape crisis centers and domestic 
 violence shelters.

Jobs include counselor/advocate and administra-
tor. Volunteers are also often used. Most counselor/
advocates have a bachelor’s degree, and most pro-
gram directors have a master’s degree in social work 
or a related discipline (Roberts, 1995).

Domestic Violence Services
Domestic violence services and shelters for battered 
women have sprung up across the country. Often 
they have been initiated and are staffed and run by 
social workers. Women who have been battered by 
their male partners frequently need temporary shel-
ter for themselves and their children, usually hav-
ing nowhere else to go. Additional services include 
providing counseling and linking women with nec-
essary resources. Battered women eventually need a 
permanent place to stay. They might require addi-
tional education or job training so they can support 

HIGHLIGHT 16.2

Th e Cycle of Domestic Violence: Empowering 
Women as Survivors

The dynamics of  domestic violence usually revolve 
around the male partner’s need to control the victim. 
Over time, the perpetrator gradually cuts off  his female 
partner from her family, friends, church, workplace, and 
other sources of  support. He typically criticizes her on 
as many grounds as possible. Without support and vali-
dation from others, the victim often comes to  believe 
what the perpetrator is saying—to see herself  as no 
good, stupid, and worthless, as a whore and a tramp. In 
some ways this process resembles brainwashing. Prior 
rational thinking is gradually erased and replaced with 
a barrage of criticism.

Phase 1: Buildup of Tension
The cycle of  violence typically occurs in three phases. 
First, tension builds as the perpetrator becomes 
 increasingly controlling, demanding, and annoyed with 
the victim. He might place impossible demands on her 
such as ordering her to have dinner ready at 5:30 sharp 
when he arrives home. Then he might show up at 7:00 

and blame her for the food being cold and dried up. Or 
he might chastise her for making the wrong kind of 
food or not cooking it the way he likes it. He often plays 
a game with her, making demands and then changing 
them after she complies with his original instructions.

Phase 2: The Explosion
The second phase in the cycle involves the explosion—
the abusive incident in which he beats her to teach her a 
lesson. He then usually tells her it’s all her fault. If  she 
had cooked better or not yelled back or done what she 
was told, he wouldn’t have had to hit her. She made him 
try to keep her in line.

Phase 3: The Honeymoon
The third phase is the honeymoon period. The perpe-
trator has released his tension. The victim is frightened, 
hurt, emotionally beaten, downtrodden, and depressed. 
She might be so damaged that she considers leaving 
him, but he will never allow her to do this. He makes 

(continued)
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A Special Perspective on Juveniles
Juveniles require a special perspective because they 
are minors whose parents (or guardians) are sup-
posed to care for, supervise, and protect them. One 
ongoing question concerns the extent to which 
 juveniles, on the one hand, and their parents, on the 
other, are responsible for juveniles’ antisocial behav-
ior. It is beyond the scope of  this book to review all 
the potential causes of  such behavior. However, the 
following are a few of the family, environmental, and 
individual factors that research suggests may con-
tribute to violent behavior (Kail & Cavenaugh, 2007; 
McWhirter, McWhirter, McWhirter, & McWhirter, 
2007; Sigelman & Rider, 2009; Smith & Darman, 
2008).

● Coercive Family Environments: Sigelman and 
Rider (2009) explain the dynamics involved in 
coercive family environments as suggested by 
Patterson, DeBaryshe, and Ramsey (1989):

Adolescents who are antisocial “often experience 
coercive family environments in which family 
members are locked in power struggles, each try-
ing to control the others through negative, coer-
cive tactics (Kiesner, Dishion, & Poulin, 2001; 
Patterson, DeBaryshe, and Ramsey, 1989). Par-
ents learn . . . that they can stop their children’s 
misbehavior, temporarily at least, by threaten-
ing, yelling, and hitting. Meanwhile, children 

Juvenile Corrections
Juvenile corrections is the “broad term denoting a 
range of interventions for young people whose actual 
or alleged behavior has brought them to the  attention 
of law enforcement personnel or the courts” (Barton, 
1995, p. 1563). Juveniles—people under age 18—are 
generally treated differently than adults who commit 
crimes. Juvenile delinquent offenses are acts that are 
considered crimes if  committed by adults. (Highlight 
16.1 reviewed common crimes.) Status offenses are 
acts that are considered inappropriate when done by 
juveniles but are not crimes if  committed by adults. 
These include running away, being truant, being 
out of  parental control, having sexual intercourse, 
and drinking alcohol. Considered together, juvenile 
 delinquent and status offenses are regarded as anti-
social behavior—acts that are hostile, detrimental to 
others, and contrary to social expectations. Juvenile 
courts are those having jurisdiction over proceed-
ings involving delinquent, dependent, or maltreated 
 children and their parents or guardians.

We have already established that young people 
(particularly males of  African American and, to 
a lesser extent, Hispanic heritage) are more likely 
than older people to commit crimes (Jenson & 
Howard, 1999). Remember, however, that juveniles 
from virtually any racial, ethnic, and socioeconomic 
background can and do participate in antisocial 
behavior.

HIGHLIGHT 16.2 (continued)

up with her, says loving things, and perhaps brings her 
flowers or candy. He often tells her that he loves her 
and that he can’t live without her. For that matter, he 
might also tell her that she could never survive without 
him. The pain is gone—temporarily—so she stays. And 
the cycle begins all over again.

Reasons Women Stay
Women continue to stay with abusive partners for a num-
ber of reasons (Zastrow & Kirst-Ashman, 2010). These 
include economic dependence, lack of  self-confidence, 
lack of power, fear of the abuser, guilt about what they 
did wrong or how they failed to nurture their relationship 
with the abuser, fear of isolation, fear for their children’s 
safety, hope that things will somehow improve, and the 
fact they still feel they love their partners despite it all.

Treatment Strategies
Social work treatment strategies involve empowering 
the victim and helping her survive. Strategies include 
the following:

1. Offer support.
2. Identify and focus on her strengths.
3. Provide information regarding resources and 

services.
4. Help her establish a plan of action.
5. Advocate on her behalf  with legal, medical, and 

social services when necessary.

The goal is to help the domestic violence survivor gain 
confidence and get back on her feet. It takes a brave 
and strong person to break the cycle of violence.
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aggressive and violent themselves (Binghenheimer, 
Brennan, & Earls, 2005).” (Kail & Cavanaugh, 
2007, p. 366)

Papalia and her colleagues (2007) add that 
children “whose families are continuously poor 
tend to become more antisocial with time. When 
families rise from poverty while a child is still 
young, the child is no more likely to develop 
behavior problems than a child whose family 
was never poor (Macmillan, McMorris, & 
Kruttschnitt, 2004)” (p. 464).

● Individual Factors: Although personality variables 
do not directly produce a delinquent, they do 
increase the probability of  delinquency. For 
example, having poor impulse control and an 
easily provoked temper can make delinquent 
behavior more likely (Sigelman & Rider, 2009; 
Smith & Darman, 2008). Kail and Cavanaugh 
(2007) explain:

Adolescent boys often respond aggressively 
 because they are not skilled at interpreting other 
people’s intentions. Without a clear  interpretation 
in mind, they respond aggressively by default. 
That is, aggressive boys far too  often think, “I 
don’t know what you’re up to, and when in doubt, 
attack” (Crick & Dodge, 1994; Dodge & Rabi-
ner, 2004). Antisocial adolescents are often 
inclined to act impulsively, and they often are un-
able or unwilling to postpone pleasure ( Patterson, 
1995). Seeing a fancy new CD player or a car, 
delinquent youth are tempted to steal it, simply 
so that they can have it right now. When others 
inadvertently get in their way, delinquent adoles-
cents often respond without  regard to the nature 
of the other person’s acts or intentions.” (p. 366)

McWhirter and his colleagues (2007) note that 
levels of  aggression often follow a pattern where 
“less serious problem behaviors precede more 
serious delinquency”; the authors continue that 
“disruptive and delinquent behavior generally 
progresses in an orderly, sequential fashion from 
authority confl ict (e.g., defi ance and disobedience), 
to covert actions (e.g., lying and stealing), to overt 
actions (e.g., fighting, delinquency, and violent 
behavior” (p. 181).

As with adult offenders, the current trend in the 
juvenile justice system is an emphasis on punish-
ment rather than treatment and rehabilitation for 

learn . . . that they can get their parents to lay 
off them by ignoring requests, whining, throw-
ing full-blown temper tantrums, and otherwise 
 being as difficult as possible. As both parents 
and children learn to rely on coercive tactics, 
parents increasingly lose control over their chil-
dren’s  behavior until even the loudest lectures 
and hardest spankings have little effect and the 
child’s conduct problems spiral out of control. 
[Thus, coercive family environments are marked 
by confl ict, in addition to harsh and inconsistent 
discipline.] It is easy to see how a child who has 
grown up in a coercive family environment might 
attribute hostile intent to other people and rely 
on aggressive tactics to resolve disputes.

Growing up in a coercive family environment 
sets in motion the next steps in the making of 
an antisocial adolescent. . . . The child, already 
aggressive and unpleasant to be around, ends up 
performing poorly in school and being rejected 
by other children. Having no better options, he 
becomes involved in a peer group made up of 
other low-achieving, antisocial, and unpopular 
youths, who positively reinforce one another’s 
delinquency (Dodge, Dishion, & Lansford, 2006; 
Kiesner et al., 2001). Rejection by peers may 
further reinforce a tendency to attribute hostile 
intent to others and in the process strengthen 
aggressive tendencies (Dodge et al., 2006). 
Overall, there is much support for the view that 
ineffective parenting in childhood contributes to 
behavior problems, peer rejection, involvement 
with antisocial peers, and, in turn, antisocial 
 behavior in adolescence.” (pp. 395–396)

● Poverty and Economic Deprivation: An environment 
marked by deprivation can contribute to the 
potential for delinquency (Kail and Cavanaugh, 
2007). Children who live in poverty exhibit more 
violent and antisocial behavior than those who live 
in more prosperous surroundings (Keiley, Bates, 
Dodge, & Pettit, 2000). Poverty imposes stress on 
families who often must struggle just to survive 
and “often leads to the very parental behaviors 
that promote aggression—harsh discipline and 
lax monitoring (Tolan, Gorman-Smith, & Henry, 
2003). . . . [Additionally,] violent crime is far more 
common in poverty-stricken neighborhoods. 
Older children and adolescents exposed to such 
violence are, as they get older, more likely to be 
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each classroom has a dedicated phone line with an 
answering machine so that teachers can record daily 
homework assignments and parents can leave mes-
sages for teachers. (p. 367)

Early results of  LIFT have been promising 
(Eddy, Reid, Stoolmiller, & Fetrow, 2003; Stool-
miller, Eddy, & Reid, 2000). In the classroom 
children’s aggressive behavior decreased and coop-
erative behavior increased. Family interactions 
 improved with decreased confl ict concerning behav-
ior and discipline. Better behavior at school and a 
decreased likelihood to consume alcohol were evi-
dent three years after LIFT involvement. Of  course, 
the ultimate evidence of  whether LIFT is successful 
will be the rates of  children’s antisocial and delin-
quent b ehavior in the future.

Highlight 16.3 describes another more positive, 
empowerment-oriented approach to help youth 
already involved in the juvenile justice system. It 
emphasizes empowerment through responsibility, 
group cohesiveness, and the appreciation of cultural 
identity.

Overlaps Among Juvenile Corrections, Mental 
Health Services, and Child Welfare
Note that substantial overlap exists among juvenile 
corrections, mental health services, and, to some 
 extent, child welfare. Chapters 9 and 13 address 
 issues concerning child welfare and mental health. 
Decisions about the needs and placement of  each 
 individual depend on a number of  conditions. Stat-
utes, policies, and agency practices may vary from 
state to state and from locality to locality. Available 
resources for placement also differ dramatically. 
Finally, juvenile court judges often have great dis-
cretion regarding the appropriate placement of 
juveniles.

Youth Gangs
An additional concern related to violent behavior 
by youths involves escalating gang membership. It 
is  estimated that over 732,000 gang members belong 
to almost 21,500 gangs throughout the United States 
(McWhirter, McWhirter, McWhirter, & McWhirter, 
2007). Most gang members are male, although 
female membership appears to be increasing, as is 
their participation in violent crimes (Jenson & How-
ard, 1999; Potter, 1999).

delinquent youth (Smith & Darman, 2008). One 
development involves passing laws that require 
more juvenile offenders who commit serious violent 
crimes to be treated as adults. Another concerns the 
imposition of  stricter sentences on juvenile offend-
ers who in the past might have been given a warning 
or probation.

We have established that social work values gen-
erally comply more directly with rehabilitation and 
treatment approaches than with punishment. The 
problem of  juvenile delinquency can be tackled in 
many ways. None are accomplished easily and all 
 require resources. Kail and Cavanaugh (2007) sug-
gest the following tactics:

● Delinquent adolescents can be taught more effective 
social skills and better methods of self-control.

● Parents of  delinquent youth can be taught the 
importance of  supervising and monitoring their 
children’s behavior and the necessity for consistent 
discipline.

● Families of delinquents can learn to function more 
effectively as a unit, with special emphasis on better 
means of resolving confl ict.

● Schools can develop programs that motivate 
delinquent youth to become invested in their school 
performance.

● Communities can improve economic conditions 
in neighborhoods where delinquency reigns 
(pp. 365–366).

Kail and Cavanaugh (2007) continue by describing 
a preventive program at the Oregon Social Learning 
Center entitled Linking the Interests of Families and 
Teachers (LIFT) that attempts to implement most of 
these suggestions:

The aim of the LIFT program is to nip aggressive 
behavior in the bud during the elementary-school 
years. LIFT includes a 10-week intervention that 
attacks aggressive behavior on many fronts. Par-
ents receive training on discipline, resolving disputes 
with their children, and monitoring their children’s 
schoolwork. Children receive training designed to 
improve their social skills, with a particular empha-
sis on effective problem solving and nonaggressive 
play. At school, teachers are taught effective ways 
of dealing with off-task and disruptive behaviors, 
and playground and cafeteria monitors are trained 
to reward children for positive social interactions 
and to prevent children from bullying peers. Finally, 
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HIGHLIGHT 16.3

Mezzo Practice and Empowerment for African American 
Youths in the Juvenile Justice System

Harvey (1997) describes the development and 
 implementation of  a program for groups of  African 
American juvenile offenders that uses an Afrocentric 
approach. The groups’ purpose is to enhance members’ 
self-respect, establish a stronger identity with African 
heritage and culture, create ties with a positive peer 
group, develop vocational aspirations, and strengthen 
members’ ability to make socially responsible decisions. 
Although in some ways these might be considered treat-
ment groups, they address and help members cope with 
broader social issues.

Common Themes
Young African American offenders are viewed within 
their macro context. Poverty, marital and family disso-
lution, white oppression and discrimination, the strong 
antisocial pressure of  peer groups and gangs, and a 
lack of  career prospects all contribute to an environ-
ment in which crime becomes a logical means of  sur-
vival. These young men typically express a number of 
themes  (Harvey, 1997):

● Adults around here do it, so why shouldn’t I?
● Violence is a way of  life. If  you don’t stand up for 

yourself, you’re history.
● How can I be moral and still survive the horrendous 

peer pressure to be bad?
● You have to be “cool” (i.e., strong and not express-

ing emotion) to get any respect and protect yourself  
(p. 166).

● Women should be treated as inferior and handled 
with violent behavior.

● Police are the bad guys.
● How can I deal with whites’ racist treatment?
● I don’t know that much about African culture.

An Afrocentric Approach
An Afrocentric approach emphasizes both spiritual-
ity and connectedness with others in the environment, 
including family members and community residents. The 
goal is to engender self-understanding, self-respect, and 
“a strong sense of  responsibility for the well-being and 
harmonious interconnection between self  and  others” 
(Harvey, 1997, p. 163; Nobles, 1976). The  Afro centric 

approach rests on seven basic principles called the 
Nguzo Saba, described in Chapter 3 (Karenga, 1965; 
Karenga, 2000, pp. 58–59). These include (1) “unity 
among families, neighborhoods, and nations,” (2) “self-
determination,” (3) “collective work and responsibility,” 
(4) “cooperation economics” to establish a strong eco-
nomic base, (5) “purpose” to gain respect as a world 
community, (6) “creativity,” and (7) “faith” in them-
selves and their capabilities.

Group Formation and Progress
Groups, then, are designed to provide members with “a 
positive perspective on African and African American cul-
ture, assist them in developing their own African Ameri-
can group identity, and provide them with tools to deal 
with the oppressiveness of  white supremacy”  (Harvey, 
1997, p. 164). The group is viewed as part of a program 
rather than a treatment group. To many  potential group 
members, treatment implies mental illness and turns them 
off. Groups consist of 15 boys age 14–18 who are on pro-
bation. Offenses include drug dealing, sexual assault, car 
theft, armed robbery, and burglary.

Group coleaders include social workers and people 
with other types of expertise such as in African studies, 
music, or theater. Group process involves the acquisi-
tion of  positive interpersonal, relationship-building, 
communication, and introspective skills. Groups stress 
enhancing members’ self-concepts, developing “con-
structive lifestyles and positive solutions to life prob-
lems,” and appreciating their cultural heritage and 
personal strengths (Harvey, 1997, p. 167).

The initial group phase takes eight weeks, during 
which time coleaders teach members about the group 
process, the Afrocentric perspective, and the important 
formalized rites of  passage involved in group member-
ship. Group members then participate in a weekend 
retreat in which coleaders and older adult men decide 
which 15 young men will be included in the group. 
Chosen members then undergo an initiation ritual in 
which they pledge to uphold the Nguzo Saba’s prin-
ciples, are given an African name, and are presented a 
“special identifying symbol” they are expected to wear 
at all group meetings. No new members are admitted 
after this point (Harvey, 1997, p. 167).

(continued)
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 concern is the spread of homegrown youth gangs to 
rural communities (Esbensen, 2000). (p. 183)

Defi ning Gangs
There is no consensus regarding an accurate defini-
tion for the concept of  gang. Morales and Sheafor 
(2002) reflect on how a “popular criterion [for identi-
fying a gang member] is ‘if  it looks like a duck, walks 
like a duck, and quacks like a duck, it is a duck’” 
(p. 174; Morales, Sheafor, & Scott, 2007). However, 
they continue by noting that

not all ducks are the same, and even among ducks, 
some are more passive and some are more aggressive 
than others. Even with many years of experience in 
working with gang members, . . . [it is diffi cult to] 
tell if  an 8- to 25-year-old person 10 feet in front 
of . . . [you] is in fact a gang member with a vio-
lent criminal past or simply one who has knowingly 
or unknowingly adopted some of the gang culture 
(e.g., clothing, hairstyle, or speech). (p. 174)

Williams and Van Dorn (1999) identify some 
common themes evident in gangs:

Some consensus about the nature of juvenile gangs 
has emerged in recent literature. First, gangs can-
not be stereotyped. Some gangs are simply a source 
of social support and entertainment for members, 
others serve as drug distribution organizations, and 
still others do both. Gang members may  commit 

McWhirter and his colleagues (2007) provide a 
further overview of gang activity and composition:

Youth in these gangs were responsible for a wide 
variety of offenses including street crime, drug traf-
fi cking, and witness intimidation, and they are highly 
likely to use fi rearms in an assault crime (Esbensen, 
2000). A high percentage (95%) of  gang activ-
ity occurred within one or more high schools, with 
as nearly as high of a percentage (91%) of gang 
 activity occurring within one or more intermediate 
schools. Involvement with gangs remains one of the 
most powerful predictors of violence (Offi ce of the 
Surgeon General, 2001).

When one gang gains power and control in an 
area, rival gangs sometimes relocate to other areas 
of the city or even to other cities. These divisions of 
power and region are frequently related to ethnicity, 
although there is some evidence to suggest that a new 
type of gang, hybrid gangs, is emerging. Hybrid gang 
culture is characterized by mixed racial and ethnic 
participation within a single gang (Starbuck, Howell, 
& Linquist, 2001). Economic opportunities, such as 
the availability of new markets for drug profi ts, may 
also play a part in a gang’s decision to  relocate. Many 
communities and neighborhoods once untouched by 
organized violence now find themselves threatened 
by gang activity. The proliferation of youth gangs 
in  recent decades is of concern, and of particular 

HIGHLIGHT 16.3 (continued)

Groups then meet weekly for 90 minutes as mem-
bers develop their group identity and learn skills. 
Group  activities may include videos and music depend-
ing on the topics addressed. Guests are invited to speak 
on various topics, called “modules,” that stress the 
importance of  African and African American culture 
 (Harvey, 1997, p. 168). Modules, which last from four 
to six group sessions, address any number of  topics 
ranging from  African American culture, to relation-
ships between men and women, to racism.

Upon completion of  all modules, group members 
participate in another weekend retreat in which they 
demonstrate their newly learned skills and prepare for 
the final recognition ceremony. This ceremony is the 
culmination of  the group experience as members dem-
onstrate before their families and community what they 

have achieved. They proclaim their sacred name and 
“receive a symbol and a certificate of  sacred transfor-
mation” (Harvey, 1997, p. 168).

Intent and Results
We have established that this process seeks to enhance 
group members’ self-respect, sense of African American 
identity, and sense of  responsibility for and belonging 
to the African American community. Other anticipated 
effects include crime reduction, improved school atten-
dance, better grades, and increased employment. Initial 
results are promising (Harvey, 1997). Family members 
report improved behavior at home, and group members 
express enhanced self-respect and appreciation of their 
African heritage.
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Retreatist gangs’ primary aim is to get “loaded” or 
“high” on various mind-altering substances and 
thereby withdraw from the stresses of  real life. 
Retreatist gangs differ from criminal gangs despite 
the fact that they both may be involved in illegal 
drug activity. Retreatist gangs emphasize escape 
from  reality, whereas criminal gangs focus on finan-
cial gain. Cult/occult gangs have appeared to emerge 
in more recent years. The term cult refers to devil 
worship or participation in evil practices, whereas 
the concept occult implies secretiveness or involve-
ment in supernatural activities (Morales et al., 2007). 
Cult/occult gangs may focus their interests on hating 
some group like gay people or nonwhites.

Prevention and Intervention Involving Gangs
Young people often become gang members to meet 
personal needs and gain power. In a way, gang mem-
bership is a means for youths to empower themselves. 
Young people should be empowered in other ways so 
they don’t have to turn to gangs for support, belong-
ingness, financial gain, or social status.

Combating gangs can assume three primary 
thrusts: prevention, intervention, and suppression 
(Regulus, 1995; Williams & Van Dorn, 1999). Pre-
vention involves providing enough resources and 
services to communities and individuals that young 
people don’t need to seek out gang membership in 
the fi rst place. Prevention requires communities to 
offer adequate social programs for reducing poverty, 
educating parents about children’s needs and child 
management, enhancing policing resources, develop-
ing high-quality educational systems that respond to 
young people’s needs, and diminishing accessibility 
to handguns (Williams & Van Dorn, 1999).

a signifi cant number of crimes, but crime is  often 
not their primary, and certainly not their only, 
focus. Second, youths often join gangs to achieve 
goals that they perceive as diffi cult or impossible 
to achieve without gang support. However, mem-
bers differ in their motivations for joining and 
their degree of commitment to gang life. Third, it 
is rare for entire gangs to organize their activities 
exclusively around the sale of drugs. Finally, com-
munities with gangs differ in some respects, but 
generally all are struggling with social problems 
such as poverty, racism, mobility, and demographic 
changes. (p. 200)

McWhirter and his colleagues (2007) arbitrarily 
defi ne a youth gang as “a group consisting primar-
ily of adolescents and young adults who interact fre-
quently with one another, share a common identity 
expressed through a gang name and common sym-
bols, claim control over a certain geographical area, 
and are deliberately involved in illegal activities” 
(p. 183). Highlight 16.4 offers a global perspective on 
gangs.

Types of Gangs
Morales and his colleagues (2007, pp. 251–252) cat-
egorize juvenile gangs into four basic types. First, 
criminal gangs have as their “primary goal material 
gain through criminal activities” that include “theft 
of  property from premises or persons, extortion, 
fencing, and obtaining and selling illegal substances 
such as drugs.” Second, conflict gangs are extremely 
“turf  oriented and will engage in violent battle with 
individuals or rival groups that invade their neigh-
borhood or commit acts they consider insulting or 
degrading. Respect is highly valued or defended.” 

HIGHLIGHT 16.4

International Perspectives: Gangs Around the World

Huff (1993) emphasizes that gangs as a group experience 
are a typically occurring pattern often characterizing 
the “adolescent subculture” that “represent an extreme 
manifestation of  that age-typical emphasis on being 
 together and belonging to something.” He continues,

Gangs are certainly not unique to the United States. 
In fact, most societies seem to have a term that 

corresponds, at least loosely, to our own term 
gang. Whether it is the chimpira of  Japan, the 
raggare of  Sweden, the Dutch nozem, the Italian 
 vitelloni, the stilyagi of  the USSR, the Yugoslavian 
tapkaroschi, or their counterparts in many other 
nations, there is usually some way of  designating 
youth gangs. (p. 6)
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 legal judgment), incarceration (confining by putting 
in prison or jail), and rehabilitation (restoring to a state 
of productive, noncriminal functioning in society).

B Describe the types of crime.
Felonies are grave offenses punishable by at least a 
year in prison and possibly even death. Misdemean-
ors are less severe offenses, with punishments ranging 
from incarceration of  less than a year to monetary 
fines. Categories of  crime include violent, property, 
and offenses not fitting in these two categories. Such 
offenses involve white-collar, corporate, victimless, 
organized, and hate crimes.

C Examine who commits crime.
Variables related to crime include gender, age, race, 
and social class. Men are much more likely to com-
mit crimes, although the arrest rate for women is 
increasing, especially for female adolescents. People 
younger than age 25 are the most likely to commit 
crimes and commit the most violent crimes. Crime is 
also related to race in that African Americans have 
a much higher crime rate. However, the crime rate 
is also related to social class that involves poverty, 
increased police surveillance and potential racial 
profiling, and single-parent family structure. Asian 
Americans have a markedly lower crime rate than 
their representation in the population.

D Explore whether crime rates are rising or falling.
The crime rate has recently experienced a 3% decrease. 
The crime rate appears to be related to the state of the 
economy, decreased crack cocaine use, a larger police 
force, and more severe sentences for criminals.

E  Review the wide range of criminal justice settings 
in which social workers practice.

Criminal justice settings include forensic social work, 
adult correctional institutions, administrative plan-
ning centers, community-based corrections involving 
probation and parole, victim assistance programs, 
domestic violence services, and juvenile corrections. 
Some settings reflect an overlap among juvenile cor-
rections, mental health services, and child welfare.

F  Describe the cycle of domestic violence, its 
dynamics, and treatment.

The cycle involves buildup of tension, the explosion, 
and a honeymoon period. There are many reasons 

Prevention can also be geared to individual 
youths’ needs. For example, the Peace Power  program 
in New York City was developed by several social 
work graduate students in conjunction with some 
“local social service agencies and high schools.” This 
 empowerment approach emphasizes

four essential steps: recognizing contributions and 
successes [e.g., even simple things such as offering 
feedback notes recognizing specifi c positive actions on 
the part of young people]; acting with respect [e.g., 
initiating a “respect day” during which young people 
interview each other and share their own defi nitions 
of respect]; sharing power to build community [e.g., 
“working collectively and sharing responsibility”]; 
and making peace [e.g., teaching confl ict resolution 
strategies]. (Vallianatos, 2001, July, p. 3)

An intervention approach to combating gangs and 
reducing gang membership includes “opportunity 
provision” and “social interventions” (Regulus, 1995, 
p. 1052). “Opportunity provision provides gang youths 
access to training and status-enhancing resources and 
services such as jobs, job training, mentoring, better 
schooling, and advocacy within conventional social 
systems” (Regulus, 1995, p. 1052, emphasis added). 
 Social interventions involve therapeutic strategies 
aimed at  developing both positive attitudes toward 
others and  social skills. “Strategies include assistance 
with schooling, counseling and therapy, and drug 
treatment”  (Regulus, 1995, p. 1052).

A suppression approach to gangs focuses on control 
“through law enforcement and legal statutes empha-
sizing crime detection, apprehension, and prosecu-
tion tactics targeting gang offenders”  (Regulus, 1995, 
p. 1051). The focus, of course, is on punishment, not 
rehabilitation and treatment.

Chapter Summary
The following summarizes this chapter’s content as 
it relates to the chapter objectives presented at the 
beginning of  the chapter. Objectives include the 
following:

A  Introduce the criminal justice system and defi ne 
some of the key concepts involved.

The criminal justice system is the complex, inte-
grated system of programs, policies, laws, and agen-
cies  devoted to preventing and controlling crime. 
The system’s functions include adjudication (passing 
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I  Examine and encourage critical thinking about 
the ethical dilemma of punishment versus 
empowerment and the issue of providing 
expensive health care for prisoners.

Critical thinking questions were raised regarding 
conservative and liberal approaches to providing 
punishment versus empowerment to prisoners. 
 Questions were also posed concerning the value of 
providing prisoners with expensive health care.

LOOKING AHEAD

This book concludes by stressing the importance of 
critical thinking in evaluating social welfare policy 
issues in various fields of practice. It also encourages 
you to explore your personal values and ideas about 
your future career.

FOR FURTHER EXPLORATION 
ON THE INTERNET

See this text’s Website at http://www.cengage.com/
social_work/kirst-ashman for learning tools such as 
tutorial quizzing, Web links, glossary, flashcards, 
and PowerPoint® slides.

why women stay in abusive relationships. Treatment 
strategies emphasize providing support and empha-
sizing empowerment.

G  Describe a program focusing on the 
empowerment of African American youth 
involved in the juvenile justice system.

A program for African American juvenile offend-
ers uses a group format to enhance self  respect, 
establish a stronger identity with African heritage 
and culture, create ties with a positive peer group, 
develop vocational aspirations, and strengthen 
members’ ability to make socially responsible 
 deci sions.

H  Discuss youth membership in gangs, types of 
gangs, and gang prevention and treatment.

It is estimated that 21,500 gangs exist throughout 
the United States. Gangs provide members with 
 social support, assist members in achieving goals 
they can’t attain by themselves, and participate in 
selling drugs. Types of  gangs include criminal, con-
flict, retreatist, and cult/occult. Prevention, interven-
tion, and suppression are three means of  combating 
gangs.

http://www.cengage.com/social_work/kirst-ashman
http://www.cengage.com/social_work/kirst-ashman
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CASE STUDY FOR CRIT ICAL THINKING

A Client with a Serious 
Hereditary Disease

The case presented here represents an application of this entire section of the book 
on client populations and contexts, not specifically on criminal justice. This case 
involves a hospital social worker talking with a client who just discovered she has 
a serious hereditary disease involving mental and physical deterioration and even-
tual death.1 Subsequent questions are posed to promote critical thinking.

Case Study: A hospital social worker is counseling Myla, age 24, a patient who 
has just been informed that she has a genetic marker for Huntington’s chorea, a 
 hereditary disease commencing in middle age that causes gradual deterioration of 
the brain and voluntary muscular movement. No cure currently exists for the dis-
ease. Myla greatly desires to have children, but they could all potentially be  infected 
with the disease.

Myla states she does not want her husband, Richard, or her family to know 
about this. Myla fears that if  Richard fi nds out he will refuse to have children with 
her and possibly leave her because he, too, desires children. Myla is reeling over the 
shocking news.

Critical Thinking: The fi rst step in the critical thinking process involves asking ques-
tions about problems, needs, and issues. A number of basic ethical questions can be 
raised:

● What are the issues involving confi dentiality in this case? Does Richard have the 
right to know that Myla has the disease and that their future children might also 
have it? Does he have the right to know that within the next 20 or 30 years Myla 
will likely begin experiencing serious mental and physical deterioration?

● “What is the best interest of the as-yet-unborn child?”
● “Who is the person or are the persons entitled to make such decisions?”
● “What are the religious implications for all concerned (if  any) of playing God?”
● “Who speaks for the fetus?”
● “What are statistical relationships between a genetic marker and the actual 

occurrence of  the genetic defect, and what bearing do they have on making a 
decision?”

● “What is society’s best interest in this situation?” (Loewenberg, Dolgoff, & 
 Harrington, 2000, p. 218).

Additionally, what specifi c questions might be asked concerning Myla’s respon-
sibility to herself  and others in addition to planning for the future?

1This case study is based on one presented in Loewenberg, Dolgoff, and Harrington (2000, p. 218).
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Consider the following:

● If  Myla does not tell Richard, how will he react when he inevitably does fi nd out 
about her condition? If  she doesn’t tell him beforehand, how will he feel toward 
her after having children who potentially harbor the disease?

● Might Myla consider the alternative of  not having children or of  adopting 
them?

● How can Myla plan her life over the next few decades to maximize her apprecia-
tion and enjoyment of it?

● How might she plan for the more distant future when she begins to experience 
symptoms of the disease?

Note that these latter questions are very solemn and would not be ones a social 
worker would pose to Myla fl ippantly. Rather, the practitioner would help Myla 
address them over time when she was emotionally ready. First Myla would have to 
work through her grief  concerning the diagnosis and begin coping with her reality. 
Only then could she begin to make more objective decisions about and plans for 
her future.

The second step in critical thinking entails assessing the established facts and 
issues involved. What are the answers to the questions posed? Some require facts 
such as more information about Huntington’s chorea. Others involve serious think-
ing about values and ethics.

The fi nal step in critical thinking is the assertion of  a concluding opinion. The 
social worker would assist Myla in asking questions about her situation and  options 
and then in assessing her answers. The worker would also be forced to address the 
ethical questions posed and determine what was the right thing to do. For example, 
should Richard be told? There are no easy answers. If  you were Myla, what would 
you do?
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E P I L O G U E

Your Values and Your Future: 
Applying Critical Th inking 
Skills

This book has discussed a wide range of  social welfare policy and programming 
issues. The emphasis has been on critical thinking about these issues using the 
Triple-A approach:

1. Ask questions.
 2. Assess the established facts and issues involved.
 3. Assert a concluding opinion.

At this point, what are your opinions and values concerning the following 
issues?

● What policies should the government adopt concerning the treatment of  poor 
children and families?
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● Can poverty be eliminated? If  so, how? What policies and programs need to be 
developed? To what extent do you feel this is possible?

● What supportive and supplementary services best serve children and families? 
What are the most important concepts involved in developing policies and 
services?

● To what extent should society support older adults by providing services and 
benefi ts? What services and benefi ts are most critical? What new policies could 
improve their quality of life?

● To what extent should society promote self-determination on the part of people 
with disabilities by providing services and benefi ts? What policies could improve 
this population’s quality of life? What important concepts are involved in policy 
development and service provision?

● What are the major issues involved in the provision of health care in the United 
States? What are the pros and cons of managed care? Should changes in health 
care policy be pursued? If  so, what changes? Should a universal national health 
insurance policy initiative be advanced? If  so, who would pay for it?

● What are the primary issues involved in mental health policy and service 
provision? What policy initiatives might be advanced to address these concerns?

● What are the principal issues and concerns in providing services to youths and 
in the schools? What methods of empowerment can be proposed?

● What are the main issues and concerns involved in criminal justice and service 
provision? To what extent does criminal justice policy refl ect a punitive versus 
rehabilitative perspective? Can policy be improved, and if  so, how?

Do these values and opinions tend to refl ect a conservative or a liberal perspec-
tive? Do you tend to support a residual or an institutional orientation to service 
provision?

The Importance of Values in Career Decision Making
This book has stressed the significance of professional values in social work prac-
tice. It has also emphasized the importance of  social workers pursuing policy 
practice when advocacy is called for to improve social welfare policies and pro-
gramming. It is important that professional values be acceptable to people who 
choose to become social workers. Of course, we all have personal opinions about 
an extensive range of  topics. However, social workers’ personal values must be 
in adequate compliance with professional values for individuals to be comfortable 
and productive professionals.

Assessing Your Own Capabilities and Interests
The following sections encourage you to think about your personal capabilities, 
potential job preferences, and initial career goals. They are intended to give you 
some insight into whether social work might be the field for you.

What Are Your Competencies?
Competencies involve your skills and abilities. In social work practice, competen-
cies are “measureable practice behaviors that are comprised of knowledge, values, 
and skills” (CSWE, 2008b, p. 3). What are you good at? What skills have you mas-
tered that would enhance your performance in a professional social work setting? 
Think about the social work knowledge and values that you have acquired and the 
skills that you have mastered. Box A identifies some potential competencies.
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What Are Your Employment Goals?
This question concerns the context of  employment. What aspects of  work are 
important to you other than the type of  social work skills you use or population 
you serve? In other words, what aspects of  your working environment motivate 
you to perform and encourage you to like your job? Box B portrays a range of 
work dimensions that may be of varying importance to you. To what extent do you 
think that these would characterize a career as a social worker?

What Are Your Job Preferences?
If  you are considering a career in social work, what would the ideal job be? Think 
in terms of  four areas: (1) the types of  professional activities you would most like 
to pursue, (2) your preferred client population, (3) the problems you are interested 
in addressing, and (4) the type of  agency setting in which you would like to work. 
The questions posed in Box C illustrate examples in each area.

Box A Assessing Your Capabilities

The following are areas that may reflect your professional knowledge, skills, and values. Place a 
check mark next to each item that you consider a strength:

    Assessment of individual, family, group, community, and organizational problems and 
functioning

    Communication
    Understanding people
    Problem solving
    Decision making
    Planning
    Organizing
    Recording
    Clear thinking
    Acceptance of responsibility
    Dependability
    Pacing efforts
    Coordination
    Case management
    Conducting meetings
    Use of critical thinking
    Application of ethical principles
    Understanding of diverse racial and ethnic groups
    Advocacy
    Creativity
    Initiating ideas
    Undertaking action

These concepts simply reflect the beginning of your capability assessment. The potential list is 
 unlimited. These are merely intended to give you some initial ideas.

After giving your capabilities serious thought, write out several paragraphs summarizing and 
prioritizing your greatest strengths. This can help you articulate for yourself (and later for potential 
employers) the reasons you are or will be a capable professional.
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Box B Employment Goals and Work Context

Box C Job Preferences

What aspects of the work environment are the most important to you? Prioritize the following:

    Salary
    Sick leave
    Hours of work
    Effective supervision
    Geographic location
    Potential for advancement
    Substantial discretion in decision making
    Vacation time
    Health care benefits
    Not being “on call”
    In-service training opportunities
    Clear job description
    Opportunity to function independently
    Challenging environment
    Low stress levels
    Realistic recording requirements
    Being rewarded for achievement
    Little travel
    Potential for new skill development
    Competent colleagues
    Good office
    Good relationships with colleagues
    Working as part of a team
    Potential for travel
    Respect from other staff members
    Clear rules and regulations
    Responsive administration
    Time flexibility

Is there anything else that would be motivating to you? If so, specify.

    ____________________________________________________________________________
    ____________________________________________________________________________

 1. What types of professional activities are you most interested in pursuing? Prioritize the 
following:

    Counseling 
    Brokering resources
    Supervising volunteers
    Writing grants
    Running groups
    Management
    Community organizing

(continued)
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Box C Job Preferences (continued)

    Program evaluation
    Public relations
    Running meetings
    Budgeting
    Administrative activities in general
    Case management
    Supervising staff
    Lobbying
    Research
    Fund-raising
    Training staff
    Policy development
    Advocacy

What else? __________________________________________________________________________
    ____________________________________________________________________________
    ____________________________________________________________________________

 2. Ideally, what client population would you prefer to work with? Prioritize the following:

    Children
    Young adults
    Older adults
    Women
    Intact families
    Teenagers
    Middle-aged adults
    Married couples
    Men
    Single parents
    Minority groups (If so, specify which) ___________________________________________
    Other client populations (If so, specify which) ____________________________________

 3. What problems and issues are you interested in addressing? Prioritize the following:

    Community development
    Alcohol and other drugs
    Child maltreatment
    Battered women
    Probation and parole
    Mental illness
    Family problems
    Crime in communities
    Teen pregnancy
    School problems (e.g., truancy)
    Financial resources acquisition
    Prison
    Couples conflict
    Unemployment
    Vocational rehabilitation
    Developmental disability
    Health

(continued)
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Note that simple identifi cation of  your preferred job characteristics does not 
mean that you will get that exact job or even one very similar. The intent here is 
to help you seriously consider your own goals and career objectives. The better 
you know yourself, the more capable you will be of  both presenting yourself  to 
others (like potential employers) and making decisions about what job to pursue 
and accept.

LOOKING AHEAD

These exercises and this book only scratch the surface of  what social work is all 
about. It’s just the beginning if  you’re thinking about some area of  social work as 
the career for you.

Box C Job Preferences (continued)

    Eating disorders
    Suicide prevention
    Physical challenges
    HIV/AIDS
    Homelessness

What else? __________________________________________________________________________
    ____________________________________________________________________________
    ____________________________________________________________________________

 4. In what type of agency setting would you prefer to work? Prioritize the following:

    Private or
    Public
    Large bureaucracy or
    Smaller agency
    County social services
    Institution
    Group home
    Primary social work setting
    Primary medical setting
    Primary educational setting
    Serving clients with a wide range of problems or
    Focusing on specialized problems
    Close, directive supervision or
    Supervision primarily on a consultation basis
    Hospital
    School
    Community organization
    Prison
    Family planning agency
    Mental health center or counseling agency
    Hospice
    Shelter (e.g., for homeless people or survivors of domestic violence)
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