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Abstract This paper aims to provide a contemporary

overview of evidence-based practice (EBP) in social work.

As EBP is frequently misunderstood, we will define what

EBP is as well as what it is not. In addition, we discuss

some of the current challenges that social workers and the

profession continue to face in integrating EBP into pro-

fessional practice. Specifically, we identify concerns that

practitioners have raised and include challenges related to

social work education and agency concerns. We will con-

clude the paper with recommendations on how social

workers can integrate EBP across practice settings within

the profession, as well as recommendations for social work

education and research.
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Evidence-based practice (EBP) is an integrative decision-

making process aimed at improving client outcomes and

effectiveness in social work practice (Drisko and Grady

2012). Yet, for many reasons, social workers continue to

struggle to understand EBP and to integrate it into agency

and individual practice settings. This article will examine

some of the current challenges that practitioners and edu-

cators have raised regarding EBP, identify some of the

reasons to use EBP, and make some recommendations on

how the profession can more effectively infuse EBP in

social work education and practice.

The Definition of Evidence-Based Practice

What Evidence-Based Practice Really Is

Over the past 20 years, EBP has emerged as a process for

integrating research evidence into clinical practice in

combination with the client’s needs, values and prefer-

ences, as well as the clinician’s professional expertise.

There is no disagreement across the core health professions

on what EBP is, or about its definition (Academy of

Medical-Surgical Nurses 2014; American Speech and

Hearing Association 2015; American Psychological Asso-

ciation 2015; Guyatt et al. 1992; National Association of

Social Workers 2010; Sackett et al. 2000). Yet social work

practitioners (Simmons 2013) and social work academics

(Rubin and Parrish 2007) are often unclear about just what

EBP actually is. Further, the way administrators and payers

use the phrase ‘EBP’ has significantly undermined clarity

about just what EBP really is and has often omitted some of

its core components.

The current definition of EBP follows that of evidence-

based medicine (EBM). Sackett et al. (2000, p. x) at

McMaster University in Canada define EBM as ‘‘the

integration of best research evidence with clinical expertise

and patient values.’’ In social work, Rubin (2008, p. 7)

states similarly that ‘‘EBP is a process for making practice

decisions in which practitioners integrate the best research

evidence available with their professional expertise and

with client attributes, values, preferences and circum-

stances.’’ The definition of EBP is actually very clear; it is
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just not effectively taught, nor well understood. It is also

rarely practiced in full.

The EBP process has four equally weighted parts: (1)

current client needs and situation, (2) the best relevant

research evidence, (3) client values and preferences, and

(4) the clinician’s expertise (see Fig. 1). Note that clinical

expertise is where client needs, clients’ preferences and

research knowledge are all integrated. Despite a heavy

focus among academics and payers, the best research evi-

dence is just one of four parts of the EBP process. In

practice, client values and preferences, and clinical

expertise are critical to doing EBP correctly. EBP is not

solely about research.

For many professionals, it is easy to understand the EBP

process if we apply it to a hypothetical situation about

personal medical decision-making. If a checkup reveals

cancer, an oncologist should help us understand what

treatment options would likely be effective based on the

best available research knowledge. Here research knowl-

edge helps define the several assessment and treatment

options that are most likely to be safe and effective. We

would want to know the likely benefits and risks, and side

effects, of each treatment option to help decide which one

we would prefer. We would want to do this in active and

ongoing collaboration with the clinician, whose expertise

helps clarify things we might not understand or consider.

We might reject options that have good research support

for reasons of personal preference or beliefs, or because of

the side effects of the treatment. In the end, the patient has

to decide which course to take—even that of no treatment

at all. EBM and EBP are not simply dictated by research

evidence, though this evidence is a vital part of making and

weighing informed choices about treatment options.

EBP in social work practice follows this same format.

Research evidence is one important part of a complex,

collaborative, treatment planning process. The steps and

process of EBP have been clearly articulated by social

workers and by other health and mental health profes-

sionals (Drisko and Grady 2012; Norcross et al. 2008;

Rubin and Parrish 2007; Sackett et al. 2000).

What EBP is Not

EBP is a collaborative process for making treatment deci-

sions. Yet based on Simmons’ (2013) national survey, the

vast majority of practicing social workers in the United

States think that EBP is about selecting treatments from a

limited list of research supported and payer endorsed

treatments. This view appears to reflect how payers use

EBP administratively to limit mental health care costs, but

it conflates EBP with some other concepts. Empirically

supported treatments (ESTs), also called empirically sup-

ported interventions (ESIs), or research supported treat-

ments (RSTs), are treatments that have some research

support. Note that the focus here is on establishing that a

specific treatment works better than no treatment and with

little harm. Establishing that a treatment is effective and

has relatively few side effects is vital to the research evi-

dence part of EBP, but is not the same as the entire EBP

process. Practitioners, payers and even academics often

confuse these ideas. Administrative practices may make it

appear that EBP is using payer-defined treatments. This,

however, is not consistent with the actual definition of

EBP.

A simple way to conceptualize the differences between

EBP and ESTs is that EBP is a process and ESTs are

products. The EBP process may include a decision that an

EST is the best course of action, for example using Pro-

longed Exposure Therapy to decrease avoidance in trauma

cases. However, the EST product (an established treatment

protocol) must be considered along with three other factors

in the EBP process. The client, based on personal values

and preferences, may decide such an intervention is not

right for him/her. Or perhaps the clinician has concerns that

the client might find prolonged exposure overwhelming.

Psychologists Chambless and Hollon (1998) define an

EST as a treatment demonstrated to be better than no

treatment in at least two experimental studies. In addition,

the treatments must be standardized using a manual, and to

limit bias, researchers other than the creator of the treat-

ment must do at least one of the two studies. Yet insurance

companies and government payers may set different stan-

dards for determining their list of ESTs or authorized

treatments. In fact, lists of designated ESTs vary widely

among payers. Further, EBP is not a list of ‘best practices.’

The term ‘best practices’ appears to have no standard
Fig. 1 The four parts of evidence-based practice from Haynes et al.

(2002)
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definition. What authors label as a best practice may draw

on widely varying kinds of research evidence—or little

research evidence. Clinical social workers need to under-

stand the EBP process and distinguish it from payer and

administrative lists of treatments. EBP is a process

undertaken directly with a client or client system.

The Current State of EBP Impacting Clinical
Social Work Practice

Health Care Costs, EBP, and Practice

Economic and administrative pressures have made EBP an

important shaping influence on contemporary clinical

social work practice. To ensure service quality, while

reducing costs, payers, politicians, insurance administrators

and others advocate for EBP and ESTs. However, the way

these advocates use and describe EBP is often at odds with

the four parts of the actual EBP process. Drawing on the

medical model of EBM, socially complex interventions,

including psychotherapy, are often presented by adminis-

trators and researchers using a ‘drug metaphor’ (Shapiro

et al. 1994). The drug metaphor approach assumes (a) that

the ‘active ingredients’ of change are solely found the

therapist’s behavior and that the client is essentially pas-

sive, (b) that these ingredients are well known and fully

specified, (c) that names applied to these active ingredients

are applied consistently and (d) that processes and out-

comes form a simple cause-and-effect relationship. The

drug metaphor assumes psychotherapy is much like taking

an antibiotic. Thus, most researchers assume it is appro-

priate and valid to compare therapies without regard to

differences in client motivation, personal histories, or

available social support systems. Researchers may also

assume that psychotherapies using the same name are

actually the same in techniques, duration and emphasis,

even when delivered by different professionals to varying

populations in different settings. Despite considerable,

some say overwhelming, evidence that the drug metaphor

is too simple for socially complex interventions like psy-

chotherapy (Norcross 2011; Wampold 2001) the same

medical ‘drug’ model is used in most psychotherapy out-

come studies that serve as evidence in EBP. Research

evidence based on simplistic, reductionistic studies con-

stitutes the justification for limiting available services to

limit costs.

While social workers understand the importance of

limiting health care costs, they also support client’s rights

and autonomous choices, and understand the importance of

the therapeutic relationship to effective services (Drisko

2004, 2013). Clinical social workers know psychotherapy

is an extremely complex process that they must tailor to

individual needs and preferences consistent with the actual

EBP process. Clinical social workers often question the

validity and comprehensiveness of much psychotherapy

research. They are willing to use ‘the best available

research’ but often view it as unrealistically simple and

quite unlike the needs, backgrounds, situations and pref-

erences of typical clients. To maintain professional integ-

rity, many clinical social workers evade administrative

requirements, implicitly questioning that administrators’

use of EBP best serves client needs (Arnd-Caddigan and

Pozzuto 2010). Evidence based practice can becomes a

public relations gimmick, a window dressing, more than

the intended process to improve clinical practice.

Payers, administrators and supervisors should encourage

use of treatments with a solid research evidence base. But

the lists of authorized treatments both must conform to the

highest standards of research—conceptual and method-

ological—and then be included in the EBP process rather

than essentially overriding both client choice and clinical

expertise. EBP is a practice process, not an administrative

one (that would inherently exclude client preferences and

diminishes clinical expertise).

If EBP is not what payers and administrators seem to

claim it is, what is going on? The phrase ‘evidence-based

practice’ has been widely connected to payer efforts to

simultaneously reduce health care costs and improve health

care outcomes. These are both important and worthy goals.

The problem may be one of interpretation: What payers are

doing is using the window dressing of EBP to initiate

measures to control health care costs. Yet restricting clin-

icians from using treatments other than those on ‘approved’

lists is inconsistent with the client choice and clinical

expertise aspects of the actual EBP process. These

administrative distortions of EBP also appear inconsistent

with social work’s core professional values. Therefore, a

critical challenge for our profession as is how to train

practitioners to use EBP in a way that is both consistent

with our professional values and improves client outcomes.

Academics and EBP

As stated earlier, several scholars have challenged social

work to integrate EBP more fully into the profession

(Gambrill 2006; Mullen et al. 2008; Rubin 2008). This

challenge has led to some concrete changes in social work

education, such as the inclusion of ‘evidence-informed

practice’ in Council of Social Work Education’s 2008 and

2015 Educational Policy and Accreditation Standards

(EPAS) along with a greater emphasis on practice research.

Note carefully that CSWE’s unique terminology may lead

to additional confusion about the actual definition of EBP.

Other concrete changes include the heightened attention

that some schools of social work have given to EBP by
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creating specializations in EBP or by shifting curricula in

practice courses to highlight only ESTs.

In spite of these changes in emphasis, several studies

continue to demonstrate that social work academics often

do not include EBP in their teaching. A national study of

social work programs, along with psychology and psychi-

atry training programs, demonstrated that social work

offered the least training in research based interventions of

the three professions, either in the classroom or in super-

vision (Weissman et al. 2006). Bledsoe et al. (2007) found

that the majority of social work schools (62 %) did not

require didactic content and clinical supervision in any

empirically supported psychotherapy (EST). Although

these studies were conducted prior to the 2008 EPAS

changes, more recent research indicates that social work

educators continue to fail to ‘‘incorporate the available

research into their curriculum decisions’’ nor do they

integrate the process of EBP into the curricula (Grady et al.

2010, p. 475). Grady et al. note ‘‘the persistent effect of this

lack of training in EBP is the creation of an intergenera-

tional cycle of lack of knowledge and experience in EBP

and ESIs’’ (p. 476).

Part of the struggle for academics in incorporating EBP

into the training of social workers may be that many aca-

demics remain confused about the definition of EBP

(Grady et al. 2010; Rubin and Parrish 2007). The confusion

among social work educators obviously contributes to the

current confusion of social work practitioners who graduate

from their programs (Simmons 2013). Recent research

demonstrates that the confusion around the definition of

EBP persists among recent MSW graduates—even those

who attended programs after the 2008 EPAS changes

(Grady et al. under review). This research also indicates

that their employing agencies, their administrative and

their clinical supervisors are also confused about EBP. The

practitioners in this study reported that this wide-spread

confusion then has a ripple effect: Practitioners do not

receive adequate supervision and training that infuses EBP

as a process into daily practice, which leads to a lack of

integration of EBP into the workforce, and in turn, this

knowledge is then not passed on to the next generation of

social workers.

Practitioners and EBP

Even when practitioners do have a clear definition of what

EBP is, and receive additional support in using the process,

many report that they still find it overwhelming to use in

practice (Bellamy et al. 2008; Wike et al. 2014). There are

several practical and logistical challenges for social

workers doing EBP. These include access to up to date

research literature (Bellamy et al. 2008; Proctor et al. 2007)

and limited confidence in their abilities to interpret the

research (Bellamy et al. 2008; Bledsoe-Mansori et al.

2013). In addition, time pressures due to high caseloads

and other work demands (Murphy and McDonald 2004;

Nelson et al. 2006; Proctor et al. 2007) make doing EBP

difficult in practice. In addition, social workers have also

noted broader philosophical challenges to EBP. These

include whether EBP can address the nuances and com-

plexities of practice (Bellamy et al. 2008; Brekke et al.

2007; Murphy and McDonald 2004; Nelson et al. 2006;

Pollio 2006; Proctor et al. 2007; Rosen 2003) and whether

the available research is relevant to their clients and to their

practice (Bellamy et al. 2012; Wike et al. 2014). Further-

more, many social workers question whether we are edu-

cating practitioners to be mechanics and atheoretical in

their work rather than autonomous professional experts

(Bellamy et al. 2008). A consistent theme across these

studies is whether social workers are being asked to

become more ‘medicalized’ and more removed from our

own professional values and teachings.

An addtional concern is whether EBP and ESTs include

attention to the therapeutic relationship (Drisko 2013;

Graybeal 2014; Proctor et al. 2007). This debate centers

around whether the relationship between the client and the

practitioner impacts practice outcomes (Grady and Keenan

2014). Yet EBP does not inherently negate the research on

the strength of the therapeutic relationship, nor does it

ignore the importance of the relationship at different stages

of the EBP process, including most importantly the

assessment phase (Grady and Drisko 2014). The focus of

EBP research on aggregated treatment outcomes does,

however, shift attention away from how process and out-

comes are connected in more detailed and specific ways.

This shift in focus is often interpreted as a lack of interest

or attention to the process, specifically the therapeutic

relationship.

Wike et al. (2014) provide a summary of the literature

on social worker practitioners’ attitudes towards EBP,

which are mostly negative. Much of the research they cite

indicates that social workers equate EBP with ESTs. They

state,

Some clinicians continue to express negative atti-

tudes about EBP, due to the belief that ESIs [ESTs]

acquired through the EBP process require clinicians

to disregard clinical experience, empathy, and cre-

ativity in order to make practice decisions based

exclusively on research evidence which may be

irrelevant. (p. 164)

Many scholars have noted that if the profession could make

clear that EBP is an interactive process requiring consid-

erable critical thinking rather than just the use of a specific

EST/ESI, then many clinicians might be more open to

using EBP in their practices (Barth et al. 2011; Borntrager
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et al. 2009; Rubin and Parrish 2007; Wike et al. 2014).

Effective education, providing a correct explanation of

EBP, could help support its use in clinical practice.

Further Challenges to Doing EBP in Practice

How are Client Preferences and Clinical Expertise

Included in EBP?

Beyond increasing an accurate understanding of EBP and

supporting it with funding and training, some additional

issues exist. Just how client preferences and values are

understood in practice warrants much more elaboration and

professional discussion. Gilgun (2005) points out that

neither client preferences nor clinician expertise are well

defined in EBP or EBM, and are not emphasized in the

literature on EBP. Client preferences, a key part of EBP,

are likely to be ignored by payers, administrators and

clinicians. Social workers should surely endorse the

importance of collaborating with clients, and of supporting

their autonomy and active involvement in treatment deci-

sion making, consistent with our core professional values

[National Association of Social Workers (NASW) 2008].

Gilgun (2005) also notes that clinical expertise is not

elaborated in the EBM/EBP model. In many respects,

payers’ use of fixed lists of approved treatments actively

contradicts client values and preferences as well as clinical

expertise as meaningful elements of EBP. No wonder

clinicians have difficulty understanding EBP: It is misused

as a label for a process that actually undercuts both client

choice and clinical expertise (Goldenberg 2009; Groopman

2010).

Finding and Evaluating the Best Research

Evidence?

While strong international efforts, such as the Cochrane

Collaboration and the Campbell Collaboration, have sought

to provide ready access to summaries of high quality

experimental research knowledge, clinical social workers

still note that accessing such knowledge is time consuming

and difficult (Wike et al. 2014). Many problems and

treatments of interest to clinicians simply lack experi-

mental outcome research. Such treatments are not neces-

sarily ineffective, they are as yet simply not sufficiently

tested. Even when studies are located, social workers often

find it difficult to access and critically evaluate the quality

of individual research studies. They also note a lack of such

expertise is common among their supervisors (Drisko and

Grady 2012). Most studies of mental health treatments are

based on very small samples. Several authors note the

astonishing lack of inclusion of diverse populations in

research articles and systematic reviews (Drisko and Grady

2012; Zayas et al. 2011). Finding relevant research is dif-

ficult and determining its quality and relevance to a par-

ticular client may also be challenging.

Are Modified Treatments Consistent with EBP?

Another issue is whether modifying a strongly RST still

constitutes use of an EST (Drisko and Grady 2012).

Modifications to treatments are common in practice due to

limited resources or the lack of appropriately trained

clinicians or programs. For example, can agencies pro-

viding only part of dialectical behavior therapy (DBT) and

still rightfully call it DBT? Can a clinician without formal

DBT training and certification provide DBT? Without

knowing the specific curative factors for each therapy, it is

not clear if it is appropriate to alter any defined therapy.

Modifications to manualized treatments appear to generate

new and untested treatments; they do not automatically

remain comparable to the original treatment. Issues of

distorted or false advertising about treatments, and about

the competence of clinicians to deliver named treatments

may be grounds for legal action by clients against agencies

and clinicians. This issue warrants professional attention

and careful study.

Why Do EBP?

With all of these critiques and challenges, readers might be

asking, so why do EBP? In our opinion, EBP is a process

aimed at seeking better outcomes for clients. By incorpo-

rating all of the aspects of EBP, practitioners adopt a

holistic approach to working with clients, which is con-

sistent with social work’s professional values. However,

the irony of EBP is that there is a lack of evidence as to

whether there are actually better client outcomes when

agencies adopt a culture of EBP and use the process con-

sistently (Drisko and Grady 2012).

Another reason to use EBP is that it intentionally and

actively involves clients in the treatment planning process.

Their preferences, values, and circumstances are all

included in the decision-making process, which is again

consistent with social work values regarding client auton-

omy and valuing collaborative relationships. Similarly, by

using EBP with the clients, clinicians are more likely to

create client ‘buy-in’ to an explicit treatment plan with

measurable outcomes. By having such a plan, both the

client and the clinician can track the progress of the

intervention and make adjustments when needed. The

NASW Code of Ethics (2008) states that social workers

must provide clients with effective interventions. Social

workers must be accountable for their work with clients

278 Clin Soc Work J (2015) 43:274–282
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(Gambrill 2013). Without tracking outcomes, clinicians

have no means of evaluating whether the intervention is

working and whether the client is moving towards meeting

their goals.

A final reason to use EBP is that whether one likes it or

not, incorporating a sound decision-making process that

includes, but is not limited to research evidence, we

increase our credibility with other professionals and payers.

Other professionals have ranked social workers has having

little to no evidence for their intervention approaches with

clients, especially in comparison to other professionals

(Murphy and McDonald 2004). Of course pleasing other

professionals should not be a driving force behind adopting

EBP. EBP does, however, have the potential to demon-

strate the breadth and depth of social workers’ capacities,

including our empirical knowledge, our clinical assessment

skills, and our capacities to incorporate contextual factors

into our work with clients. All of these aspects of EBP are

consistent with our profession’s values. Therefore, EBP in

many ways provides a means to demonstrate our unique

strengths when working with other professionals. As a

profession, social workers are holistic and infuse the bio-

psycho-social-spiritual perspective throughout our assess-

ment and intervention processes. Social workers are trained

to integrate multiple sources of information and knowledge

into our work. EBP, correctly understood and fully applied,

is a vehicle through which we can highlight the uniqueness

and strengths of our profession.

Recommendations

We have some specific recommendations regarding how to

help practitioners and the profession can more effectively

integrate EBP into social work.

Social Work Education

One of the primary ways that the profession can more

effectively infuse the correct definition and use of EBP is to

teach EBP in all curriculum sequences within social work

programs (i.e. practice, field, research, policy, human

behavior in the social environment). The EBP process

integrates several forms of knowledge and requires critical

thinking. Therefore, it fits well within all areas of the social

work curriculum. Within courses, social work academics

should clarify what EBP is, and what it is not. Students

should be asked to practice each of the steps of EBP,

preferably using their own cases or using standardized

training cases. By practicing the EBP process, they will

become more familiar with the available research sources,

gain confidence in the ability to evaluate and critique the

available research, have informed discussions about the

state of practice research and in turn possibly become more

motivated to become producers of research. In addition, by

practicing with their own cases, students will understand

the strengths and limitations of EBP in the real world. They

will also actively include clients in decision making which

supports both clients’ rights and dignity. When EBP is

integrated into the curriculum, students may see clearly

how the various components of the MSW program cur-

riculum are connected to each other.

For example, in the first step of EBP students will learn

the importance of a solid and thorough assessment. They

must have strong assessment skills to assess clients’ needs

and develop a searchable question. This assessment should

involve their knowledge of human behavior, issues related

to diverse identities, and the person-in-environment per-

spective (PIE). Both EBP and the PIE perspectives

emphasize the importance of context. As such, students

would need to consider not just the immediate or micro

context of the client in EBP, but also explore relevant

policies that might influence someone’s access to potential

interventions (i.e. someone’s criminal background or

immigration status). In addition, as they begin to think

about a searchable question, they may identify gaps in their

own clinical skills they can then seek to address in their

training.

In the second and third steps of EBP, students need to

understand how to find, critique, and interpret relevant

research, pulling in another area of the curriculum. Social

work educators that teach research courses should include

meta-analyses and systematic reviews in their courses.

Educators should more fully integrate practice relevant

research into research courses. EBP advocates for the use

of the best available evidence. Yet quite often the best

available evidence is not a randomized control experi-

mental study. Often what is located are case studies or

quasi-experimental studies. Students need to be able to read

and understand a range of research articles to be effective

consumers of the available research.

In the fourth step of EBP, students must engage actively

with clients. In these conversations, they need to use a

variety of clinical skills, such as clarifying, interpreting,

and reframing. Students will need to track the clients’

affect and any noticeable changes in the clients’ behaviors

and then adjust accordingly. They will need to learn how to

build a collaborative partnership with their clients as they

then plan for the chosen intervention along with their cli-

ents in the fifth step. This fifth step also emphasizes the

ethical principle highlighted within the NASW Code of

Ethics that we should practice within our areas of compe-

tence and expertise (Gambrill 2013; NASW 2008). EBP

emphasizes transparency regarding what is available in the

research (Gambrill 2006). If a client chooses an EST that is

outside of the expertise of the social worker to deliver, an
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ethical and practical dilemma ensues (Drisko and Grady

2012). In this way, students can be exposed to a critical

aspect of ethical practice in doing EBP. Through such

discussions, ethics are easily included in course content.

Finally, EBP involves critical thinking skills through each

step of the process, a skill that we all hope social workers

utilize throughout their careers.

By including EBP in every aspect of the curriculum,

students will gain more confidence in their ability to use it.

EBP will become an essential and useful component of

their practice. However, the classroom cannot be the only

place where EBP is taught and discussed. Practicum

supervisors and field liaisons must reinforce the use of EBP

in the field. In our opinion, social work skills and knowl-

edge are always strengthened when students are able to

integrate their classroom and field experiences. Therefore,

field education administrators must provide thorough and

on-going training to practicum supervisors. In addition,

doing EBP should be included as part of written field

assignments and learning contracts between the student and

the field agency.

Social Work Research

One of the critiques that social workers have cited about

EBP is the limited kinds of research that are currently

available or valued in EBP. While EBP emphasizes using

‘the best available evidence,’ what is often summarized is

solely experimental research. Experiments can document

cause-effect relationships, but only if they are adequately

conceptualized and implemented fully and correctly. Other

types of research can also provide useful knowledge for

practice (Drisko and Grady 2012; Gilgun 2005). Non-ex-

perimental research is also crucial to establishing that

experiments are well conceptualized and to identifying

threats to internal and external validity fully. Some social

work scholars have begun to advocate for the academy to

re-value other forms of research, such as quasi-experi-

mental, qualitative, and case studies (Rubin 2014). These

various forms of research allow the inclusion of different

forms of knowledge to be included in EBP. In turn, social

work education must address a wide range of practice

research methods and issues.

Practitioners argue that the available research is too

restrictive in scope and practice relevance. That is, studies

often include a small, very narrowly defined group of

participants, often in artificial settings (Bellamy et al. 2008;

Nelson et al. 2006). Social workers work with multiple,

complex clients and in varied settings. As such, we rec-

ommend that social work research should include studies

done in ‘real-world’ settings with ‘real-world’ clients

(Nelson et al. 2006; Rubin 2014). Academic journals

should encourage scholars to submit manuscripts that

emphasize how ESTs were adopted and modified in the

real world so that practitioners can learn from those

experiences (Drisko and Grady 2012; Rubin 2014). In

doing so, practitioners will be exposed to creative ways in

which ESTs can be used in different contexts with diverse

populations.

Continuing Educational Challenges

Educators simply omit, or teach minimally, several tech-

nical aspects of the EBP literature in the typical BSW and

MSWs curriculum. Systematic reviews of the research

(SRs) literature based on meta-analytic statistics that are

rarely taught in typical BSW and MSW programs. SRs

synthesize the results of multiple studies, combining

careful analysis, critical thinking, and technical knowledge.

The results of SRs are frequently reported using statistics

such as number needed to treat (NNT), odds ratios (OR)

and relative risks (RR). These statistics are not found in

contemporary social work statistics texts (Drisko and

Grady 2012).

Where only one study, or a number of studies based on

different research designs are located in an EBP literature

search, important critical judgements are needed to identify

the best available research evidence. While medical ‘hier-

archies of research evidence’ (Oxford Centre for Evidence-

based Medicine 2011) exist, they devalue qualitative

research results and case studies, which may be the ‘best’

available evidence for some client’s needs. Methodologies

to synthesize multiple qualitative research studies need

additional refinement and discussion.

Challenges for Social Work Practice

Integrating Client Values and Preferences into EBP

Gilgun (2005) notes that client values and preferences are

not well defined in EBP models, nor is how to include them

in the process well explained. Prioritizing client values and

preferences fits with contemporary models of patient cen-

tered practice (United States Agency for Health Care

Research and Quality 2002). Gambrill (2001) argues that

highlighting client choice diminishes the potentially

authoritarian stance clinicians may take with clients. Fur-

ther, it is a step that distinguishes EBP from traditional

medical models, and hierarchical ‘expert’ approaches. EBP

requires that clinicians explain complex problems and

treatments to clients, but this is a collaborative dialogue,

not a one-time presentation of facts. Towle and Godolphin

(1999) state that current legal and ethical standards require

informed, shared decision making in health care decision

making.
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Integrating Professional Expertise into EBP

Similarly, Gilgun (2005) states that the EBP literature does

not define professional expertise fully, nor does it elaborate

how expertise shapes the process. Professional expertise of

several kinds is required in engaging clients, in completing

a thorough assessment, in locating the best research evi-

dence and in collaboratively discussing treatment options

with clients. Yet it is unclear how much latitude profes-

sionals have in adapting and individualizing manualized

treatments or programs. Such changes arguably lead to a

new and untested form of treatment. Further, it is unclear

how professionals should prioritize social factors in com-

bination with mental health concerns. For example, a

homeless client may not be able to enroll in a treatment

program because of their homeless status. If the client

seeks help with anger management—which may compli-

cate obtaining housing—should the professional shift focus

to obtaining housing as a step toward treatment? Would

mental health agencies always be able to provide such

comprehensive services? Even if approved, how would

such services be funded? The purpose, focus and limits to

the application of professional expertise in EBP requires

much greater discussion and elaboration.

Clinical social workers need to be clear that EBP, as a

process, includes client values and preferences, as well as

clinical expertise. Clinical social workers need to force-

fully educate administrators and payers about what EBP

actually is, and demand from them attention to all its parts.

Clinical social workers should formally and carefully

document instances when administrators and payers obli-

gate them to take actions that are not consistent with the

actual definition of EBP. This is consistent both with

excellence in practice and with social work’s professional

values. Yet clinical social workers should consider, and

collaboratively discuss with clients, how ESTs may

effectively serve their needs. Where clients do not chose to

undertake ESTs, this too should be carefully and formally

documented in the client’s record. Social work’s profes-

sional organizations should also actively educate members

and the public about the actual definition of EBP. Client

choice, the role of clinical expertise, and payers reasonable

concerns about limiting health care costs, all warrant

ongoing attention and advocacy by professional

organizations.

Drisko and Grady (2012) offer a set of case studies

showing the strengths and challenges to doing EBP in

clinical social work. They find that the EBP model can be

very useful, but use the cases to detail the complexity of

doing it in every day practice settings with complex client

needs and situations. These case examples help fill out the

complexity of doing EBP in real world settings.

Conclusion

Evidence-based practice has the potential to highlight

social work’s strengths, namely our capacity to integrate

sources of knowledge in our holistic and client-centered

approach to clinical practice. Although there are numer-

ous challenges to infusing EBP into practice settings,

social work programs can address some of these chal-

lenges by helping the next generation of social workers be

more versed and confident in their capacity to use EBP.

In addition, administrators, supervisors, and others can

help create a culture of EBP that normalizes its inclusion,

clarifies its definition, and maintains the central role

clinicians play in each step of the process. By infusing

EBP into every day social work practice, clinicians,

agencies, and clients will all benefit from the integrated

knowledge and intentional approach that EBP brings to

practice.

References

Academy of Medical-Surgical Nurses. (2014). Evidence-based prac-

tice. www.amsn.org/practice-resources/evidence-based-practice

American Psychological Association. (2015). Evidence-based prac-

tice in psychology. http://www.apa.org/practice/resources/

evidence/

American Speech and Hearing Association. (2015). Introduction to

evidence-based practice. www.asha.org/members/ebp/intro/

Arnd-Caddigan, M., & Pozzuto, R. (2010). Evidence-based practice

and the purpose of clinical social work. Smith College Studies in

Social Work, 80, 35–53.

Barth, R. P., Lee, B. R., Lindsey, M. A., Collins, K. S., Streider, F.,

Chorpita, B. F., et al. (2011). Evidence-based practice at a

crossroads: The timely emergence of common elements and

common factors. Research on Social Work Practice, 22,

108–119.

Bellamy, J. L., Bledsoe, S. E., Manuel, J., Fang, L., & Mullen, E. J.

(2012). Addressing the barriers to EBP implementation in social

work: Reflections from the BEST Project. In T. Rzepnicki, S.

McCracken, & H. Briggs (Eds.), From task-centered social work

to evidence-based and integrative practice: Reflections on

history and implementation. Chicago, IL: Lyceum Books.

Bellamy, J. L., Bledsoe, S. E., Mullen, E. J., Fang, L., & Manuel, J.

(2008). Agency-university partnerships for evidence-based prac-

tice in social work. Journal of Social Work Education, 44,

55–75.

Bledsoe, S. E., Weissman, M. M., Mullen, E. J., Betts, K., Gameroff,

M. J., Verdeli, H., et al. (2007). Evidence-based psychotherapy

in social work training programs: Does the definition of evidence

matter? Research on Social Work Practice, 17, 449–455.

Bledsoe-Mansori, S. E., Manuel, J. I., Bellamy, J. L., Fang, L., Dinata,

E., & Mullen, E. J. (2013). Implementing evidence-based

practice: Practitioner assessment of an agency-based training

program. Journal of Evidence-Based Social Work, 10, 73–90.

Borntrager, C. F., Chorpita, B. F., Higa-McMillan, C., & Weisz, J. R.

(2009). Provider attitudes toward evidence-based practices: Are

the concerns with the evidence or with the manuals? Psychiatric

Services, 60, 677–681.

Clin Soc Work J (2015) 43:274–282 281

123

http://www.amsn.org/practice-resources/evidence-based-practice
http://www.apa.org/practice/resources/evidence/
http://www.apa.org/practice/resources/evidence/
http://www.asha.org/members/ebp/intro/


Brekke, J., Ell, K., & Palinkas, L. (2007). Translational science at the

National Institute of Mental Health: Can social work take its

rightful place? Research on Social Work Practice, 17(1), 123–133.

Chambless, D., & Hollon, S. (1998). Defining empirically supported

therapies. Journal of Clinical andConsulting Psychology, 66, 7–18.

Drisko, J. (2004). Common factors in psychotherapy effectiveness:

Meta-analytic findings and their implications for practice and

research. Families in Society, 85(1), 81–90.

Drisko, J. (2013). Common Factors. In A. Roberts (Ed.), The social

worker’s desk reference (3rd ed., pp. 220–225). New York, NY:

Oxford University Press.

Drisko, J., & Grady, M. (2012). Evidence-based practice. New York:

Springer.

Gambrill, E. (2001). Social work: An authority-based profession.

Research on Social Work Practice, 11(2), 166–175.

Gambrill, E. (2006). Evidence-based practice and policy: Choices

ahead. Research on Social Work Practice, 16, 338–357.

Gambrill, E. (2013). Social work practice: A critical thinker’s guide.

New York, NY: Oxford University Press.

Gilgun, J. (2005). The four cornerstones of evidence-based practice.

Research on Social Work Practice, 15(1), 52–61.

Goldenberg, M. (2009). Iconoclast or creed? Objectivism, pragma-

tism and the hierarchy of evidence. Perspectives in Biology and

Medicine, 52, 168–187.

Grady, M. D., & Drisko, J. (2014). Thorough clinical assessment: The

hidden foundation of evidence-based practice. Families in

Society, 95(1), 5–14.

Grady, M. D., & Keenan, E. K. (2014). Beyond the manual: Using

research and evidence in social work practice. Clinical Social

Work Journal, 42, 101–106. doi:10.1007/s10615-014-0494-1.

Grady, M. D., Rozas, L. W., & Bledsoe, S. E. (2010). Are curriculum

decisions based on the evidence? How social work faculty

members make choices in curriculum decisions. Journal of

Evidence-Based Social Work, 7, 466–480.

Graybeal, C. (2014). The art of practicing with evidence. Clinical

Social Work Journal, 42, 116–122.

Groopman, J. (2010). Health care: Who knows ‘best’. The New York

Review of Books, 57, 12.

Guyatt, G., Cairns, J., Churchill, D., Cook, D., Haynes, B., Hirsh, J.,

et al. (1992). Evidence-based medicine: A new approach to

teaching the practice of medicine. JAMA, 268, 2420–2425.

Haynes, R., Devereaux, P., & Guyatt, G. (2002). Clinical expertise in

the era of evidence based medicine and patient choice. Evidence-

based Medicine, 7, 36–38.

Mullen, E., Bledsoe, S. E., & Bellamy, J. (2008). Implementing

evidence-based social work practice. Research on Social Work

Practice, 18, 325–338.

Murphy, A., & McDonald, J. (2004). Power, status and marginali-

sation: Rural social workers and evidence-based practice in

multidisciplinary teams. Australian Social Work, 57, 127–136.

National Association of Social Workers [NASW]. (2008). Code of

ethics. Washington, DC: Author.

National Association of Social Workers. (2010). Evidence-based prac-

tice for social workers. Washington, DC: Author. Retrieved from

www.socialworkers.org/practice/clinical/csw081605snapshot.asp.

Nelson, T. D., Steele, R. G., & Mize, J. A. (2006). Practitioner

attitudes toward evidence-based practice: Themes and chal-

lenges. Administration and Policy in Mental Health and Mental

Health Services Research, 33, 398–409.

Norcross, J. (Ed.). (2011). Psychotherapy relationships that work:

Evidence-based responsiveness (2nd ed.). New York, NY: Oxford.

Norcross, J., Hogan, T., & Koocher, G. (2008). Clinicians’ guide to

evidence-based practices. NewYork,NY:OxfordUniversity Press.

Oxford Centre for Evidence-based Medicine. (2011). Levels of

evidence. www.cebm.net/wp-content/uploads/2014/06/CEBM-

Levels-of-Evidence-2.1.pdf

Pollio, D. E. (2006). The art of evidence-based practice. Research on

Social Work Practice, 16, 224–232.

Proctor, E. K., Knudsen, K. J., Fedoravicius, N., Hovmand, P., Rosen,

A., & Perron, B. (2007). Implementation of evidence-based

practice in community behavioral health: Agency director

perspectives. Administration and Policy in Mental Health and

Mental Health Services Research, 34, 479–488.

Rosen, A. (2003). Evidence-based social work practice: Challenges

and promise. Social Work Research, 27, 197–208.

Rubin, A. (2008). Practitioner’s guide to using research for evidence-

based practice. Hoboken, NJ: Wiley.

Rubin, A. (2014). Bridging the gap between research-supported

interventions and everyday social work practice: A new

approach. Social Work, 59, 223–230.

Rubin, A., & Parrish, D. (2007). Views of evidenced-based practice

among faculty in master of social work programs: A national

survey. Research on Social Work Practice, 17, 110–122.

Sackett, D., Straus, S., Richardson, W., Rosenberg, W., & Haynes, R.

B. (2000). Evidence based medicine. How to practice and teach

EBM (2nd ed.). Edinburgh: Churchill Livingstone.

Shapiro, D., Harper, H., & Startup, M., et al. (1994). The high water

mark of the drug metaphor: A meta-analytic critique of process-

outcome research. In R. Russell (Ed.), Reassessing psychother-

apy research (pp. 1-8; 26-31). New York, NY: Guilford.

Simmons, B. (2013). Clinician, agency and environment variables

related to clinical social workers’ involvement with evidence-

based practice. Unpublished doctoral dissertation from the

Smith College School for Social Work.

Social Work Policy Institute. (2010). Evidence-based practice. www.

socialworkpolicy.org/research/evidence-based-practice-2.html

Towle, A., & Godolphin, W. (1999). Framework for teaching and

learning informed shared decision making. British Medical

Journal (BMJ), 319(7212), 766–771.

United States Agency for Health Care Research and Quality. (2002).

Expanding patient-centered care to empower patients and assist

providers. Research in Action, 5, 1–8. Retrieved from http://

archive.ahrq.gov/research/findings/factsheets/patient-centered/ria-

issue5/ria-issue6.pdf.

Wampold, B. (2001). The great psychotherapy debate: Models,

methods and findings. Mahwah, NJ: Erlbaum.

Weissman, M., Verdeli, H., Gameroff, M. J., Bledsoe, S., Betts, K.,

Mufson, L., et al. (2006). National survey of psychotherapy

training in psychiatry, psychology, and social work. Archives of

General Psychiatry, 63, 925–934.

Wike, T., Bledsoe, S. E., Manuel, J., Despard, M., Johnson, L.,

Bellamy, J., & Killian-Farrell, C. (2014). Evidence-based

practice in social work: Challenges and opportunities for

clinicians and organizations. Clinical Social Work, 42, 161–170.

Zayas, L., Drake, B., & Jonson-Reid, M. (2011). Overrating or

dismissing the value of evidence based practice: Consequences

for clinical practice. Clinical Social Work Journal, 39(4),

400–405.

Dr. James W. Drisko is co-author of ‘‘Evidence-based Practice in

Clinical Social Work’’ with Melissa Grady. He has long experience in

child clinical practice, and in both practice process research and in

practice outcome research. Dr. Drisko is professor at the Smith

College School for Social Work in Northampton, Massachusetts.

Dr. Melissa D. Grady has extensive clinical experience in both

public and private mental health practice. She is author of several

articles on clinical practice, practice with sex offenders and on EBP

related topics. She is Associate Professor at Catholic University’s

National School of Social Service in Washington, DC.

282 Clin Soc Work J (2015) 43:274–282

123

http://dx.doi.org/10.1007/s10615-014-0494-1
http://www.socialworkers.org/practice/clinical/csw081605snapshot.asp
http://www.cebm.net/wp-content/uploads/2014/06/CEBM-Levels-of-Evidence-2.1.pdf
http://www.cebm.net/wp-content/uploads/2014/06/CEBM-Levels-of-Evidence-2.1.pdf
http://www.socialworkpolicy.org/research/evidence-based-practice-2.html
http://www.socialworkpolicy.org/research/evidence-based-practice-2.html
http://archive.ahrq.gov/research/findings/factsheets/patient-centered/ria-issue5/ria-issue6.pdf
http://archive.ahrq.gov/research/findings/factsheets/patient-centered/ria-issue5/ria-issue6.pdf
http://archive.ahrq.gov/research/findings/factsheets/patient-centered/ria-issue5/ria-issue6.pdf

	Evidence-Based Practice in Social Work: A Contemporary Perspective
	Abstract
	The Definition of Evidence-Based Practice
	What Evidence-Based Practice Really Is
	What EBP is Not

	The Current State of EBP Impacting Clinical Social Work Practice
	Health Care Costs, EBP, and Practice
	Academics and EBP
	Practitioners and EBP

	Further Challenges to Doing EBP in Practice
	How are Client Preferences and Clinical Expertise Included in EBP?
	Finding and Evaluating the Best Research Evidence?
	Are Modified Treatments Consistent with EBP?

	Why Do EBP?
	Recommendations
	Social Work Education
	Social Work Research
	Continuing Educational Challenges
	Challenges for Social Work Practice
	Integrating Client Values and Preferences into EBP
	Integrating Professional Expertise into EBP


	Conclusion
	References




