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ABSTRACT 

 This document reports findings from a research study that used an online survey to 

explore the reported experiences of social work practitioners with evidence and evidence-based 

practice. This research best describes a mature, experienced group of licensed American social 

workers, largely female and Caucasian, the majority of whom work in private practice settings. 

Data are explored both quantitatively and qualitatively to help determine how the responding 

social workers make practice-related decisions, where they get evidence for practice, how they 

assess the utility of evidence and the trustworthiness of sources, and whether workplaces are 

oriented towards EBP. The data also considers barriers and facilitators to the uptake of EBP, and 

attitudes about the movement. Two models of practice-based decision making were considered--

one being used to help frame the survey, and one being compared post-hoc to the data--and 

suggestions made for new modeling that might help to shed additional light on how research 

evidence is used in practice. 
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Chapter 1: Purpose and Context 

 

 This section will introduce the research context and the implications for the profession of 

social work. 

Introduction and Problem Statement 

 

Clinical practitioners determine the usefulness of research conclusions in their practice 

and determine whether an innovative new intervention becomes embedded in practice. No matter 

how elegant a set of research outcomes may be, the reality of intervention is that somewhere, a 

practitioner must decide that s/he is willing to use that information in a practice setting. Despite 

this, there remains a disconnect between research and practice, with little or no feedback from 

the front lines of service directly to the researchers. The phenomenon of “evidence-based 

practice” (EBP) has brought this issue to the forefront of discussions in the social work literature. 

This research continues the work of the few investigators who have endeavored to bridge this 

gap between social work researchers and practitioners. 

Context and development of the issue. The evidence-based practice (EBP) movement was 

prompted during World War II by British physician Archie Cochrane’s call for practice, which 

was efficacious, efficient, and equitable (Cochrane, 1972). This movement quickly spread to the 

rest of the world and to allied professions, such as psychology, education, and social work. 

American legislation towards evidence-based practice in social services began to gear up in the 

1990’s with statements by the National Association of Social Workers (NASW) calling for 

application of research for best practices. By the late 1990’s, entities such as the Agency for 

Healthcare Research and Quality (AHRQ) were impacting funding and policy issues for the field 
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of social work and allied professions. As legislation governing practice settings continues to 

move forward in the 2000s, the questions remain: how do practitioners translate information for 

application in practice, and what factors influence or impede the uptake of evidence-based 

practice?  

The National Institutes of Health (NIH) have identified critical goals related to 

understanding “the nature and impact of clinical practice dissemination and implementation of 

social work services and interventions with proven effectiveness” (NIH, 2008). In an effort to 

compile research evidence and make it as accessible as possible to practitioners and policy 

makers, databases and practice guidelines began to spring up, with a variety of parameters for 

inclusion of materials. The drive to forge ahead in the development of databases and guidelines 

has continued, despite internally-acknowledged struggles in the profession of social work about 

definitions of acceptable evidence and issues of who is qualified to and how do we judge 

research, and for what specific purposes/outcomes. If practice guidelines and databases of 

research information are aimed at improving the ability of practitioners to access and apply 

information, attention must now be given to how they access, evaluate, and use the information.  

Policy pressure on social work practitioners (from the federal level to agency levels) has 

led to an emphasis on evidence-based practice (EBP). However, aside from a small number of 

studies, there has been little investigation of what the actual enactment of EBP looks like at the 

front-line service level. There is little clarity in the available literature about what is being 

considered as evidence by social work practitioners, how the evidence is being accessed and 

applied, and what barriers may exist to implementation of best practices identified by research. 

In an extensive review of the literature, there was a notable dearth of information regarding how 

available evidence is actually interpreted and contextualized by practitioners, particularly given 
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the current environment of global and instant access to information, not all of which is applicable 

to the context in which the practitioner may be embedded (a notion called “proximal similarity”).  

Much of the evidence for practice in the United States (US) is made available through 

international sources such as the Cochrane Collaboration database or the Evidence Network. It is 

currently unknown whether this evidence is used differently in different contexts, so questions of 

relevance to the American system of care need to be considered. One popular US-based database 

includes reviews of topical research, regardless of political or practice context. This database has 

been accessed nearly 47,000 times from practitioners in over 131 different countries as of 

September 2007 (Wilson, 2007). Such broad access necessitates a focus on applicability from the 

point of view of the practitioners. Because so many practitioners know of and use this and other 

databases, it would be useful to know whether practitioners actually use the information 

available, why or why not, and how they apply the information. 

This study documents the reported experiences of a sample of practitioners with evidence 

and evidence-based practice. Basing the research on an extensive review of English-language 

literature and a preliminary pilot study of 84 mental health practitioners, this research project 

investigates the factors impacting uptake of EBP and the realities of enactment in practice. This 

research involved an internet-based survey that resulted in both quantitative data and qualitative 

data, with the goal of exploring factors involved in social work practitioners’ interpretation and 

application of information, and barriers to translation of research information. 

A survey was created and pilot-tested in the fall and winter of 2007-2008. Findings from 

this dissertation study enhance the understanding of factors influencing the application of 

evidence-based practice enactment in the field with clients. This information provides additional 

linkage between EBP educational models, policy ideals, and social work professional practice. 
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Purpose of Study 

 

The purpose of this study is to increase knowledge about the current state of EBP in real-

life practice settings, to explore the factors that impact on the uptake of EBP, and to explore how 

practitioners access and operationalize evidence that is available to them. According to NIH 

documents, evaluation of real world, non-specialty clinical practice contexts is “viewed as 

critical to improving the quality and outcomes of health care in this country” (NIH, 2008). While 

a great deal has been written about EBP, little has been written specifically about practitioner 

enactment, and little research has been done specific to that area. Research about practitioner 

enactment has the potential to enhance the understanding of applications of EBP in practice 

settings, and to better inform educational models and policy orientations in supporting and 

facilitating the best possible practice field. 

Social Work Implications 

 

Social work researchers can use the information from this exploratory study to develop 

testable models and new research questions and hypotheses, which will increase the knowledge 

regarding the practice-research disconnect. The findings of this exploratory study may help to 

provide some clarity about the barriers and supports for use of research findings in practice. The 

NIH have identified the translation and implementation of research findings as a critical area, yet 

information about the realities of research implementation, or of the actual implementation in 

practice of the evidence-based practice models that are being taught in training programs, 

remains thin. The field of social work can benefit from additional knowledge about how 

practitioners are accessing information, where they are getting it, what support they have in 

translating and implementing it, and how they feel about the evidence-based practice movement. 

With additional clarity about the current state of practice, consideration can be given to potential 
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modifications or needs of individual practitioners and supervisors, agencies, and organizations, 

in order to optimize the potential for implementation of best practices.  

Findings from this research contribute to the understanding of implications of evidence-

based practice policy. Agency and legislative policies have led to the construction of educational 

models and a drive for the broad implementation of evidence-based practice across diverse fields 

of social work. Policies may have unintended consequences, particularly when they fail to get 

“buy-in” from stakeholders. This research explores the experiences of practitioners with 

evidence-based practice and provides information that contributes to the knowledge base about 

the impact of policy on direct practice. 
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Chapter 2: Conceptual Framework & Relevant Literature Review 

 

 The previous chapter set the context for research. This chapter will expand on that 

information by providing the theoretical framework and the model in which the questions were 

framed, and by summarizing the relevant literature for this research. This chapter will also 

summarize results from the pilot study of the survey. 

Theoretical Consideration 

 

 The conceptualization of evidence-based practice that is used for this dissertation is 

grounded in General Systems Theory (hereafter referred to as simply “systems theory”). 

Explicated by Bertalanffy in 1968, General Systems Theory looks at systems as more than 

simply a grouping of separate organisms (Bartalanffy, 1968; Nichols & Schwartz, 1998). In a 

system, not only are individuals present, but where there is interaction, that relationship also has 

impact and must be considered.  

While individuals may have skills, knowledge, or inclination to engage with different 

kinds of evidence, the environment in which they practice, the clients that they engage with, the 

political culture in which services are provided, and the opinions and experiences of colleagues 

may all have an impact on both the expressed and actual uptake of practices. Since practitioners 

are rarely able to make decisions that are not shared by other stakeholders, the impact of a 

variety of systems is constantly at play. With this in mind, models of education and practice for 

EBP should consider both individual and systemic factors. 
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Models 

Plath’s model of Evidence for Social Work Practice Decision-making (2006, see Figure 

1) reflects the diversity of evidentiary sources that are often referred to in the literature, and fits 

well within the context of systems theory. The model expands on previous models of education 

and definitions of evidence in practice (see Buchanan, 2006; Gambrill, 2006; Gibbs & Gambrill, 

2002; Marsh, Fisher, Mathers, & Fish, 2005; Mulrow & Lohr, 2001; Proctor, 2004; Rycroft-

Malone et al., 2004). While recently proposed models include client values and context, Plath’s 

model is more inclusive as a whole. A number of authors have attempted to define the 

dimensions of the evidence that are used in practice, policy and research (see Marsh et al., 2005; 

Mulrow & Lohr, 2001; Pawson, Boaz, Grayson, Long, & Barnes, 2003; Proctor, 2003; Rycroft-

Malone et al., 2004; Tanenbaum, 2003; Walter, Nutley, & Davies, 2005). These authors, 

however, have shed little light on how such delimitations are operationalized in practice. 

Because of the level of specificity nested in larger dimensions, Plath’s model seems to be the 

most useful model available with which to investigate the actualization of evidence use in social 

work practice. 

According to Plath’s model, social workers are embedded in four primary systemic 

domains in decision-making for practice: personal, professional, political, and interpersonal. 

Each domain contains three to five areas of information, and together the domains surround the 

central goal, practice decision-making, which itself is subdivided into five areas of critical 

reflection. This model implies that, while there is diversity in the sources of evidence that are 

accessed or considered, practitioners rely equally on information from these four domains to 

inform decision making. Plath cautions that the issues of professional, political, personal, and 

interpersonal contexts are deeply linked and often overlooked in the efforts to identify evidence 
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for specific practices or treatments. She implies that it is not uncommon for practitioners to 

approach evidence as individual pieces of information, but demonstrates in her model that 

evidence contained in each of the four identified domains should be considered and balanced. 

Plath’s model places the decision-making process in the equal light of research findings, ethical 

principles, and the social and political context of the practitioner and client. This approach is 

consistent with social work ethics of social justice and empowerment, as there is high worth 

placed on client and practitioner values, client input, and practitioner training and experience, as 

well as the larger organizational and political factors that influence practice. 

 

 

Figure 1:  Plath Model for practice-based decision making 

 

The William T. Grant Foundation, in a recent call for grant proposals, titled Request for 

research proposals: Understanding the acquisition, interpretation, and use of research evidence 

in policy and practice (Grant Foundation, 2010) has suggested a similar model (see Figure 2). In 
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both the Plath and the Grant Foundation models, the concept of multiple levels of systemic 

influences is central, and both models lend support to an approach grounded in systems theory 

and investigating a holistic view of practice decision-making. This research used the Plath model 

as a framework for the survey design, but consideration in light of the newer Grant Foundation 

model provides additional support for findings. 

  
Figure 2: William T Grant Foundation model of practice decision making 

 

Similar Studies  

 Marsh and colleagues (2005) note that the field of social work has only recently been 

given adequate funding and political recognition to carry out research that applies directly to 

practice. Up until the 1990’s, there was no inclination to “see practice-based concepts such as 

partnership being seriously explored through research” (p. 5). A publication by the Evidence 

Network (Stevens, Liabo, & Uppal, 2005) supports this, noting in the conclusions that although 

some research is certainly consumed by practitioners, researchers and funders should consider 

targeting research questions to the needs of practitioners and consumers if they aim to have their 
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research make a realistic impact on practice. Crawford, Brown, Anthony, & Hicks (2002) note 

that many questions remain unanswered about the barriers and implementation of EBP in mental 

health settings, particularly in the “swampy lowlands” (p. 289) of practice, where there is a lack 

of access to library or internet facilities, and what practitioners may not have been educated on 

the complexities of quantitative research methodologies. Grayson’s (2007) report on a public 

debate supported by the Centre for Evidence-Based Policy and Practice highlighted the perceived 

gap between the realities of research and the translation to practice, noting that “more effective 

engagement by researchers with ordinary citizens could have a powerful impact on decision 

making by influencing public knowledge and attitudes and, in turn, the politician’s perception of 

the ‘saleability’ of particular initiatives” (p. 6).  

Few studies have directly addressed the questions surrounding the operationalization of 

evidence by social work practitioners. However, there are six studies of particular note (Addis & 

Krasnow, 2000; Booth, Booth, & Falzon, 2003; Gerdes, Edmonds, Haslam, & McCartney, 1996; 

Manuel, Mullen, Fang, Bellamy, & Bledsoe, 2009; Mullen & Bacon, 2004; Sheldon & Chilvers, 

2002), as well as two which are related (Bolland, 1998; Rubin & Parrish, 2007). These are 

described in detail in Appendix A, and summarized here. 

One study (Manuel et al., 2009) was an exploratory study, involving a partnership 

between university-based researchers and three social work practice agencies in the northeastern 

US, designed to enhance EBP uptake by providing support and training. This study investigated 

the barriers and facilitators to evidence-based practice enactment at each site, and compared 

perceptions of EBP before and after the intervention. 

The remaining five directly related studies used surveys to capture large samples. One 

investigated attitudes and beliefs about treatment manuals; one investigated feelings about 
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training and research skills; one looked at views about practice guidelines; one at evaluation of 

practice; and one study, conducted in the UK, investigated the attitudes, skill levels, and 

professional development opportunities related to research use in practice. All of the survey 

studies noted poor workplace and institutional support, specifically for development of skills and 

encouragement of research consumption and application. Time was noted as an obstacle to 

research access and consumption in all studies, as were concerns about professional autonomy 

and power/control issues that seem to be tied to the implementation of research. These studies 

indicate that there appears to be a correlation between the consumption and application of 

research (including ability to locate and interpret it) and having received hands-on skills training, 

although this wasn’t necessarily related to a specific degree level. The studies agree, in general, 

that while practitioners may feel positively about the idea of EBP, there appear to be varying 

degrees of workplace support for them to implement such models; supervision is usually focused 

on risk-management and administrative issues instead. While one study found differences in 

attitude related to practice setting, another found no correlation at all on this issue.  

All six studies appear to support further research about practice behaviors and feelings 

about evidence-based practice. Addis & Krasnow (2000), note that “little is known about how 

social workers and master’s-level clinicians feel about… empirically supported interventions,” 

and point out that “in the current clinical practice context, master’s-level clinicians are 

responsible for more and more direct patient contact” (p. 338). In a similar vein, Mullen & 

Bacon (2004) report that “a review of the literature in social work journals indicates that little has 

been written about the practitioners’ views” (p. 3). Sheldon & Chilvers (2002) support this view, 

noting that there appears to be a disconnect between the endorsement of the idea of EBP and the 

realities of implementing it.  
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The two related studies, also surveys, support a need for closer examination of 

assumptions underpinning research. One study (Rubin & Parrish, 2007) indicates that there 

appear to be mixed feelings about EBP among social work educators, and that they consider a 

wide variety of types of evidence as appropriate for teaching in EBP models; the other study 

(Bolland, 1998) notes that there is a significant issue of power/control related to who defines, 

studies, interprets, and intervenes in problems.  

Literature Related to the Use of Technology-Based Surveys 

A discussion of this literature is included here because I decided to use a technology-

based survey for this research. The decision to use a web-based survey was made because I 

wanted to reach a large and geographically diverse sample, and knew that other survey methods 

would pose financial and logistical challenges that would be greater than the web-based option.  

The development and proliferation of web technology has given unprecedented access to 

social work practitioners around the globe. While previous studies and literature reviews 

regarding internet surveys, such as the one sponsored by the RAND corporation (Schonlau, 

Fricker, & Elliott, 2002), have described the range of unknown information concerning web-

based inquiry, much has changed in the past five years. Recent information indicates that a 

majority of citizens now have internet access in their homes (DeBell & Chapman, 2001; Finn, 

2005; Finn & Krysik, 2007; Horrigan, 2007; Internet access: National statistics online, 2007; 

Nielsen, 2007). The most recently available data indicate that 71% of adults in the United States 

use the internet, with 67% of those accessing the web from their homes, and 4% indicating 

regular access in other locations (Horrigan, 2007; Nielson, 2007). Surveys done in early 2007 

note that a full 47% of adult Americans have broadband (high-speed) internet connections in 

their home; this represents a 5% increase from the previous year. 
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Surveys involving social workers in the US have indicated decent response rates and 

reliable internet access. Finn (2005) found that approximately three-fourths of social workers 

surveyed in a random sample of 384 participants from Pennsylvania used the internet as a part of 

or adjunct to their work with clients. Finn and Krysik (2007) found similar results in a survey of 

social workers regarding unsolicited email, where three-fourths of the 470 social workers 

surveyed reported regularly responding to unsolicited email. Carrilio (2007) surveyed social 

workers in agencies about their frequency and ease of use of computers to conduct research or to 

track client information, and found that the majority evidenced frequent use and no problems. 

She noted, however, that perceived utility of tasks and user-friendliness of programs were central 

to completion and usage rates. A few years earlier, a survey of 2,000 members by the NASW 

(2001) found that 29% of respondents indicated that they regularly accessed the internet for 

practice information. Given the continuously increasing trends for internet access, it is likely that 

this number is significantly higher in 2010. 

Recent literature concerning the use of online surveys describes the benefits and 

limitations of this medium (Gunn, 2002; Ritter & Sue, 2007; Schonlau et al., 2002). For the most 

part, planning and executing online surveys involve much of the same procedures and challenges 

as other survey methods, particularly where related to question design and wording, and to 

sample frame methods and theory. While there are cautions regarding the need for technical 

expertise (Gunn, 2002; Schonlau et al., 2002), the recent explosion of this medium has generated 

a number of vendors who can provide technical and design support for relatively little money 

(see page 19 of Ritter & Sue for a list of potential vendors). Some vendors allow respondents to 

immediately access compiled descriptive data for responses, a feature which fits well with the 
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ethical imperative for transparency and feedback in research (Campbell & Russo, 2001; Ritter & 

Sue, 2007). 

 Available information seems to indicate that online surveys work best in situations where 

sample populations can be easily identified, where sensitive questions may be asked, where rapid 

response rates are important, or where the respondents may be geographically disparate (Gunn, 

2002; Ritter & Sue, 2007; Schonlau et al., 2002). The instant addition of responses to the data set 

makes this medium appealing for research purposes. 

 There are three primary reasons for web-survey non-response: technical difficulties 

(including inability to access or complete the survey); motivation (including frustration or 

confusion levels); and confidentiality concerns (Gunn, 2002; Ritter & Sue, 2007). There is some 

evidence to suggest that people are more willing to respond to questions about sensitive topics or 

to open-ended questions in an online format than in a more traditional method (Gunn, 2002; 

Ritter & Sue, 2007; Schonlau et al., 2002).  

As previous surveys did not precisely ask the questions that are needed to explore the 

lack of information about the realities of evidence-based practice decision making in practice 

settings, a new survey was created for this research. Due to the geographical dispersion of the 

targeted sample population, the presumption of access in providing research evidence primarily 

on internet databases, and the proliferation of internet access within this population, a web-based 

survey was the medium chosen. A pilot test of the survey was done in the spring of 2008. 

Pilot Study 

 The purpose of the pilot study was to test both the survey instrument and the online 

mechanism to be used in the dissertation study. Participants were recruited using a snowball 

sampling method. A total of 84 people went to the web page and initiated the survey, and a total 
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of 61 people completed all primary questions, for a 73% completion rate. The instrument and 

method both worked well in the pilot test, and few changes were indicated in the survey (changes 

will be discussed on p. 30). 

 Data from this survey suggest that practitioners regularly consume research, primarily by 

attending ongoing trainings and conferences and by seeking out appropriate relevant information 

for their practice implementation. Respondents indicated that their work environments supported 

education and ongoing training. Furthermore, there is some indication that these practitioners are 

able to access peer reviewed research on the internet, as well as through other sources such as 

print materials available through mail subscriptions or libraries.  

Comments throughout the survey indicated that access to research material and time to 

read that material may be barriers to some practitioners, although quantitative survey responses 

did not support this assertion. Respondents indicated that they seem to have regular time to 

consume research, and that while time pressures and cost were influential, they did not present 

barriers to respondents. Most respondents read professional journals regularly, even if they are 

more likely to seek consultation from peers or supervisors before searching for evidence in such 

sources, a trend that only partially replicates previous findings. Although respondents indicated 

that a significant number consider themselves as evidence-based practitioners, substantial 

numbers of them are not asked to justify their intervention choices by their supervisors. 

Most respondents in the pilot study indicated that they attend conferences and search the 

internet for information regularly, generally through publicly available web sites such as 

WebMD and Google Scholar. While this trend is certainly promising for the application of 

research evidence to practice, data also suggest low frequency of database access (such as the 

Cochrane or Campbell Collaboration databases). While the inclination to seek out information is 
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clearly a promising trend, the extent to which practitioners have the skills to identify peer-

reviewed literature, and the extent to which they are able to access rigorously obtained 

information and screen out less valid material is unclear.  

Consistent with previous findings (Mullen & Bacon, 2004) that training may provide 

some skills linking research to practice, data seem to indicate that practitioners with graduate 

degrees are more likely to self-identify as evidence-based practitioners than those who have 

undergraduate degrees. Similarly, respondents practicing in evidence oriented settings, such as 

medical settings, were less likely than those in other settings to respond negatively to evidence-

based practice models. Those in non-profit settings were much more divided on this issue, 

suggesting the continuum that Addis & Krasnow (2000) found. This finding, although consistent 

with some literature, is contrary to other findings, such as Gerdes et al. (1996), who found no 

such correlation between the application of EBP and practice setting. Data from this study are 

consistent, however, with previous findings that there is no correlation between age and views of 

evidence-based practice, although the sample size of this pilot study limited the ability to closely 

examine these relationships. 

Practitioners mentioned concerns about “cookbook” approaches, and the production of 

“proof” of efficacy or effectiveness. Nonetheless, responses to open-ended questions in this 

survey trended towards a mention of both positive and negative aspects of the EBP movement. 

The majority of respondents felt that diverse literature, grounded in languages, settings, and 

populations other than that of the practitioner, may be applicable depending on the context. 

Findings suggest that practitioners use population demographics to compare study and practice 

subjects and to determine degree of applicability, and that information used in practice is 

obtained primarily from training, journals, or databases. There was an overwhelming indication 



17 

that practitioners recognize expertise as something that comes from field experience, as well as 

from research or education. 

EBP was generally appreciated as a “good” thing, although concerns about cultural 

relevance were similar to concerns found in social work literature. There are indications that 

practitioners may tend to judge outcomes of practice by progress towards pre-identified goals. 

The most common definition of EBP described the application of theory or technologies that 

have been proven effective through empirical research. Very few respondents aligned with the 

procedural/process orientation currently being discussed in the social work literature. This is 

notable, as it suggests a disconnect between the academic discussion about EBP and the realities 

of implementation, where practitioners have a view that seems to be more technical than process 

oriented, a notion consistent with Sheldon & Chilver’s (2002) findings. 

 Plath’s (2006) model offers an integrated view of practice and environment, where 

factors are closely interrelated to one another. Findings from this pilot study seem to support this 

perspective. Factors that contribute to the personal, professional, political, and interpersonal 

domains of practice were endorsed by respondents, and seem to suggest that practitioners may 

use each of these domains as a contributing factor to practice decision making. Findings from the 

pilot study were promising, and suggested that further study was indicated, so I proceeded with 

the larger dissertation study. 
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Chapter 3: Research Questions, Sampling and Recruitment 

 

The last chapter presented the conceptual framework for this study, relevant literature, 

and findings from the pilot study. This chapter will present the research questions which frame 

the study, discuss the sampling frame and population, describe exclusionary criteria, and explain 

the recruitment process. Response rates will also be described. 

Research Questions 

This is an exploratory study designed to provide for the provision of maximum 

information in the areas of investigation, allowing responses to guide the formation of 

understanding in each area. It is guided by the Plath model of practice-decision making, and 

framed around four research questions: 

1. What is being considered as evidence by social work practitioners and how are they defining 

effective practice in real-life settings?  

2. What are the barriers that practitioners encounter in accessing research evidence, and is there 

a difference between actual and perceived barriers? 

3. Is the social work practice environment oriented towards evidence-based practice? 

4. What is the attitude of practitioners towards the concept of implementing EBP in practice 

settings? 

Sampling and Recruitment 

 

 This section describes the target population, exclusion criteria, sampling methods, and 

response rates. 
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Sampling frame and population. This study focuses on American master’s-level social 

work practitioners working in the United States. It is impossible to get an exact number of 

master’s-level social workers practicing in the United States. One report, published by the 

NASW Center for Workforce Development in 2006, notes that there may be as many as 840,000 

practitioners, depending on the definition being used (NASW, 2006). The United States Postal 

Service research service indicates that they have over 600,000 individuals noted as self-identified 

social workers in the US (Collins, 2009, December). The NASW report indicates that in 2004 

(the last date for which accurate information is available), there were approximately 310,000 

licensed social workers registered with licensing boards in the 48 contiguous states and the 

District of Columbia, representing approximately 38% of all social workers identified by census 

data in 2004 (NASW, 2006, p.1). This same report demonstrated that there was significant 

difference between the social work workforce and the general US population and labor force. 

The MSW was overwhelmingly the most popular degree (79%), and social workers were likely 

to be older (57% aged over 45), disproportionately female (81%), and less racially and ethnically 

diverse than the US population as a whole (86% Caucasian, non-Hispanic) (NASW, 2006, p.2-

3). The report went on to note that there was no significant difference in average age or years of 

experience by race.  

 A slightly more restricted report, conducted by the NASW Center for Workforce 

Development in 2008, used a self-selecting sample of practitioners recruited through NASW 

media materials and membership lists, resulting in a workforce survey of 3,654 participants 

(Whitaker & Arrington, 2008). While this report is not generalizeable to the larger population of 

US social workers, it used similar recruiting methods as this dissertation research, and thus may 

provide an interesting comparison population. This study, similar to the previously conducted 
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NASW random-sample workforce study, found that the practice field was disproportionately 

female; race was not discussed in this report (Whitaker & Arrington, 2008, p.4). The 2008 report 

found that 12% of respondents reported private practice as their primary work setting; 13% 

reported working at outpatient mental health clinics; 15% reported working at a social service or 

child welfare agency; 12% in healthcare settings; and 12% in schools, both pre-college and 

university (p. 3). Thirty-five percent (the largest group response) indicated that ‘mental health’ is 

their primary practice area; 14% indicated healthcare as their primary area; 11% child 

welfare/family; 9% aging; 6% school social work; 5% adolescents; 4% addictions and 16% 

Other (including violence, displaced persons, justice, disability, etc.) (p. 2). 

 In 2004, 21 states required an MSW degree for licensure, with the remaining 30 

(including the District of Columbia) issuing licenses for BSW, MSW, or PhD level practitioners 

(NASW, 2006, p. 3). Despite this variance, the NASW reports that 79% of active licenses across 

the 48 contiguous states and the District of Columbia were MSW level practitioners, with 12% 

having BSW degrees, 2% having DSW or PhD degrees, and 8% having no degree and having 

been grandfathered into licensing codes as they were tightened (p. 3). The report states that more 

than 50% of the sample received their first social work degree between 1990 and 2004, a time 

period when the shift to life-course and evidence-based practice teaching models was well 

underway. According to available data, the mean number of years of experience in the field for 

MSW-level licensed practitioners in 2004 was 15.8 (NASW, 2006, p. 9). 

 Exclusion criteria. As this study focuses on American master’s-level social work 

practitioners, respondents who indicated a nationality other than United States were excluded. 

Respondents who indicated any education level other than the master’s-degree level were 
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excluded. If respondents clearly indicated in their narrative responses that they had no experience 

with direct practice, they were excluded. 

Procedures for recruitment and response rate. Three recruitment methods were used: 

direct email, posting an invitation via social networking sites, and direct mail through the US 

postal service.  

A list of email addresses was obtained from the NASW Clinical Register, 12
th

 Edition. 

This was downloaded through the University of Alabama’s library subscription in 2009. The list 

contained 5,556 entries of individuals listed as having an MSW in the “Education” category. Of 

these, 2,343 provided email addresses. These emails were entered into the SurveyMonkey email 

mechanism and an invitation to participate was sent (see Appendix B for text of these emails). 

From this mailing, 677 emails bounced or had previously opted out of participation in surveys 

with SurveyMonkey, leaving a total of 1,666 emails sent and received. An initial email was sent 

containing information and a hyperlink; a reminder email was sent approximately one month 

later, and a final email containing a thank-you to those who had already participated and a 

reminder of the hyperlink was sent approximately one month after that. As IP addresses were not 

collected and there was no way to identify those who had already participated, the emails were 

sent to the entire list.  

 An invitation to participate in this research was posted on social networking sites. (See 

Appendix B for a list of sites.) Where possible, the same text was used (posted as a Note); where 

a simple, short post was required, a two-line invitation stating: “Please help with research about 

social work practice. www.EBPsurvey.com” was posted. Posts were made on the same time 

schedule as the emails were sent out (i.e., whenever the email list was mailed to, a post was 

made). 
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 A mailing list was purchased from the United States Postal Service (USPS), and 

postcards were created for a mailing using the USPS Click2Mail service. The USPS purchases 

databases from other companies (such as MedBase, etc), and compiles them. At my request, a 

search was run by the staff researcher to pull 1000 random entries of people who self-identified 

as a social worker. The list was scanned by that researcher to ensure there were no duplicates, 

and mailing addresses were provided (no emails available). The USPS staff researcher indicated 

that her search had returned individuals identified as working in a variety of types of social work 

practice fields (including school, medical, child, gerontology, etc), as well as a geographically 

diverse sample. The universe for her search was reported as approximately 600,000 people. One 

thousand records were purchased and she uploaded them to the postcard service, where 4x6 

postcards were printed and mailed (see Appendix B for postcard text). Of these, 144 were 

returned as undeliverable, and it is presumed that the remaining 856 were successfully delivered. 

 A total of 228 individuals logged into the website to take the survey. Of these, 69 were 

excluded as a result of nationality or educational response, leaving a total of 159. It is impossible 

to know the total universe of potential respondents; however, a total of 115 people in the 

“screened-in” group responded to all questions on the survey, for a 72% completion rate, and it 

appears that direct email was the most successful recruitment tool. 
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Chapter 4: Survey instrument 

 

 The previous chapter described the research questions, sampling and recruitment 

strategies employed in this research. This chapter discusses the creation of the survey instrument. 

Creation of the Questions and Formatting of the Survey in Survey Monkey 

 

 The survey was designed over the course of a semester, with assistance and supervision 

from classmates in SW622 (Observation and Measurement) and Instructor Dr. Kathleen Bolland. 

The Plath model of practice decision making was used to help structure the questions. Questions 

were created for each of the major four domains, with the goals of covering the main constructs 

of the model, and attempting to establish whether each of these constructs would be endorsed by 

participant response. Several questions were adapted from or modeled after questions asked in 

surveys conducted by Mullen & Bacon (2004), Sheldon & Chilvers (2002), Rubin & Parrish 

(2007), Barratt (2003), the NASW Center for Workforce Development Studies and NASW 

Practice Survey of membership (NASW, 2004, 2006; Whitaker & Arrington, 2008), and by 

considering response sets used in both the UK and US censuses (Census, 2000; Goldstein & 

Morning, 2000; U.K. Census Bureau, 2001). A question grid was created, listing the proposed 

question, the reasoning for it and how it fit the Plath model. See Appendix C for a copy of the 

original question grid. 

 Prior to pilot testing of the survey, Dr. Jamie DeCoster, a statistician, was consulted to 

examine whether response options would lead to the best possible collection of data. 

Consultation was also sought from several social work practitioners, in order to ensure that 

“jargon” was kept to a minimum and that language use was appropriate. A pilot test was run, to 
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test the survey and the survey mechanism (see pp. 19-22 for results from the pilot study). At the 

conclusion of the pilot study, further consultation was sought with Dr. DeCoster, and changes 

were made to the survey. A number of questions were dropped, several questions were added, 

and several response sets were changed. These changes were made primarily in response to data 

analysis needs, and to streamline and shorten the survey as much as possible. Responses to the 

pilot study indicated a few problems, and these minor issues (related to the wording of response 

sets and directions) were addressed. Only one technical issue arose in the pilot study, and help 

desk support from Survey Monkey addressed the problem, which turned out to be related to 

survey design and not technical issues; respondents could only stop and start again on the same 

computer. In an effort to establish a more statistically sound analysis plan, a decision was made 

to include items to form a scale indicating respondent attitude related to EBP. 

 The survey was created in Survey Monkey, and it was “published” after approval was 

obtained (in both pilot and dissertation studies) from the Institutional Review Board. This survey 

host was chosen due to the availability of services such as skip logic, stop-and-return, 

anonymous data collection (no IP address collection), secure servers, and ease of downloading 

data. The survey was hosted under the Survey Monkey membership of the Institute of Social 

Science Research at The University of Alabama. 

Creation of the Attitude Index 

 

 Although the EBPAS scale, measuring practitioner attitudes related to EBP has now been 

published (Aarons, McDonald, Sheehan, & Walrath-Greene, 2007), this scale was not yet 

available as of the writing of the proposal for this research. Since one of the research questions 

sought to investigate attitude as a dependant variable, an index was created for this survey, in 

order to provide the best possible options for sound data analysis. Items for the index were drawn 
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from themes found in the literature and in the pilot study narrative data. Although 14 items were 

asked, in random order, with a seven-point response scale, two of the items clearly did not 

correlate well with the remaining 12 items when Reliability Analysis was attempted, and these 

two were dropped. The remaining 12 items indicated good reliability, and the Mean function was 

used in SPSS to create an Index score. 
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Chapter 5: Analyses 

 

 This chapter describes the procedures used to obtain results, and describes the outcomes 

of each research question. Descriptive statistics about the participants are provided first, and 

subsequent sections are organized by research question. Discussion about the meanings and 

implications of these findings can be found in the next chapter. 

Descriptive Statistics 

 

 Participants in this study were recruited as a convenience sample, and as such cannot be 

considered as representative of the larger population of social workers, either of the United 

States in general, or of the NASW membership. Compared to available data from surveys 

conducted by the NASW (both a random national sample and a self-selecting membership 

sample), participants in this study were older, had more years since their degree, were more 

likely to be licensed, and were more likely to be in private practice. Additionally, participants in 

this study were overwhelmingly female and white, were members of a professional organization, 

and were able to access the internet at both home and work. They came from all over the US. 

As in the pilot study, as well as national and NASW organizational surveys, this sample 

(N=159) is disproportionately female (81%), and disproportionately Caucasian, non-Hispanic 

(87%). Black/African-American represented 3% of the sample, Asian represented 3%, 

Hispanic/Spanish/Latino represented 2%, and Native/Indigenous and Mixed race represented 1% 

each. This study seems to reflect the age range found in the NASW national study of social 

workers, but the mean age (M=57.78) is somewhat older than the pilot study (M=44). This study 

includes respondents from all regions of the country, although individuals from the Northeast 
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(42%) and Southeast (21%) seem to be more heavily represented. Individuals from Mid-America 

(12%), the Southwest (10%), the Northwest (6%), and the Hawaii/Pacific Coast (6%) were also 

represented, providing a broad segment of regional representation here. 

 Ninety-two percent of this sample have an active social work license, and 43% indicated 

that they also have another active license (other than or in addition to a SW license). The number 

of years of experience in the field since receiving their degree was slightly higher for this sample 

than for the NASW national membership study conducted in 2004 (M=27 versus M=15.8), 

putting the mean year of graduation earlier (M=1982) than in both the pilot study and the NASW 

study, although the pilot study (M=1987) was not terribly different in this regard. 

 This study is heavily weighted towards social workers in private practice (48% of the 

sample). This is a larger percentage of the sample than participated in the pilot study (28%), or 

can be found representative in a larger NASW survey (12%). This study includes 16% of 

participants who indicated that they are in a non-profit setting, which is somewhat less than the 

pilot study (22%), but approximate to the NASW survey. All other settings were poorly 

represented in this sample: Government/public/international, 12%; Higher education, 5%; School 

(pre-college), 2%; Medical/palliative, 8%; and Other, 3%.  

Only 27% (somewhat lower than the pilot study, at 39%) of participants indicated that 

they work in more than one environment in the normal course of their work. However, 88% of 

participants indicated that they regularly work with more than two types of populations in the 

normal course of their work (higher than the pilot study, which was 65%). The mean number of 

populations for this study was 3.5 (SD=2.09). A breakdown of populations can be found in Table 

1. 
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Table 1: Sample demographics- Populations and caseload 

 

Nearly all (92%) of this sample indicated that they are members of a professional 

organization, although this might be expected, since the most successful recruiting method was 

drawn from an NASW email list of members. There is evidence to suggest, however, that social 

workers in the US are not necessarily involved in a professional organization, if census numbers 

are to be believed. If the US has greater than 600,000 people identifying as social workers, and 

the NASW membership claims approximately half of that number, it would appear that this 

survey is significantly biased, and at a higher rate than the pilot study, which indicated only 58% 

of participants as members of professional organizations. 

In this study, 48% of participants indicated that they subscribe to a list-serv, and the 

majority had access to the internet at both home and work. Only 2% indicated that they did not 

have internet access at home, and 9% indicated that they did not have internet access at work. 

Caseload sizes were calculated using 95% of the total sample. This was done due to 

several outliers, who listed entire clinics or schools as their caseload number (500 or 200 clients, 

for example), skewing the sample. The mean caseload size (N=124) was 30.6 (SD=25.9), with a 

range of 1-159. A breakdown of caseload sizes by work environment can be seen in Table 1. 

These data provide interesting information, despite the small sample sizes of some categories. 

Populations 

worked with 

Adult=60%                                                           Gerontological=23% 

Mental health=55%                                              Medical=21% 

Family=48%                                                         Disability/Rehab=13%  

Child=27%                                                           School SW=13% 

Substance abuse=27%                                          Juvenile justice=11% 

Other=12% (international, military, etc) 

Caseload size Private practice (N=74):                                              M=26.3 (SD=16.6) 

Nonprofit (N=19):                                                       M=27.1 (SD=29.2) 

Govt/Public (N=12):                                                    M=52.8 (SD=52.4) 

Education (higher & pre-college combined, N=5):     M=46.0 (SD=35.8) 

Medical/palliative (N=9):                                            M=34.8 (SD=18.4) 

No caseload reported (N=40) 
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Although the standard deviations are large, Government/Public, Education, and Medical settings 

appear to have somewhat higher caseloads than Private practice or Non-profit settings. 

Research Question #1 

What is being considered as evidence by social workers in practice settings (i.e., where do they 

get information), and how are they defining effective practice? 

I examined the frequencies and percentages of responses to closed-response Question #36 

(Pretend you have just met with a client who has an unfamiliar diagnosis. You have one hour to 

decide on a treatment plan for the client. What are you most likely to do?). I was able to identify 

the top three choices that social workers make in this situation. The pattern was very distinct, and 

indicated not only the top 3 choices, but also indicated that choices involving database access or 

other choices were much further down on the decision chain for these respondents. I also 

examined frequencies and percentages of responses to questions related to the utility of research 

in different settings, languages, and populations (Questions 28, 29, & 30; all closed-response 

questions), and used Crosstabs to determine whether there was any difference in responses by 

practice environment. Due to a problem with empty cells, chi-square analyses were not run to 

determine statistical significance. I examined the frequency and percentages of responses to the 

options provided for Question #24 (Where on the internet do you go to find information about 

interventions or treatments?). 

 There were four open-ended questions in the survey (Questions 13, 14, 26, & 35). 

Initially going case-by-case through the data, I used inductive analysis and in-vivo coding to 

allow patterns, themes, and categories to “emerge out of the data rather than being imposed on 

them prior to data collection and analysis” (Patton, 1990, p. 390). By going all the way through 

the data once in a systematic way, I generated an initial list of codes from the data. After 
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completing that step, I reviewed and recoded the data once again using the generated codes, 

using a constant comparative technique to compare codes across responses and questions, 

combine codes into meaningful categories, and compare data across categories to identify 

patterns and themes. Using this technique, I was able to identify themes and key words and 

phrases that social workers use to define EBP, to understand effectiveness in their practice, and 

to make practice decisions about applications of guidelines and use of research information. 

 Results. Determinations about what constitutes effective practice in the minds of social 

workers may be demonstrated by patterns of behavior. By providing an example about a client 

with an unfamiliar diagnosis and by asking for decision making about options available, it is 

possible to see some patterns in responses. Although respondents (N=159) chose all of the 

options some of the time, the top three choices were clear. Calling a supervisor, mentor, or expert 

was the top choice (Mean=2.29), with 21% of the sample marking this as a first choice. Calling a 

peer was the second choice (Mean=2.35), with 22% choosing this as a second choice, and 17% 

saying this would be their first choice. Searching the internet was the third choice (Mean=2.65), 

with 18% making this their third choice, and 16% marking this as their first choice. This holds 

true, even when broken down by practice setting, although participants who work in government 

or public jobs appeared more likely to choose to call a mentor first than those in private practice, 

who trended towards calling a peer first.  

Only 12% of the total sample indicated that they would go to a research database as either 

their first, second, or third choice, and 13% indicated that they would make this their fourth 

choice, making this the most popular option after the top three, slightly ahead of consulting a 

textbook or going to the library. Even among participants in medical or palliative settings, few 

people indicated that a research database would be among their top choices. Four people noted in 
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the comment section that they would make none of these choices, but would refer the client 

elsewhere; four indicated that they would rely on training and practice experience alone to guide 

them, and four indicated that they would turn first to the DSM.  

 Such responses as seeking out supervisors, mentors, experts, or peers prior to making 

other choices may, in part, be explained by the narrative responses to Question #13: “How do 

you determine if you have been effective with a client?” Responses to this question provide some 

insight into what respondents report to use as a benchmark for effectiveness in normal clinical 

practice, by identifying similar words and phrases that are used.  

Responses to this question overwhelmingly noted “client report” and “observed 

improvement” as the top approaches. These responses indicated that perceived benefit, feeling 

hopeful or more stable, or identifying that issues have resolved is the primary marker of 

effectiveness in clinical practice. Observing improvement, according to either clinical judgment, 

demonstrated target behaviors (like drinking less, not getting arrested, attending appointments, 

etc.), or third-party report (such as parental or teacher report) was mentioned nearly as 

frequently, followed by “reaching target goals.” If the primary indicators of clinical effectiveness 

in practice are subjective and reliant on clinical judgment, or even customer satisfaction, it makes 

sense that supervisors, mentors, experts, and respected peers would be sought as the first line of 

inquiry in challenging situations, rather than more research oriented sources such as databases. 

The third most frequently noted benchmark, “reaching target goals,” tended to involve 

co-creation of goals with the client. Several narratives indicated that these were “measurable,” 

and although this was infrequent, the setting of target goals is by definition somewhat more 

empirical of an approach than purely clinical judgment or client report, having a pre-defined 

endpoint for the intervention. There were also 24 mentions of outcome measures, both 
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standardized instrumentation use and simple client surveys, although the bulk of the narratives 

clearly indicated that there was a subjective quality to effectiveness.  

One respondent wrote, “I prefer practice based evidence. Evidence based practice is an 

effort to standardize treatment and turn clinicians into technicians.” The notion of ‘practice based 

evidence’ is one that has recently been discussed in the practice field, and describes a process 

whereby evidence evolves from real world, clinical experience, rather than from experts, policy-

makers, or academic researchers. Discussions about practice based evidence, or PBE, are 

popping up everywhere from social work blogs, such as the blog from a New York social 

worker, found at: http://blogs.nyu.edu/blogs/scr260/socialworkblog/archives.html (Crary-Ross, 

2010) to OpEd pieces by clinical psychiatrists on Medscape sites, such as the article found at: 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2491680 (Hellerstein, 2008). Such notions of 

‘real-world based’ evidence of effectiveness, grounded in clinical judgment and practice 

wisdom, are supported throughout the responses to this question, with very few exceptions. One 

BSW practice supervisor, speaking about how she determines whether students are effective with 

clients in practicum placements, reported that “Effectiveness is determined when ‘(students) get 

it’,” referring to practice competencies and clinical judgment. Another respondent described how 

client satisfaction is used as an indicator of effectiveness in practice, indicating that referrals that 

result from happy clients can be interpreted as validation of success: 

I do get a fair amount of feedback through new clients who are referred by old clients... 

“So and so gave me your name. They said you were very helpful and very appreciative of 

what you helped them change,” or something to that effect… I feel that personal referrals 

are a good determiner. I wish my practice would send out follow up surveys, but they 

don’t see this as a priority. 

 

 Of course, there was a wide range of responses, ranging from the very subjective (“I feel 

I have been effective if the women stop blaming themselves and can begin work on developing a 
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safer lifestyle for themselves and/or their families”)  to the very technical (“We use measurable 

outcomes such as BP, BMI, SF-12, Fall Risk Assessment with elders”) to the very pragmatic 

(“They do not kill themselves”), including a few responses that reflected a concern over market 

realities (“Payment continues”).  

Figure 3: How do respondents determine effectiveness?  

 

 Practitioners must decide whether or how to use a particular piece of information in 

practice. Respondents were asked “If you read something new about research, how do you 

decide if it applies to your clients?” and were given a text box to provide a narrative response 

(Question #35). Patterns describing behavioral choices about this kind of decision making were 

clear in these data. Applying practice wisdom to the determination; considering the context and 

culture of both the research and the clients that they serve; and consulting with experts, 

supervisors, or mentors were overwhelming themes in the narratives. One respondent stated “I 

don’t have much faith in social work research,” indicating that clinical judgment was her 
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preferred approach. Another described combining consideration of culture and context with 

practice wisdom, stating: “Our clients come from a variety of backgrounds and have a variety of 

needs. Research applies to some, not all. I consider gender, age, ethnicity, religion, background 

of researchers, etc.” Most of the responses to this question were similar in nature to the comment 

that plainly explained: “I ask myself if my clients fit the categories of populations used in the 

research.” 

Other decision-making points that emerged from the data related to “client’s issues and 

temperament” (i.e., does the research fit the expectations or desires of the client); access issues, 

particularly around whether clinical practice sites had the required resources to institute research 

recommendations; and lack of research on necessary topics. Several comments noted that 

considerations of new research information had to be done in the light of available resources at 

their workplace, including time, funding for materials or training, or required knowledge and 

skills to do proposed new interventions. Two people noted that research in their field, with their 

population is often lacking.  

  
Figure 4: Applying new research 
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When research has good proximal similarity to client populations, such decisions are 

easy. When research is conducted in other settings, languages, or population types, these 

decisions become more complicated. Participants were asked: If research were found that 

seemed to apply to the topic in question, but had been conducted in another language (Question 

#29), another country (Question #28), or with a somewhat different population (i.e., children 

instead of adults with depression; Question #30)), would the utility of the information be 

changed? Response options were: “Yes, always,” “Usually,” “Sometimes,” “Not usually,” or 

“Not at all.” 

The majority of respondents (40%) indicated that they sometimes find less utility in 

research conducted in another country, with 31% not generally finding any problem. Comments 

about this question did not provide any additional insight into why this might be. When asked 

about language, the bulk of the answers fell in the middle choice, ‘Sometimes,’ with an almost 

equal number dividing the negative from the positive responses. 

 
Figure 5: Usefulness of research conducted in another language 
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When asked about different populations within the same diagnostic category, there was a 

definite trend towards more positive answers (indicating more concern and less utility), with the 

bulk of the respondents indicating ‘Sometimes’ (38%) or ‘Usually’ (16%). Comments for this 

question noted that careful consideration must be given to the differences between the studied 

and client populations, but that research is generally useful, regardless. It appears that 

respondents were more likely to find differences in different population category research than 

with research done in other languages or countries, about which they were more equivalent. 

 

Table 2: Usefulness of information- Same diagnostic category, different population 

Usefulness Frequency Percentage 

16 

61 

25 

Not usually 

Sometimes 

Usually 

Yes, always 12 

14% 

54% 

22% 

10% 

Total           114        100% 

 

Using Crosstabs, I examined Primary Work Environment and the three questions 

presented here about research context. No significant differences between work group-types 

were found, although some cells were quite small, and no patterns appeared to emerge from the 

data as a result of either further statistical examination or consideration of the narrative 

comments. 

Participants were asked where they go on the internet to find information for practice, 

and were given a list of choices, including an ‘Other’ option and comment section (Question 

#24). Fourteen people (9%) indicated that they were not sure, or they tended to use the default 

search engine on their internet browser. Sixteen people (10.1%) indicated that they do not use the 

internet to search for information about interventions or treatments. The largest percentage 
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(49.7%) indicated that they use professional organization websites (such as APA or NASW) to 

search for practice-related information; 45.3% use standard search engines such as Google, 

Google Scholar, Ask.com, Yahoo or similar, or University-based search engines (such as 

Extreme Search); 37.1% use WebMD; 26.3% use a specialized search engine, such as 

EBSCOhost, PubMed, PsychInfo, ERIC, CINAHL; 10.7% use organizationally tied research 

databases, such as SCIE, EvidenceNetwork, NREPP, What Works Network, etc.; 2.5% (four 

people) use either the Cochrane or Campbell Collaboration databases; and 10.1% (16 people) use 

other places, such as government or private websites, as starting points for their search for 

practice-related information. Only seven people (4.4%) indicated that they do not have access to 

some of the options presented. [NB: Participants were able to pick more than one option, so 

percentages do not add up to 100%.] 

This information provides a useful insight into where information is being accessed 

online, and may provide some suggestions as to where information is best placed or linked for 

widest dissemination. Specialized databases, such as EBSCOhost, PubMed, and others like them, 

require specialized training or experience in using search terms and in formulating search 

strategies. It is possible that either this requires additional effort than other types of searches, or 

that respondents did not have the required experience or skills to use such search engines. 

Participants in this study were much more likely to use popular search engines and 

organizational information points than they were to access databases, and very few people 

indicated a preference for the highly regarded Cochrane and Campbell databases. It is possible 

that the increasing pervasiveness of search engines such as Google and WebMD in the lives of 

Americans gives people a minimum comfort level with searches conducted on these sites, 

inclining them towards starting with such places, instead of more research-oriented or       
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peer-reviewed sites. It is also possible that searches on such standard search engines are less 

time-consuming to construct than on more specialized databases. It appears that linking research 

to professional organizational websites may be a useful tool for dissemination of research 

information. 

Related to the issue of where information is accessed are considerations about how social 

workers are defining “expertise” and “evidence-based practice.” Since guidelines for practice, 

along with much of the information available through professional websites (such as WebMD 

and NASW organizational sites) are screened and/or endorsed by “experts,” survey participants 

were asked, “What do you think makes someone an expert?” 

Responses to this question overwhelmingly identified “practice or experience in the 

field” as the primary consideration, with a substantial number of comments adding the caveat of 

“significant time (or years) in the field” to this. One respondent explained: 

Experts are those who have practical clinical knowledge and they may also be researchers 

in addition to their clinical practice. At the least they should be informed about the 

available research. I find that practitioners who do research often have the most helpful 

research and “get it” about the context of what they are researching. Often when I read 

research by non clinicians about clinical topics I find their lack of clinical experience 

shows through. 

 

Many respondents had comments similar to the one stating “Anyone who is considered a practice 

expert should be in clinical practice in addition to any research.”  

 Other important points that emerged from the data were that experts should have 

knowledge of and experience with research, and should have sufficient education and training. A 

number of responses (although not as many as the other points) indicated that recognition by 

peers, ability to teach and/or supervise, having “wisdom,” and being connected to networks were 

all important. Comments about “wisdom” reflected a recognition of intuition and practice-related 

learning, and tended to differentiate this from academic learning. One person explained: “…In 
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reality, many professionals are experts by wisdom but do not have the academia behind their 

wisdom to be out there and be chosen to be on a panel. The academic person who also has 

current practice experience is the best of all.” Another commented that an expert with wisdom 

“is one with vast experience who shares it, as opposed to prescribing specific approaches.” A 

number of sarcastic responses about “people who think they know what is best” were written, 

with several respondents writing that they had “no idea” what constituted an expert, and one 

person noting that a lack of fiduciary connections (such as backing by insurance or 

pharmaceutical companies) is important. 

Several comments endorsed a relationship between research being supported or endorsed 

by experts and the uptake (or lack thereof) of evidence-based practice in clinical settings: 

It seems like often ‘experts’ are people that are currently NOT working in the field of 

social work and have not worked in the field for some time. They are often the ones 

doing the research. I think this plays a role in why some of the evidence based practices 

are not always applicable in the real world of social work. 

 

 
Figure 6: What makes someone an expert? 



40 

 Participants were asked “What is your definition of ‘evidence-based practice’?” and 

given a text box to provide a narrative response. While there were a wide variety of opinions 

expressed about the value of EBP and how it is defined, thematic coding indicated that the most 

common definition is “practices backed up with research information.” A substantial number of 

people said that EBP means “reaching target or measurable goals.” Eleven comments indicated 

that EBP involves a combination of research evidence and practice wisdom (the definition 

supported in the literature), and seven people defined EBP as “having demonstrated behavior” by 

clients. A number of people defined EBP as something that is defined by politics or outside 

pressures, and several people explained how they “have no clue” how EBP is defined. 

 
Figure 7: Definitions of evidence-based practice 

 

  

In defining EBP as something backed up with research evidence, many comments 

indicated a perception that differs somewhat from the process orientation of the current social 

work literature. For example, one individual stated that “(EBP means) utilizing a research-based 
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curriculum or technique with 80% fidelity to the model,” and another noted that “Evidence-based 

practise (sic) is primarily a phrase utilized (and perhaps invented) by insurance companies to 

warrant and document their management of mental health treatment.” One respondent stated that 

“My definition does not coincide with the correct definition- my definition is what my clients 

report, what people connected with the client report, and what I observe.” Another respondent 

expanded on this sentiment: 

Evidence based practice becomes a tool for reimbursement and people who want a 

cookbook to therapy. It creates a system of therapists similar to school teachers who can 

get by on good enough as long as they write the correct thing down on paper (insurance 

documentation) and agree with the system (insurance/poorly trained supervisor). It 

rewards the task doer… The goal becomes the completion of treatment plans and 

treatment within the required amount of time. The needs of the client are made to fit in 

the box issued by the insurer and protected by the clinician and his/her agency. The 

client’s needs have been shrunk to be made to fit the evidence based criteria for their 

stated problem. 

 

Not all of the comments were negative, however. One respondent pointed out that “Like 

anything, the EBP approach can be corrupted in use with clients and in how it is used to ‘sell’ 

social policy decisions or organizational practice.” This person went on to explain that “(EBP) is 

not the end and be all of social work; but provides a fresh look at the concept of provider 

accountability.” Another response theorized that EBP “appears to have evolved as we have 

attempted to gain credibility as a profession,” while still another defined it as the use of research 

based modalities that have demonstrated efficacy for specific diagnoses. That response, however, 

explained that “it is clear that each of us influences the situation a great deal just based on our 

temperament and whether or not we have the ability to join well and so many other basic skills 

needed prior to evidence based practice (entering the picture).” A vivid description was  



42 

employed to make this point- “Give a mediocre pianist a Steinway piano and the music will still 

be mediocre. Give an accomplished pianist that Steinway, and their music will be even more 

spectacular.” 

 One response called for “constantly reading and consulting with peers to find out what 

works and what doesn’t work. As practitioners, we have to be able to let go of long-held beliefs 

in order to advance the knowledge base of the profession and best serve our clients.” A number 

of responses indicated that they did not know how to define EBP. One respondent stated “After 

reading through these questions, I realized I have no idea what ‘evidence based practice’ is. I 

defined it as… experience… I have a cash only practice, so in the last ten years I’ve had no 

experience with insurance companies. I answered neutral to most of the questions, meaning ‘I 

don’t know.” 

Research Question #2 

What are the barriers that practitioners encounter in accessing research evidence, and is there a 

difference between actual and perceived barriers? 

 

 Participants were asked the following closed-response questions: Whether they subscribe 

to a professional list-serv or database email list (Question #21); whether they have access to the 

internet at home (Question #23) and at work (Question #22); where and how they have access to 

journals and whether cost is a factor or there are other access barriers (Question #25); how 

frequently they engage in access-related behaviors (Question #27); and what they perceive 

barriers to be, both for the profession as a whole (Question #17) and in their own personal 

experience (Question #17). Although many of the access-related questions were oriented towards 

electronic dissemination of information (such as listserv or email lists, and internet access), 
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questions were also asked about non-electronic behaviors, such as consulting with peers, 

continuing education, and conference attendance.  

Descriptive statistics are examined for all outcomes. I examined t-test results for 

Question #17 (There are many reasons why social workers find it challenging to keep abreast of 

the professional literature. How important do you think each of the following reasons are in 

limiting reading for most social workers?) and Question #19 (In your personal experience, how 

important are each of the following reasons in limiting job-related reading for you on a regular 

basis?). The answer sets for these two questions were identical. Eight items, drawn from the 

literature, were presented, with a response set on a 4-point scale from 1(Very important) to 4 

(Definitely not important). McNemar Chi-square tests prohibit small cells to complete 

calculations, and as there were a number of very small or empty cells in these comparisons, a 

series of t-tests was determined to be the most sound method of examination, despite the 

limitation of a 4-point scale. 

 Frequency of access-related behaviors was assessed by asking participants “How often do 

you do each of these things?” and offering categorical options: Daily, A few times/week, 

Weekly, Monthly, A few times/year, Several times/year, Annually, or I never have. Data are 

described in a simplified format, by collapsing the categories into “Monthly or more often” (few 

times/week, daily, weekly, monthly), and “Less than monthly, but at least once a year” (few 

times/year, annually, several times a year), as well as a “Never” category. The behaviors listed 

were: Read journal articles, Read other professional literature, Consult with supervisors or 

experts, Consult with peers, Gather community information, Continuing education or training, 

Internet searches for practice related info, Access research databases, Professional conferences, 

Professional organization mailing or elists, and Other (with a comment section available). These 



44 

items were drawn from the literature describing ways of disseminating EBP and research 

information. 

 Results. Nearly half (47.8%) of participants indicated that they subscribe to a professional 

list-serv or database email list. The majority of participants indicated that they have access to the 

internet at home (65.4% yes; 8.8% no; 25.8% no response), and at work (71.7% yes; 1.9% no; 

26.4% no response). A substantial percentage of participants received journals in print at home 

(41.5%) and/or could access them online (39.6%), while one-third (32.7%) had access to journals 

at the library, and a fifth of participants (19.5%) indicated that they had access to print journals at 

work. Sixteen people (10.1%) indicated that they had access problems to journals, not related to 

cost, and 23 people (14.5%) indicated that cost was a barrier for them in accessing journals. 

 Frequency of access-related behavior is described in the Table 3. The N presented is the 

actual number of people who responded to each item, and percentages presented are out of the 

number of people who responded to each item (not the total sample of 159). For an explanation 

of how categories were created, see the previous section (pps. 47-48). Notable findings are 

highlighted in the table. 

 Respondents could also check the category “Other” and provide a comment in the space 

provided. Eight people chose this option, and indicated that they use social networking sites such 

as LinkedIn, podcasts, or read non-professional books that are related to practice topics. 
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Table 3: How often do you do each of these things? 

Behavior N Monthly or more 

often 

Less than 

monthly but at 

least once a year 

Never have 

Read journal articles 116 64 people (55%) 51 (44%) 1 person 

Read other professional literature 116 76 people (66%) 39 (34%) 1 person 

Consult with supervisors or 

experts 

113 77 people (68%) 34 (30%) 2 people 

Consult with peers 114 104 people (91%) 10 (8.7%) No responses 

Gather community information 114 62 people (54%) 43 (37%) 10 people 

(8.7%) 

Continuing education or training 116 46 people (40%) 70 (60%) No responses 

Internet searches for practice 

related information 

115 73 people (63%) 37 (32%) 5 people 

Access research databases 114 40 people (35%) 54 (47%) 20 people 

(18%) 

Professional conferences 114 7 people (6%) 107 (94%) No responses 

Professional org mailing or elists 112 56 people (50%) 46 (41%) 10 people 

(9%) 

 

 T-tests were run to compare barriers perceived for the profession as a whole in accessing 

and consuming research (ProfBarrier), and those barriers that were experienced personally by 

respondents (PersBarrier). Findings are presented in Table 4, and a discussion of the implications 

of these data can be found in the discussion section in the next chapter. The professional barrier 

is represented by the abbreviation “ProfBarrier” and the personal barrier is represented by the 

abbreviation “PersBarrier” in the table. The items are scored on a 4-point scale, from 1(Very 

important) to 4 (Definitely not important); lower scores indicate greater importance. 
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Table 4: Paired Sample t-test: Personal v Professional Importance 

How important do you feel these items to be for most people? (Professional) x In your personal 

experience, how important are each of these items (Personal)?  

Barrier Mean N SD t-value Sig. 

Time 

   Professional 

   Personal 

Access 

   Professional 

   Personal 

Cost 

   Professional 

   Personal 

Family Commitments 

   Professional 

   Personal 

Lack of Knowledge 

   Professional 

   Personal 

No Workplace Support 

   Professional 

   Personal 

Not Necessary 

   Professional 

   Personal 

Overwhelming 

   Professional 

   Personal 

 

 

1.54 

1.76 

 

2.59 

2.73 

 

2.18 

2.54 

 

2.05 

2.23 

 

2.63 

3.21 

 

2.23 

2.84 

 

3.13 

3.18 

 

2.45 

3.04 

 

113 

 

 

115 

 

 

115 

 

 

114 

 

 

112 

 

 

113 

 

 

111 

 

 

110 

 

.732 

.928 

 

1.07 

1.03 

 

.99 

1.16 

 

.88 

.99 

 

.99 

.88 

 

1.17 

1.22 

 

1.05 

.99 

 

.97 

.96 

 

-2.90 

 

 

-1.44 

 

 

-3.92 

 

 

-2.03 

 

 

-6.39 

 

 

-5.35 

 

 

-.49 

 

 

-6.21 

 

.004 

 

 

.152 

 

 

.000 

 

 

.045 

 

 

.000 

 

 

.000 

 

 

.622 

 

 

.000 

 

Although respondents felt that Time was an important item, this was significantly less 

important to individuals personally than they perceived it to be for the profession as a whole. The 

perceptions and experiences of Access to research were not significantly different, although the 

means fall somewhere in the middle of the scale, indicating that this is neither perceived nor 

experienced as a very important barrier, but cannot be easily dismissed either. Similarly, Cost 

was experienced as less of a barrier for people than they perceived it to be for the profession as a 

whole, although means fall in the middle of the scale. Family Commitments were experienced as 

significantly less of a barrier to people than they perceived it to be for the profession, although 
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the means for this item were also in the middle of the scale. Lack of Knowledge was experienced 

as a significantly less important barrier than it was perceived to be for the profession, although 

means seem to indicate that this is generally not an important item. It appears that there is both a 

perception and an experience that practitioners have the necessary knowledge to find and 

consume research. No Workplace Support was significantly different in perception and personal 

experience, indicating that this is less of an issue for people than they perceive it to be for the 

profession as a whole. Means for this item indicate, however, that this is felt to be relatively 

unimportant as an issue. Not Necessary (i.e., keeping abreast of the professional literature is not 

necessary) was neither perceived nor experienced as an issue for respondents, although there was 

a significant difference in how Overwhelming research was perceived or experienced as being, 

with respondents indicating that they perceived it as more overwhelming to the profession as a 

whole than they personally experienced it as being. Notably, however, the means indicate that 

this was not perceived as an important barrier.  

As a whole, respondents indicated that all items except Not Necessary were perceived to 

be “Important,” although only Time was considered “Very important,” and means drifted upward 

towards the middle of the scale for Access and Lack of Knowledge. In personal experiences, 

however, only Time, Access, Cost, Family Commitments, and Workplace Support were 

considered “Important,” with Time being the only item noted as “Very important,” and means 

drifting up towards the middle of the scale for Access, Cost, and Workplace Support. It appears 

that Time is the only barrier both perceived and experienced as a substantial barrier to staying 

abreast of the professional literature, with Family Commitments (potentially a conceptually 

related item) also rating as quite important to recognize as a barrier. Respondents to this survey 

perceived greater importance of the number of barriers than they actually experienced. 
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Research Question #3 

 

Is the social work practice environment oriented towards evidence-based practice? 

 

 Frequencies and percentages were examined for the following closed-response questions: 

Frequency of consultation with supervisors or experts (Question 27B), and frequency of 

attendance for continuing education or training (Question 27D), as well as frequencies of agency 

required policies (Question 31), encouragement to use EBP (Question 32), being asked to justify 

treatment choices (Question 33), and available time for accessing research (Question 34). 

Suggestions have been made in the literature that EBP may be enacted differently in different 

work environments and that this may be due to factors such as those asked about in the questions 

noted above. Similarly, suggestions have been made in the literature that in places where 

caseloads are high, there is also a tendency to have fewer resources and less support for 

accessing and uptaking research. For that reason, Crosstabs were examined to explore potential 

differences between these items and primary work environment, as well as client caseload size. 

A one-way ANOVA was run considering Caseload as a continuous variable and the above-noted 

as categorical variables. 

 Results. As noted in the first section of this chapter, the majority of this sample noted 

private-practice as their primary work environment (48%). Although most participants in this 

largely white, female sample work in only one main environment, an overwhelming majority 

(88%) work with two or more populations regularly in the course of their work. The average 

caseload size is 31, although there is some variation by work environment on this item, with 

caseloads in medical and government or public settings being higher than those in non-profit or 

private practice settings. 
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Frequencies of access behavior were grouped into “monthly or more frequently,” “less 

than monthly but at least once a year,” and “Never have” categories for simplified description. 

Data indicate that the majority of participants consult with a supervisor or expert monthly or 

more (77people, or 68% of those who answered the question), with a substantial portion of them 

(46 people) indicating daily or weekly consulting. Half as many (34 people, or 30% of those who 

answered the question), indicated that they consult with a supervisor or expert less than monthly, 

but at least once a year, and only two people indicated that they have never done this behavior. 

All participants who responded to the question about continuing education frequency indicated 

that they engage in this behavior at least annually, with the bulk (70 people, or 60% of those who 

answered the question), indicating less than monthly, but at least once a year. Forty-three people 

did not answer the question, and it cannot be known whether they fail to engage in this behavior 

or simply skipped the question. It is likely that the high endorsement of this behavior is tied to 

the high level of licensure in this sample, which requires a particular number of CEUs annually 

for continued license in all states. 

 When examining the entire sample, a majority of people who answered the question (71, 

or 70%) indicated that their agency does not have any policies explicitly requiring evidence-

based practice, with 21 people indicating that their agency does have such a policy. There 

appears, however, to be a bias in this response towards individuals in private practice, for whom 

policy situations may be quite different. In examining this response by primary work setting, the 

bulk of the responses remained in the “no” category, although more balanced responses could be 

seen in Education and Medical/Palliative settings, as shown in Table 5. Small sample sizes, 

however, limit any conclusions that can be drawn from these data. [NB: One individual was 

dropped from this crosstab calculation, as s/he did not indicate a primary practice site.] 
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Table 5: Crosstabs- Policy x Primary Setting Categories 

 Private 

practice 

Non-

profit 

Gov’t/ 

Public 

Education Medical/ 

Palliative 

Totals 

Policy: Yes 4 4 6 4 3 21 

Policy: No 40 13 9 3 5 70 

Totals 44 17 15 7 8 91 

 

 In response to the question “Do your supervisors or managers encourage ‘evidence-

based,’ ‘evidence-informed,’ or ‘research-informed’ practice?,” even numbers of participants 

indicated that they have been asked about this (44 people), as have not been asked about this (43 

people). As before, however, there is a bias towards private practice in this sample, and 

comments written for this question indicate that many people did not respond to this question, as 

they felt it did not apply to them. Of the 83 people who both responded to this question and gave 

a primary work setting, it appears that while Private Practice settings overwhelmingly fell into 

the “Never” category, participants in the Non-profit, Government/Public, and Education settings 

may be more likely to be asked about this than not, although small cell sizes limit any type of 

conclusion from these data. A breakdown can be seen in Table 6. 

Table 6: Crosstabs- Encourage x Primary Setting Categories 

 Private 

practice 

Non-

profit 

Govt/ 

Public 

Education Medical/ 

Palliative 

Totals 

I am regularly 

asked about this. 

(Expected count) 

2 

(8.2) 

2 

(4.6) 

8 

(3.6) 

5 

(1.4) 

3 

(2.2) 

20 

I think I’ve been 

asked about this 

once, twice or a few 

times. 

(Expected count) 

9 

(9.0) 

10 

(5.0) 

2 

(4.0) 

0 

(1.6) 

1 

(2.4) 

22 

I’ve never been 

asked about this 

that I’m aware of. 

(Expected count) 

23 

(16.8) 

7 

(9.4) 

5 

(7.4) 

1 

(3.0) 

5 

(4.4) 

41 

Totals 34 19 15 6 9 83 
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 When asked the question “How often are you asked to justify your intervention choices 

during supervision?,” a similar outcome was found to the “encourage evidence-based treatment” 

question, although comments again indicated that a number of people did not answer this 

question as they did not feel it applied to them. Of the 91 people who answered the question, 

roughly two-thirds indicated that they have been asked about treatment justification: 25 (27%) 

indicated that they are regularly asked; 35 (38%) that they have been asked once, twice or a few 

times; and 31 (34%) have never been asked about this. An examination of the differences by 

practice setting can be seen in Table 7. While nearly half of those in Private Practice have never 

been asked about treatment justification, making them the least likely group to be asked about 

this, it appears that those in Government/Public practice may be more likely than other 

environments to be asked about this, although small cell sizes limit any ability to draw 

conclusions from these data. 

Table 7: Crosstabs- Justify Treatment x Primary Setting Categories 

 Private 

practice 

Non-

profit 

Govt/ 

Public 

Education Medical/ 

Palliative 

Totals 

I am regularly 

asked about this. 

(Expected count) 

11 

(10.9) 

2 

(5.5) 

6 

(3.5) 

2 

(1.6) 

3 

(2.5) 

24 

I think I’ve been 

asked about this 

once, twice or a 

few times. 

(Expected count) 

11 

(15.9) 

12 

(8.0) 

5 

(5.2) 

2 

(2.4) 

5 

(3.6) 

35 

I’ve never been 

asked about this 

that I’m aware 

of. 

(Expected count) 

18 

(13.2) 

6 

(6.6) 

2 

(4.3) 

2 

(2.0) 

1 

(3.0) 

29 

Totals 40 20 13 6 9 88 

 

 When asked the question “Does your work schedule provide time for accessing 

research?” the overwhelming majority of responses (N= 95 out of 108) indicated that they do 
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have time, although not necessarily regularly. Even if all remaining participants to the survey had 

responded “not at all,” this still would have only made 40% of the total sample. A breakdown of 

responses by work environment can be seen in Table 8, although small cell sizes limit 

conclusions that can be drawn from these data.  

Table 8: Crosstabs- Time to Access Research x Primary Setting Categories 

 

 

Private 

practice 

Non-

profit 

Govt/ 

Public 

Education Medical/ 

Palliative 

Totals 

Not at all. 

(Expected count) 

5 

(6.6) 

2 

(2.5) 

5 

(1.9) 

1 

(0.9) 

0 

(1.1) 

13 

Only by using 

my personal 

time. 

(Expected count) 

10 

(12.6) 

9 

(4.9) 

0 

(3.6) 

3 

(1.7) 

3 

(2.2) 

25 

Yes, but 

infrequently. 

(Expected count) 

17 

(18.2) 

7 

(7.0) 

8 

(5.2) 

0 

(2.4) 

4 

(3.1) 

36 

Yes, regularly. 

(Expected count) 

20 

(14.6) 

2 

(5.6) 

2 

(4.2) 

3 

(2.0) 

2 

(2.5) 

29 

Totals 52 20 15 7 9 103 

 

 Two notable points are demonstrated in the table: one-third of the Government/Public 

social workers (a larger percentage than other groups) indicated that they do not have time to 

access research at all, and although a small group (N=9), not a single Medical/Palliative social 

worker said “Not at all.” Although there may be a perception of such settings being extremely 

busy and precluding sufficient reading time, this was not a limitation for these respondents. 

These data, so far, seem to indicate that respondents to this survey are able to find reading 

time; to access supervisors or experts and do so regularly; and to attend continuing education at 

least annually. The majority have no work policies explicitly calling for evidence-based practice 

and they are generally not asked about these concepts. Only 27% are regularly asked to justify 

their treatment choices. Although small numbers preclude any conclusions, it appears that there 

may be some differences between Private Practice environments and other work environments. 
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 Data from the pilot study of this survey and recent literature have suggested that caseload 

sizes are related to workplace orientation towards EBP. The practice field may not be oriented to 

the uptake of EBP because in places where caseloads are high, there is also a tendency to have 

fewer resources to access research information and less actual support for the uptake of EBP, as 

a function of decreased time due to being busy. Internet access, time for accessing research, 

policies, encouragement towards EBP practices, and being asked to justify treatment choices 

were examined using a one-way ANOVA. Caseload size was entered as a continuous outcome, 

using (as before) 95% of the variance to exclude outliers; Access and Policy were bivariate 

yes/no outcomes; Encourage EBP and Justify Treatment were categorical responses. According 

to the calculations, Access (to Internet at Work) is the only variable that was significant 

[F(1,103)=4.78,p=.03]. None of the other items explained any of the variance. These data seem 

to agree with data previously presented for workplaces, where Government/Public and 

Educational settings seemed to have both highest caseloads and greatest access, and one-third of 

the individuals in Government/Public settings indicated that they did not have time to access 

research in their work schedule, a greater percentage of that group than evidenced in other 

groups. 

Research Question #4 

 

What are the attitudes of practitioners towards the concept of implementing EBP in practice  

 

settings? 

 

 Participants were asked whether they consider themselves to be “evidence-based 

practitioners,” based on both a definition that they provided in a previous question (Question 

#15, based on the narrative response given in Question #14), and on a definition that was 

provided to them (Question #18). The definition provided was:  
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Evidence-based practice is a process of including the best available research evidence 

alongside practice wisdom to make clinical decisions, and evaluating the outcomes of 

your decisions. 

 

Frequencies and percentages for these closed-response (Yes/No) questions are examined, and 

Crosstabs and a McNemar Test are explored in order to consider differences in responses to the 

two questions. 

 Participants were asked to rate 14 statements on a scale of 1 (strongly disagree) to 7 

(strongly agree) (Question #16). These items included seven statements that were reverse-coded; 

the statements were randomly presented to each participant as they reached that question in the 

survey. Individual distribution of responses for each statement was examined, and Cronbach’s 

Alpha was considered, to see if these items hung together as an Attitude Index. Although the 

Alpha was .759 at the initial run, two items clearly did not correlate with other items on the index 

and did not belong, so they were dropped, leaving 12 remaining items. Those items are: 

o Evidence-based practice increases accountability. 

o Evidence-based practice protects clients. 

o Evidence-based practice is a process that includes the best possible research evidence 

available, alongside practice wisdom and clinical realities, to make the best possible practice 

decisions. 

o I have positive feelings about evidence-based practice. 

o Evidence-based practice can help provide 'proof' for third-party payer reimbursements. 

o Evidence-based practice protects against untrained supervisors or managers. 

 

Reverse-coded items: 

 

o The evidence-based practice movement is used to compel practitioners to use certain types of 

evidence.  
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o Evidence-based practice disregards practice wisdom.  

o Criteria for evidence that is used in evidence-based practice are often defined too narrowly. 

o I have concerns about cultural validity of available evidence. 

o Evidence-based practice limits the autonomy (individual decision making) of practitioners. 

o Evidence-based practice only applies to practice issues that are currently fashionable. 

 

The two statements that were dropped were: 

 

o I do not have the skills or training to apply evidence-based practice.  

o I feel pressure to use evidence-based practice. (reverse-coded) 

The two dropped items were examined individually; a summary of means for responses to all 

statements is provided in Table 10. Correlations were run to examine the relationships between 

attitude (from the Index score) and characteristics of respondents to see if there are items which 

might predict scores on the scale, such as Years Since Degree, Number of Populations Worked 

With, Number of Environments Worked In, and Caseload Size. An ANOVA was run to examine 

the relationship between Index Mean Score and primary work settings. 

 Results. Participants were asked to define evidence-based practice, then were asked: 

“Using the definition of evidence-based practice that you gave, do you consider yourself an 

evidence-based practitioner?” Of the 119 people who responded to the question, a majority 

(74%) said Yes, although a substantial number (26%) said that they do not. When provided with 

a definition and asked the same question (see above for definition; N=112), a slightly higher 

percentage (83%) said Yes, although 17% indicated that they do not. Comparing 107 people who 

responded to both questions, McNemar’s Test indicates that there is no significant difference in 

responses (p=.143), although a Crosstab indicates that 12 people said Yes to the provided 
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definition, who had said No to the previous question, and five people changed their response to 

No when provided a definition; 14 people remained in the No category, regardless of definition. 

 Initial examination of the 14 Index items indicated that, although Cronbach’s Alpha was 

acceptable (.759), two items clearly did not correlate with other items in the group, having 

negative Item-Total Correlations. These items were dropped (see above description for details 

about individual items), and Reliability Analysis on the Index was run again. Several items were 

explored to drop, but the alpha and item correlations were best with 12 items. Cronbach’s Alpha 

for the index is .833. 

 A Score for the index was calculated using the Mean function, and specifying that if less 

than 4 items were missing in any row, to include the item (NMISS function in SPSS). With 

N=115, the mean score was 4.3 (SD=1.03), and the distribution of scores was normal, as can be 

seen in the histogram. The index is designed such that a higher score indicates more positive 

feelings towards EBP. The mean for overall response is just above the middle of the scale; most 

people fell towards the middle of the range (feeling neither strongly for or against the 

statements), and there is a range of responses edging close to both ends of the scale, with a spike 

of outliers between 5 and 6, and 6 and 7. 
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Figure 8: Mean scores- Attitude Index 

 

Correlations were run between the Index mean score and Years since degree, Number of 

work environments, Number of populations worked with, and Caseload. Only Years since degree 

showed any significant relationship (N=115, p=.026). It appears that a more recent degree is 

correlated with a higher mean score, indicating more positive feelings, although this only 

accounts for 4% of the variance. 

 
Figure 9: Scatterplot of Index mean score x Years since degree 
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An ANOVA looking at the Index mean score (continuous) and Primary Work 

Environment categories indicated that there is a significant relationship [F(4,105)=5.05, p=.001], 

although cell sizes are small in some categories. 

Table 9: Primary work setting participant distribution 

 N Percent 

Private 60 54.5 

Non-profit 19 17.3 

GovtPublic 15 13.6 

Education 7 6.4 

Medical 9 8.2 

Total 110 100 

 

 This finding indicates that work setting has some kind of impact on attitudes, although small cell 

sizes in some categories preclude extensive investigation of this. 

A graphical representation of this relationship seems to indicate a wider variance of 

attitudes about EBP in Private Practice (1) and Non-profit (2) settings than in other settings, such 

as Government/Public (3), Education (4), and Medical/Palliative (5), where attitudes seem to be 

more positive overall. This seems to be consistent with previous findings that there may be 

something substantively different about working in private practice that leads to different 

responses from other practice fields throughout this survey. 
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Figure 10: Scatterplot of Index mean score x Primary work setting categories 

 

 The two items that were dropped were examined individually. For the item, “I feel 

pressure to use evidence-based practice,” the mean response was 4.56 (SD=1.79), with a skew 

towards the top end of the scale; this item was reverse coded, so responses indicate that 

respondents tend to disagree with this statement, although not definitively so (N=113; Min:1-

Max:7). For the item, “I do not have the skills or training to apply evidence-based practice,” the 

mean response was 3.14 (SD=1.35), with a skew towards the bottom end of the scale, indicating 

the respondents tend to disagree with this statement, as can be seen in the Figure 11 (N=71; 

Min:2-Max:6). This response is consistent with other data, as other questions in the survey have 

returned responses indicating that lack of skills is not actually a barrier for respondents. 
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Figure 11: Index item frequency- No Skills 

  

Individual means and standard deviations for the 12 items included in the Index are provided in 

Table 10. 

Table 10: Individual items from Attitude Index  

(1-Strongly agree – 7-Strongly disagree) 

 N Mean (SD) Min-Max 

Accountability 112 4.72 (1.78) 1-7 

Protects clients 114 4.43 (1.67) 1-7 

Process 112 4.94 (1.89) 1-7 

Positive feelings 112 4.77 (1.67) 1-7 

Proof for third parties 114 4.64 (1.90) 1-7 

Compelled (reverse coded) 112 3.73 (1.70) 1-7 

Practice wisdom (reverse coded) 111 4.56 (1.85) 1-7 

Narrow parameters (reverse coded) 97 3.62 (1.22) 2-6 

Cultural validity (reverse coded) 100 3.79 (1.27) 2-6 

Untrained supervisors 96 3.75 (1.33) 2-6 

Autonomy (reverse coded) 92 4.25 (1.35) 2-6 

Fashionable (reverse coded) 78 4.29 (1.33) 2-6 

 

 Data about these individual items indicates that respondents feel relatively positive about 

what may be perceived as benefits of EBP: accountability, protection for clients, and proof for 

third parties. They were slightly less enthusiastic about protection from untrained supervisors, 
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although there were no extreme responses to this item. These findings are supported by narrative 

data that identifies these items as perceived benefits. 

 A number of individual items related to perceived barriers to the use of EBP: feeling that 

EBP is a mechanism to compel practitioners to use particular models, ignoring practice wisdom, 

defining parameters narrowly, issues of cultural validity of research, limiting autonomy, and a 

bias towards fashionable practices. Of these, the means of three items fell above the median of 

the scale, while three fell below the median of the scale. Responses about Practice wisdom, 

Autonomy, and Fashionable practices have means higher on the scale, indicating that 

respondents feel that these are not significant barriers (all three items are reverse coded); 

responses related to Compelling practices, Narrow parameters, and Cultural validity (also reverse 

coded) were somewhat lower on the scale, indicating that respondents indicated somewhat more 

concern about these points. Taken together, it might be interpreted that issues about limiting 

behaviors are of less concern than those issues related to limitations found in the research 

literature.  

The item on the index asking about EBP as a process presented the concept using a 

definition commonly found in the social work literature. The mean for this item was above the 

median of the scale, with a skew towards the top of the scale, indicating that respondents tended 

to agree with this presentation. Although narrative responses elsewhere in the survey tended to 

portray a more technical view of EBP, the responses found for this Index item seem to indicate a 

view somewhat more consistent with what researchers and academics describe in the literature. 
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Figure 12: Index item frequency- EBP as process 

 

The Index item, “I have positive feelings about EBP,” had a mean above the median of 

the scale, with a skew towards the top of the scale, indicating that respondents tended to have 

positive feelings. 
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Figure 13: Index item frequency- Positive feelings about EBP 

 

 Additional comments from participants. At the end of the survey, and in several sections 

throughout the survey, respondents were given the opportunity to provide additional comments. 

A number of these were notable enough to warrant additional consideration. Three people 

commented that “Science is different than practice,” and cautioned against failure to consider 

factors such as relationship and human connection in research. Two people commented that 

topics such as this “change over time,” and that training and perception may be different today 

from earlier decades. One respondent, commenting in this vein, wrote: 

I do not know if evidence informed or evidence based practices are promoted in social 

work education these days, although I certainly hope so! It was NOT part of my 

education in the 80s and I have had to cultivate my own personal development in 

evidence based practice. 

 

Nine people explained that questions about supervision and policies do not apply to them, 

primarily because they receive no supervision at all. Several of these people, however, indicated 

that they seek out consultation when they feel it is necessary, although one noted that “I am not 
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often wrong,” and that years of experience provide ample evidence for practice. Along this same 

line, another person wrote: 

I get the feeling that this (survey) is for beginner therapists, because one does not have to 

look up the answers after many years of experience… After years of experience, it begins 

to become natural to connect with a client and to be able to help the client to moderate 

moods/behaviors the client wishes to moderate. 

 

  Five people commented that feelings of burnout or boredom with reading contribute to 

their inability to adequately do evidence-based practice. One of these individuals wrote “I would 

be an evidence-based practitioner if I weren’t so burnt out,” while another wrote “it's my own 

burnout that is the burden these days.” Others noted that reading journal articles or professional 

literature is very boring and hard to get through as a result. 

  Several people mentioned politics or outside pressures as forces to be concerned with, a 

point that is made frequently in the social work literature. One respondent noted “The 

authorities/leaders in the field appear to be more oriented to political change rather than to 

clinical work.” Several comments referred to insurance providers having undue influence on how 

practice is done, along with concerns that guidelines will be rigidly applied without regard to the 

realities of the patient/client or practitioner preference or context.  

  A number of people commented that time management is an issue, and while there is 

generally time to read the research, sometimes it can be difficult. One individual summed up the 

experience of trying to stay current on knowledge in the field and remain “evidence-based” in his 

busy clinical practice: “When you’re up to your ass in alligators, it’s difficult to remember that 

your initial objective was to drain the swamp.” 
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Chapter 6: Discussion 

  

 The purpose of this study was to increase knowledge about the current state of EBP in 

real-life social work practice settings, exploring the barriers and benefits to the uptake of 

evidence-based practice, and the general feelings of social workers towards this movement. 

Although there is a growing expectation in the practice field that social workers will use 

empirically-supported treatments and practice in an “evidence-based way,” little research has 

actually examined how EBP is applied in practice settings (Crawford et al., 2002; Manuel et al., 

2009; E. J. Mullen & Bacon, 2004; Sheldon & Chilvers, 2002). A number of  studies, however, 

have begun to examine issues related to barriers, facilitators, and attitudes about EBP, and 

information from this exploratory study can be added to the knowledge gained from these other 

studies to begin to form a knowledge base in this area. 

 This research focused on American master’s-level social workers practicing in the United 

States. Participants in this study were recruited as a convenience sample. The resulting sample of 

159 social workers was smaller than hoped for, and cannot be considered as representative of the 

larger population of social workers, either of the United States in general, or of the NASW 

membership. Compared to available data from surveys conducted by the NASW (both a random 

national sample and a self-selecting membership sample), participants in this study were older, 

had more years since their degree, were more likely to be licensed, and were more likely to be in 

private practice (NASW, 2004; 2006). However, the age difference and experience level of this 

sample, while slightly older than the mean of the NASW samples, is not significantly different in 
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range, and similar studies, such as those described in the literature review in chapter 2, have done 

little to parse out age and experience as factors related to attitudes and behaviors towards EBP.  

This sample appears to be fairly computer literate, a quality that may not be that unusual 

in a first-world nation where technology is an increasingly normal part of everyday life. It is not 

unreasonable to posit that a self-selected group of individuals taking an internet-based survey 

about evidence-based practice may be on the upper end of both technological skill sets and 

ranges of freedom to engage in such activities, however research has indicated that high 

percentages of social workers use computers or internet sources in the course of their work 

(Carrilio, 2007; Finn, 2005; Finn & Krysik, 2007; NASW, 2001), and that substantial numbers 

respond to research requests and/or unsolicited emails (Finn & Krysik, 2007, NASW, 2001).   

There is reason to believe that the larger population of American social workers are also fairly 

tech-savvy, so the computer literacy of this sample is unlikely to bias conclusions drawn from it. 

 The disproportionate number of private practitioners in the sample creates a likely bias in 

the results but is not reason to reject the data.  Additional research is needed to determine how 

private practitioners differ from other practitioners, in this case, specifically with regard to their 

perspectives about EBP. This study was designed to explore unmapped areas, and bring to light 

interesting themes that are appropriate for further critical inquiry. Older, experienced, computer 

literate, social workers in private practice constitute a sizeable proportion of master’s-level social 

workers in the United States. Conclusions from this study may be best characterized as 

describing that group.   

Who Responded to the Survey? 

 This research seems to best describe a convenience sample from across the US of 

experienced, mature, licensed social workers with a mean age of 58 years old, somewhat older 
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than respondents in other available studies, and relatively tech-savvy. They tend to be in private 

practice (48% of the sample), with around 27 years of experience, having obtained their MSW in 

the early 1980s. They are more likely than not to be female and Caucasian, and very likely to be 

NASW members, with slightly less than half of the sample (43%) also having a license other 

than as a social worker. They generally have access to the internet at both home and work, and 

are highly likely to be connected to listservs or organizational email lists. This group participates 

in continuing education opportunities and conferences annually, and relies on a network of peers 

for support and information, even if they don’t necessarily get supervision for their practice. This 

finding echoes previous NASW surveys, where less than 34% of the membership reported 

having supervision relationships (NASW, 2004).  

In general, this group works in one or two settings, with more than two types of client 

population groups, and have a mean caseload size of 31, although this ranges from around 26 for 

those in private practice, to up to 53 for those in public or government settings. People in this 

sample tend to know how to access and use technology to obtain information, but tend to use 

quicker, easier-to-manage access points, such as professional networking sites and common 

search engines, rather than more technical or research oriented sites, such as databases or 

research-oriented search engines. This group of people generally relies on skills and practice 

wisdom to guide their clinical practice, with a deep concern for client satisfaction and self-report 

as guides for outcomes. Overall, people in this group work in environments where there is no 

official policy related to the use of EBP, they are not very likely to be asked about evidence-

based or research-supported treatment, and they are only occasionally asked to justify their 

treatment choices. They use target goals more often than objective measures as outcome 

benchmarks in practice, and they range from quite suspicious to enthusiastic about the EBP 
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movement, although the bulk of them were cautious, but supportive of the idea. There appears to 

be a wider variance in opinions about EBP among private practitioners than among practitioners 

in other types of fields, where opinions tend to be more positive. Also, those practitioners with 

more recent degrees tended to have more positive feelings about EBP than those who had 

received their degrees in earlier years. 

While this sample cannot in any way be known to be representative of social workers in 

the US, it appears to provide some insight into a segment of the working population that has 

received little attention in the literature. While educational models that teach EBP focus on the 

next generation of social work practitioners, there remain several hundred thousand social 

workers already in practice in our nation. While research focusing on organizational change and 

support of clinicians within agency settings is incredibly valuable, it may be equally valuable to 

examine the context of private practitioners, who provide services to a wide range of populations 

across the country. While that is not what was originally intended or expected from this research, 

it appears to have been what was inadvertently stumbled upon, providing a window into an oft-

ignored group of providers in our profession. 

How Do Social Workers Make Practice-Related Decisions and How Do They Feel About EBP? 

 

 Respondents to this survey are more likely to consult with peers or mentors before 

making practice decisions than they are to seek out research on a topic. They rely on their 

training and experience as a grounding for decision making. They are influenced heavily by 

clinical observation- using the “try it and see” approach- and common sense, pragmatic 

approaches to information evaluation, meaning they are more likely to rely on a comparative, 

intuitive approach to thinking about research than to rely on an empirical evaluation of 

applicability. PBE (“practice-based evidence”; see p. 36) appears to guide practice-related 
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decisions more than research evidence, which is often perceived as being produced outside of 

real life settings.  

EBP appears to be perceived as more technical (i.e., the use and application of specific 

practices) than procedural -a finding that is consistent with previous research- indicating that 

perceptions of EBP may be a barrier to uptake (Manuel et al., 2009). Data from this survey show 

that while practitioners may be making decisions based on subjective criteria, they are not 

opposed to a procedural approach to EBP, where a variety of types of information (such as 

practice wisdom, client preference, contextual issues, etc.) are considered alongside empirical 

evidence, and where there is clearly a value for research information and training, particularly in 

so-called experts. Respondents were not generally averse to the idea of EBP when presented as a 

process, and indicated that they had skills and access to literature, as well as a general inclination 

to stay current on available research, despite how “boring” it may be to consume.  

Based on such responses, it seems likely that there is a disconnect between the perceived 

model of EBP by practitioners and the model proposed by researchers in the literature; education 

in alternative definitions might be a useful approach. Manuel et al. (2009) define EBP as “a 

decision-making process integrating best research evidence, practitioner expertise, and client or 

community characteristics, values, and preferences in a manner compatible with the 

organizational systems and context in which care delivery occurs” (p. 614), and Gibbs (2003) 

defines the same as “a process of lifelong learning that involves continually posing specific 

questions of direct practical importance to clients, searching objectively and efficiently for the 

current best evidence relative to each question, and taking appropriate action guided by 

evidence” (p. 6). Such definitions incorporate the language used by practitioners, and touch on 

issues which have been identified in this research as critical to consideration, such as context, 
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relativity, values and preferences, and efficient (time-sensitive) seeking. Data from this research 

are consistent with previous studies that have found a need for education and technical support 

around the uptake and perceived benefits and barriers of EBP, since it seems that what 

practitioners who responded to this survey are actually doing may not be that far off from the 

type of process described by the Manuel et al. and Gibbs definitions. Increased education and 

technical support of practitioners in the field, particularly in private practice, might make the 

final leap towards bridging the gap. 

Where Do Social Workers Get Evidence for Practice? 

 

 According to these data, participants regularly read journal articles, attend conferences, 

and consult with peers and experts. Notably, of those who responded to the question, every 

person indicated that they regularly consult with peers, and 91% of respondents did so 

frequently. Consulting with peers, mentors, supervisors, or experts was a distinctly preferred 

option for decision making in practice than other choices, such as accessing journal articles or 

research databases, although searching the internet using popular search engines, WebMD, or 

professional organizational information pages was common.  

Although few people indicated that accessing a database would be one of their top 

choices for getting information about treatment decision making, a substantial number of people 

(94) indicated that they do use them, with only 20 people indicating definitively that they never 

have, although few indicated that they would turn to a database when pressed to make a practice-

related decision. This is not, apparently, due to lack of access or skills, but may be more likely 

related to the pervasive presence and ever-improving technology of popular search engines and 

networking sites in the lives of Americans. It is possible that a minimum comfort level has been 
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achieved with these approaches, leading to an automatic preference for starting with what is most 

familiar (i.e., Google). 

A surprising number of people (102) were subscribed to an organizational mailing or 

elist, and over two-thirds of the total sample (110 people) indicate that they conduct internet 

searches regularly for practice-related information. The most popular places for seeking and 

obtaining information seem to be through portals provided by professional organizations, such as 

the NASW, AEA, and APA, with standard, popular search engines (such as Google, Yahoo, or 

university-based search engines like Extreme Search), and WebMD also being quite popular. 

While reasons for the popularity of some sites over others can only be surmised, in addition to 

the comfort level previously mentioned, it is also possible that research-oriented databases and 

search engines take additional time and energy to use, as a result of the specific ways that they 

must be searched. Although respondents indicated that lack of skills is not an issue and that they 

do periodically access research databases, the extent to which this is actually true is unclear, and 

it is possible that limited or rusty skill sets related to using MeSH searches or similar approaches, 

may limit the inclination to use research-oriented search engines or highly regarded research 

databases, when easier and faster approaches are readily available.  

The knowledge that peer consultation, continuing education, and internet searches 

through professional networking sites and popular search mechanisms are the preferred means of 

getting information for practice is quite valuable. By targeting the dissemination of empirical 

data through these channels, a broader access may be facilitated than by simply compiling and 

warehousing research in collections of systematic reviews in databases. 
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How Do Social Workers Determine the Utility of Evidence and the Validity of Expertise? 

 

 No matter how elegant a set of research findings may be, individual practitioners must 

decide whether to and how to use information in clinical practice. They must determine the 

proximal similarity of the research, and identify whether the new information can be directly 

applied in an instrumental way to their work, or can be conceptually applied, changing the way 

that they understand a situation. Respondents to this survey report that they make these 

determinations by applying practice wisdom; considering the context in which they work; 

comparing client details to those found in research; and consulting with peers, mentors, and 

experts. There was an overwhelmingly subjective position to their responses, both in qualitative 

and quantitative questions. They were evenly divided about whether research conducted in other 

countries or languages is useful, with the majority falling somewhere in the middle, indicating 

that such research is ‘sometimes’ useful. With research that uses different populations within the 

same diagnostic category (such as children with depression instead of adults), there was a much 

more distinct trend to see this as problematic and of less utility. This response trend is consistent 

with other data, indicating that practice wisdom and experience are the primary guiding factors 

in practice decision making; if practitioners have limited experience with the type of population 

that is described in a piece of research, or if their experience has taught them that differences 

across the groups are significant, they will be more likely to question available research 

information, even if data suggest that proximal similarity is good. In other words, it seems likely 

that practitioners would choose their own practice experiences or the suggestions of peers over 

empirical data, when applicability questions arise. 

 As consulting with peers, mentors, and experts appears to be a deeply embedded behavior 

for the practitioners in this survey, the perception of what constitutes an expert is important. 
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Respondents to this survey were definitive in their assertion that practice experience, preferably 

over an extended period of time, was critical. Beyond that, an ability to understand and conduct 

research, backed up with appropriate training and credentials, were the most important qualities 

sought. Comments described a number of other factors, such as network connection, ability to 

teach and supervise, and recognition by peers, but none were so distinct as the call for practice 

experience, backed by an understanding of current research. It seems that the utility of evidence, 

and the perceived validity of expertise or recommendations, are deeply linked to the experiences 

and realities of the clinical practice field, a notion which seems to be more consistent with the 

PBE definition than with conceptualizations of EBP. 

Are Workplaces Oriented Towards EBP? 

 

 No matter the personal orientation of a social worker, if the workplace is not supportive 

of good practice habits such as supervision, continuing education, clear formulation of 

treatments, and consumption of research literature, there is little chance that behaviors will 

become embedded in the work that is produced. Although the bulk of respondents to this survey 

were private practitioners, the impact of their practice environment, as with social workers in 

other settings, remains integral. Practitioners are rarely able to make decisions that are not shared 

by other stakeholders, and the impact of a variety of systems, such as insurance or billing 

requirements, agency policy (when such things apply), client needs or preferences, and political 

or professional pressure may be constantly in play. Factors that impact on the workplace 

included (in this research) the frequency of behaviors such as consulting with supervisors or 

experts, being asked to justify treatment choices, and being asked specifically about evidence-

based or research-oriented practices, as well as the presence of policies, and the availability of 

time and access to consume research literature. 
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 The people described by this research generally consult with supervisors or experts at 

least monthly, with very few indicating that they do not engage in this behavior. They endorse 

behaviors related to continuing education, and all who answered the question indicated that they 

do this at least annually, a finding that may be related to the ongoing need for CEUs for licensure 

in all states. Only 21 people indicated that their workplace has a policy related to evidence based 

practice. While this sample is heavily weighted towards private practice settings, this same trend 

can be seen in Non-profit and Government/public settings; Education and Medical/palliative 

settings, however, seemed to have more evenly balanced responses to this question, and although 

the cell sizes were small for those settings, it seems that there may be differences across types of 

practice fields in terms of policy implementation. It is possible that Education and 

Medical/palliative fields, dominated by other professions, may be more inclined to include 

practicing social workers under the umbrellas of such policies than other fields, such as Non-

profit agencies, where mental health professions tend to dominate. 

 It appears from these data that social workers in private practice are less likely than social 

workers in other settings to be asked to justify treatment choices or to be asked specifically about 

evidence-based or research-informed practice, although this is not universally true. The heavy 

bias towards private practice in this sample precluded solid examination of this area, but there is 

a trend that seems to indicate differences across practice settings, with Government/ public and 

Education being more likely than other environments to be asked about such things. 

Interestingly, while it might be assumed that social workers in Medical/palliative settings would 

regularly be asked about evidence-based or research-informed practice, or about justifications for 

their treatment choices, this did not appear to be the case for those who answered these 

questions. 
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 Concerns about time and access are rampant in the social work literature (Manuel et al., 

2009). Although time to access literature is endorsed as a barrier (see section on Barriers in this 

chapter), the majority of this sample indicated that they do have time in their work schedule to 

consume research. There was an interesting trend in these data: Respondents who had a higher 

caseload tended to be the ones who had less time, a logical result; however, these individuals did 

not appear to be in Medical/palliative or Educational settings, as one might guess, but rather 

tended to be in Government or Public settings, where one-third of the respondents indicated that 

they have no time at all. Respondents indicated overwhelmingly, however, that they have 

internet access at work, as well as access to research databases and journal articles, both 

electronically and in print. 

 In general, this group of people regularly access supervisors or experts, although a 

significant segment of private practitioners indicated that they receive no supervision at all, but 

do consult with experts or mentors as needed. They participate in continuing education 

opportunities and attend conferences at least annually, tend to have no impacting policies related 

to EBP in their work environments, are not frequently asked about EBP concepts, and are not 

often asked to justify their treatment choices. Their work environments appear to offer access to 

research information, along with the time to consume it, although they do not appear to be 

oriented towards high value in integration of research concepts through encouragement and 

support of practitioners. 

Barriers 

 

 There appeared to be some difference between barriers that are perceived to be 

problematic for the profession as a whole, and barriers that were actually experienced by people 

who responded to the question. The number one issue, Time, was endorsed as a highly 
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problematic barrier; however, although people indicated that it was somewhat problematic for 

them, they tended to indicate that they did actually have time to access and read research, when 

asked specifically about the frequencies of those behaviors. More than half of the sample 

indicated that they read both journal articles and other professionally oriented material monthly 

or more often. It is possible that the actual issue here is more closely related to time 

management, rather than the simple provision of time, and that this concern is pervasive. In other 

words, these findings may be interpreted as a deep concern about the ability to manage time in 

such a way as to afford adequate time for such activities, rather than about a more 

straightforward yes or no scenario about whether it exists or not in the grand scheme of things, 

which it clearly does for these respondents. Family Commitments was also both endorsed and 

perceived as a barrier to consuming research, and this may be conceptually related to the issue of 

time management. 

 Access and Cost were recognized as important issues, although not substantially so. The 

means for these responses were in the middle of the scale, with cost being perceived as more of a 

barrier than it was experienced as being. Although these were endorsed as barriers, data that 

respondents regularly consume research literature and attend continuing education and 

conferences seems to indicate that these are, indeed, not substantial barriers. It may be that there 

are unseen trade-offs involved in this, or rather that while some access is clear, given less cost or 

increased opportunity, greater engagement might occur, although such scenarios can only be 

surmised. It seems logical, however, that if people endorse cost and access as barriers, but 

demonstrate that they engage in associated behaviors anyway, there must be some decision 

points surrounding trade-offs in which, what, or where they are accessing information.. 
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 Both Lack of Knowledge and Overwhelming (i.e., research is overwhelming to read) 

were perceived to be more significant barriers to the profession as a whole than to the individuals 

who responded to the question, although the means for these items drifted towards the top of the 

scale, indicating that most people did not find them to be important issues. These findings are 

supported by narrative data, which indicate that there is a general feeling that social workers 

have the skills to consume research and do not find it overwhelming, although they may find it 

“boring” or non-relevant to their clinical practice. Experience with research, or ability to 

understand and interpret it, though, were identified as qualities in an expert, so it seems likely 

that while most respondents felt sufficiently able to engage with research on their own, they felt 

that there are people who may do so better than they. Since consulting with others is an 

embedded practice for these people, relative ability to access and consume research information 

might be less important. In other words, if there is regular access to experts, it may matter less 

that complicated empirical data can be easily understood by the practitioner, since there is 

support available to help it make sense. 

 While there was a statistically significant difference in how important Lack of Workplace 

Support was perceived and experienced as being (the issue being perceived as more important 

than the experience of it), the majority of the sample did not endorse this as an important barrier. 

This may be related to the bias towards private practice in this group, as those environments 

would rely less on external factors, and would be influenced more heavily by factors related to 

time and family commitments. Narrative explanations did little to expand on this finding. 

Narrative data did, however, explain that reading and research are felt to be important, a theme 

that is supported by data indicating that Not Necessary (i.e. reading research is not necessary to 
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work) was not felt to be an important issue, either for the profession as a whole or for those who 

answered the question. 

Manuel et al., in their 2009 workplace study of social workers in urban, non-profit 

clinical settings, also found some difference in perceived and actual barriers when they surveyed 

participants in their study about such things. Perceived identified barriers collected at baseline in 

that study, included many of the same items which were endorsed as perceptual barriers by this 

research, including lack of skills, time, access, and suspicion that EBP minimizes the need for 

practice wisdom. They found that perceptions related to skills, time, and access remained 

identified as barriers, even after their organizational intervention; however, there was evidenced 

change in the perceptions of definitions of EBP and suspicions about minimization of practice 

wisdom. This is partially consistent with findings from this research, despite differences in 

participant demographics: skills, time, and access, while perceived as substantial barriers to 

social workers in practice, might be moderated by other factors, such as time management, the 

presence or absence of family commitments, and access to experts to help translate information 

for practice. 

Implications for Social Work 

 

The William T. Grant Foundation identifies several different types of evidence use, based 

in Weiss, Nutley, & Davies’ definitions (Grant Foundation, 2010). Instrumental use describes 

information being used directly in practice; conceptual use describes instances where the 

understanding of something is changed by exposure to information; and imposed use describes 

instances where use of information is mandated by policy. It seems that most of the respondents 

to this survey approach information use as a conceptual thing, expecting research information to 

change how they understand something or influence the way they do their work. It appears 
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relatively rare that individual practitioners apply information instrumentally--directly translating 

research into their clinical practice--without first considering its proximal similarity or 

trustworthiness, and consulting other sources first. It also appears that there is concern, both in 

the literature and among respondents to this survey, that imposed use will be done, forcing them 

to give up measures of flexibility and sacrifice client preference, points that are identified in this 

research as deeply embedded aspects of social work practice. Such concerns are well founded, as 

some states have begun to restrict the types of interventions and practices that can be used with 

some populations to include only “evidence-based” ones, and there is pressure from some 

research and academic sectors to reduce practice to approaches that can be empirically measured 

and proven effective (IASWR, 2007, p. 4; Shaw, 2004). 

Consistent with previous research, there is a concern in these data about “lack of fit of the 

evidence with the complexities of … practice, including the diversity of clients, situations, and 

circumstances” (Manuel et al, 2009, p. 623). Although attitudes about EBP were fairly positive, 

in general, there appeared to be more concern about issues related to “fit” of research evidence 

than about practitioner behavior, specifically in areas around culture or context being 

appropriately considered in research evidence, and about research being created by sources that 

are outside of the practice field. This finding has an important implication for researchers who 

publish their findings: knowing that practitioners consider the proximal similarity of the data and 

the trustworthiness of the source, making these things clear and transparent could assist 

practitioners in translating research to practice. 

 Findings from this research and previous studies suggest that understanding and 

overcoming the barriers to EBP may be more complex than previously considered (Crawford et 

al., 2002; Manuel et al., 2009; Marsh et al., 2005). While a number of things are generally 
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considered to be challenges in clinical practice- such as time, cost, or access- there is reason to 

believe that these may be more complex concepts than simple yes or no availability issues, and 

may be related to contextual variables present in practice settings. Such contextual connections 

should be explored in more detail, as they may be “amplified in fields such as social work where 

practice contexts vary broadly” (Manuel et al., 2009, p. 616). Indeed, it seems as if there may be 

substantial differences in some of these areas for social workers who do private practice work, 

when compared to those who work in other settings. Furthermore, while literature suggests that 

practitioner skills and knowledge may be significant challenges, behaviors of practitioners that 

involve peer and expert consulting may seem to mitigate the realities of these barriers. 

While there are undoubtedly barriers to the uptake of EBP in everyday clinical practice, 

there are also a number of things which may help facilitate. Facilitators suggested by previous 

research include skills training, supervision and mentoring, protection of time for consuming 

literature, technical support, and funding to ensure access (Addis & Krasnow, 2000; Booth et al., 

2003; Crawford et al., 2002; Gerdes et al., 1996; Manuel et al., 2009; E. Mullen & Streiner, 

2004; Sheldon & Chilvers, 2002). While these points are all supported by the findings from this 

research, it may be more accurate to frame facilitators found here as:  

 mitigation of outside pressures (including things like political or insurance pressure, 

as well as things like family commitments),  

 contextual support for access and time in practice settings (resources),  

 supportive mentorship and technical support from peers and experts in the field, and  

 appropriate ongoing training and education.  
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Plath Model & Grant Foundation Model Fit, and Suggested Alternative Modeling 

 The Plath Model (2006; see diagram on p.13) describes four domains in which practice 

decision-making is embedded: professional, political, interpersonal, and personal. Quantitative 

survey questions were asked about items in each domain, and qualitative responses to open-

ended questions touched on most of the other items in the model. In the Personal domain, skills, 

worker temperament, and training/practice experience were all endorsed as important items in 

decision making. In the Interpersonal domain, it is clear from the narrative data that target goals 

(which could be considered another way to describe assessment of main issues in situation), 

client views and requests, and the nature of relationship were all important items. Additionally, 

both quantitative and qualitative data endorsed the high value placed on guidance of professional 

peers. In the Political domain, the impact of availability of resources and political or external 

pressures on decision making was apparent, although the presence of policies was not a notable 

point. This may be related to the bias towards private practice in this group. While most people 

indicated that they were not governed by an official policy, pressures from insurance companies 

or political orientations of research were mentioned in narratives, along with explanations that 

the application of research in any setting depended in part on the availability of resources to 

support appropriate translation. In the Professional domain, both literature and research findings 

were endorsed as important, although theory and ethical principles were not specifically 

mentioned in responses to the survey. Plath’s center domain--Practice Decision Making--

identifies critical reflection on a number of items, such as desired outcomes, evidentiary 

information, options, likelihood of outcomes and other impacting factors. Although each of these 

items seems reasonable, in light of this research, I would add “suggestions from peers, mentors, 

or experts” to this set, in order to have it more accurately reflect the realities suggested by these 
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data. Overall, it seems that the domains suggested by this model are an accurate reflection of the 

findings from this research. It appears that this model might be an excellent framework for 

consideration of more testable designs. 

 The William T. Grant Foundation model of practice decision making (2010; see diagram 

on p. 15) offers a similar model, also considering a systemic, embedded approach to decision 

making. This model describes a larger context of political, economic and social environment 

surrounding a smaller context containing a number of factors leading to the acquisition, 

interpretation, and use of research evidence. At the larger level, external pressures such as 

insurance companies and political orientation of research seem to fall into this category neatly. 

Similarly, the availability of resources for appropriate translation of research to practice, the 

types of continuing education offered from year to year (i.e. the types of subjects offered), and 

the overall availability of mentors and experts to advise and guide practitioners, endorse the 

items found in the model. 

 Within the smaller context, Policy or Practice Settings, Intermediary Organizations, 

Interactions across Settings, and Characteristics of Research Evidence and Researchers are 

described as factors that would load onto decision making. Each of these items can be found 

reflected in the findings from this research. The impact of settings seems easily apparent in these 

data, as the differences between private practice and other settings have called into question the 

trustworthiness of some data. Intermediary organizations, such as the NASW or listservs that 

people may belong to, evidently have a substantial impact on their ability to acquire evidence. 

Attendance at continuing education events and conferences, along with consultations with peers, 

mentors, and experts can be considered examples of interactions across settings or organizations. 

Characteristics of research evidence and the researchers who produce it appear to have a 
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substantial impact on how proximal similarity to clients is considered, as well as the 

trustworthiness of the sources. All of these factors appear to have an impact on the acquisition, 

interpretation, and use of research evidence, or perhaps more accurately, on whether and how a 

model reflective of EBP will be applied, or whether the practice decision making of social 

workers will more accurately be reflected in what can be identified as a PBE, or practice-based 

evidence model. The Grant Foundation model appears to be another accurate way to consider 

practice decision making in social work. 

While the two models discussed (Plath, 2006, and Grant Foundation, 2010) both offer 

insightful frameworks within which to consider how social workers make decisions and use 

evidence in practice, there may be adaptations to these models which could improve on testing 

and application. By considering how each model (one used to frame the research, and one 

compared post-hoc to the study) reflects the data, it is possible to consider which categories offer 

the most reliable connection to the available data, and what their relationships might look like. 

One suggested model of how research evidence is used in practice might look like the graphic 

presented in Figure 14. This is a preliminary model, suggested from analysis of this data set. It is 

possible that this model would look different for different types of practitioners; additional 

research is required to test it, and such testing is outside of the scope of this dissertation. 
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Figure 14: A proposed model of research use in practice 

 

Limitations, Unanswered Questions, and Proposed Future Research 

 

This research is limited by sample size, data limitations, and lack of assurance of a 

representative sample. Although several people indicated that they felt some questions or 

response alternatives did not apply, there was little information provided about how to interpret 

responses that they did provide. The conclusions reached are generally consistent with previous 

research, however, particularly concerning perceptions of barriers. Still, the small sample size 

limits the consideration of contributing details, such as practice environment. As this research 

was conducted using a convenience sample, there are strong limitations on the generalizeability 

of these data, although findings suggest that there are some interesting trends that call for further 

investigation. The sample is heavily weighted with social workers in private practice and so 

conclusions may apply more strongly to that group. 
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Although the MSW is the most common degree level among practitioners in the US, it 

would be interesting to examine a sample that included individuals at other degree levels, in 

order to explore the differences in behaviors and perceptions about EBP. This could provide 

some insight into when in the process of training skills are obtained and attitudes are developed 

in relation to EBP. Such knowledge could help advance models of training that more accurately 

target the expansion of skills related to this area. 

Additionally, a more in-depth investigation of the differences between private practice 

and other fields of social work practice is clearly called for by this research. With hundreds of 

thousands of social workers in practice in the US, even a small percentage of the total would 

represent a substantial workforce. Information shedding light on the uniqueness of private 

practice work and the factors at work in such environments could be extremely valuable to the 

profession. 

 Similarly, as consultation with peers, experts, and mentors is clearly indicated as a source 

of information and support among practitioners in this research, further investigation of this 

phenomenon is called for. Do interagency and research partnerships affect the instrumental use 

of research evidence in practice? How do such partnerships facilitate the quick translation of 

research to practice? 

Finally, with ever increasing and unprecedented global access to information, both in 

databases and through search engines, consideration about international differences in 

acquisition and interpretation of research evidence is called for by this research. While social 

workers are faced with similar tasks and professional parameters in other countries, the contexts 

in which they practice, the political and external pressures, and the resources available will vary 

widely. How research information is obtained, how utility of information is determined, and how 
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decisions are made about client treatment in other (non-American) contexts could provide 

valuable information that could introduce better ways of disseminating information and 

supporting the technical needs of social workers around the world. 
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Appendices 

 

Appendix A: Detailed Description of Previous Studies 

 

o Addis & Krasnow, 2000 

o Booth, Booth, & Falzon, 2003 

o Gerdes, Edwards, Haslam, & McCartney, 1996 

o Mullen & Bacon, 2004 

o Sheldon & Chilvers, 2002 

 

Related studies (Bolland, 1998; Rubin & Parrish, 2007). 
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Addis & Krasnow, 2000. 

 

Addis and Krasnow (2000) noted that, despite the substantial literature concerning the 

use of practice treatment manuals and EBP, “absent are any data on how the majority of 

practitioners feel toward psychotherapy treatment manuals. Nevertheless, it is practitioners who 

are the potential users of treatment manuals and the ones who will ultimately determine whether 

manuals make helpful contributions to clinical practice” (p. 331). As a result of this observation, 

they endeavored to survey a large national sample of practitioners regarding their attitudes and 

beliefs on this topic. With a large sample size that they deemed to be representative of the overall 

membership of the American Psychological Association (APA), they report that the results of 

their research “suggest that while many practitioners see the advantages of empirically supported 

clinical practice, practitioners are also concerned with professional autonomy, the quality of the 

therapeutic relationship, and being able to provide quality care for clients in the context of 

managed care” (p. 337). In general, there was some division by primary practice setting. These 

authors highlight in their conclusion that there is a need for additional dialogue between 

researchers and practitioners regarding the obstacles to manualized treatments and other EBPs in 

clinical practice. They also note that “there is a strong need for more information on practicing 

clinicians’ thoughts and feelings about… the role of empirically supported treatments in clinical 

practice” (p. 337), and suggest that a variety of formats should be used to get this information. 

Notably, they highlight the fact that their study, one of the very few to directly consider the 

opinions of practitioners, focused on psychologists, and that “little is known about how social 

workers and master’s-level clinicians feel about… empirically supported interventions,” and 

point out that “in the current clinical practice context, master’s-level clinicians are responsible 

for more and more direct patient contact” (p. 338). 
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Booth, Booth, & Falzon, 2003. 

 

Booth, Booth, & Falzon (2003) sought to investigate how practitioners felt about training 

and research skills that they had been taught. They found some evidence to support literature that 

proposed that “such eccentric activities” (p. 192) as reading or studying, or questioning practices 

for presence of evidence were not highly valued by the hierarchical value systems in the 

workplaces, and that in general “action is favored over reflection” (p. 193). The researchers 

found that 86% of respondents had experienced times when they felt the need to find research or 

related materials to support clinical decision making; 44% of respondents had been trained to 

apply research findings to practice; 42% had been trained to search using the internet; 35% had 

been trained to “interpret research findings,” and 24% had been taught specifically how to search 

literature databases (p. 195). A solid 72% “claimed to have heard of ‘evidence-based social 

care’” (p. 195), and 58% of the total thought that placing a greater emphasis on inclusion of 

research in provision of social care is a good idea. Thirty-four percent said that “they welcomed 

the idea, but had some misgivings” (p. 196), and 5% responded that they did not like the idea, or 

that they felt it was nothing new. Less than 50% of respondents “showed significant interest in 

reading and making sense of research literature (critical appraisal)” (p. 199). 

Information from interviews highlighted the heavy workloads of practitioners, limited 

accessibility to relevant information, and time restrictions related to finding and reading research. 

Some respondents explained that the workplace culture encouraged practitioners to implement 

the plans of untrained managers, leaving little or no room for debate. Other respondents 

explained that their weak research skills put them in a position of needing to rely on others to 

determine what is valuable or important, and some respondents expressed concern that “research 

itself was suspect” (p. 197), referring to wariness about accuracy or statistical interpretation and 
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fear that EBP would lead to “fashionable clients receiving more services than those towards 

whom research is not directed” (p. 197).  

Gerdes, Edmonds, Haslam, & McCartney, 1996. 

 

Using a postal survey to query a sample of Utah state licensed social workers, these 

researchers examined “approaches and methods used by LCSWs… to evaluate their own 

practice,” as well as their confidence in doing evaluation and facilitators and barriers to the use 

of evaluation in practice (p. 28). They based their research in previous literature indicating that 

social workers generally include some measures of self-evaluation of practice effectiveness, but 

also tend towards non-empirical methods of outcomes measurement. They pointed out that 

available literature usually reported on how practitioners dealt with outcome measures, and not 

on decision making behaviors.  

Survey data indicated that less than 1/3 of respondents had strong confidence in their 

ability to empirically demonstrate practice effectiveness. However, greater than 1/3 of them 

reported strong confidence in their ability to implement single-system design evaluation. 

Approximately 1/3 of respondents reported reading research articles occasionally, and 22% 

reported that they did so very often or often. Nearly half of their sample reported that they 

operationalize target problems “very often,” but only 1/3 said that the use of evaluative 

instruments is encouraged in agency practice; 43% said that the use of such instruments is rarely 

or never encouraged at their practice setting.  

The use of empirical approaches to evaluate practice was significantly related to having 

received hands-on training in doing so in graduate training programs, but was unrelated to degree 

level (PhD or Masters), program attended, years experience, current practice setting or specialty, 

or gender. Time to fill out forms and appropriate training in the use of specific instruments were 
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cited as obstacles to using empirical methods of practice evaluation. Interestingly, more 

respondents (3/4 of the total sample) indicated that they evaluate their practice using empirical 

means than indicated that they use instruments to do so. 

Mullen & Bacon, 2004. 

 

Mullen & Bacon (2004) describe the available information on practice guidelines, noting 

that although guidelines have been promoted for a number of years in allied fields such as 

medicine, “little has been written about practice guidelines in the social work literature” (p. 3). 

They go on to note that even less has been written about the direct views of practitioners about 

EBP and practice guidelines. They offer that while the May 1999 issue of Research on Social 

Work Practice was dedicated to practice guidelines and clinical social work (a notable exception 

to the dearth of available literature, they point out), “the authors are relatively silent on the 

question of how agencies and practitioners view this development. A review of the literature 

beyond social work journals indicates that little has been written about the practitioners’ views” 

(p. 3). 

In light of this finding, Mullen & Bacon conducted a survey of mental health 

practitioners addressing the actualities of implementation of EBP. The researchers found that 

social workers seem to be poorly informed or unaware of practice guidelines and how to use 

them. Despite this, data showed that once informed, social workers seem to be well inclined to 

openness related to new ideas. The researchers also found that social work practitioners appear to 

consume research literature at very low rates, instead using consultation and/or supervision as 

primary gateways to research knowledge or agency policies. According to the data, social 

workers were open to the idea of practice guidelines or EBP in general, as long as it was felt to 

be beneficial to practice, and not limiting of clinical decision making or practitioner and client 
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input. These practitioners also indicated that “their preference is for guidelines that represent 

professional consensus rather than research evidence” (p. 18). Comments related to this assertion 

indicated that this was due to a feeling that the people making the guidelines were not social 

workers, that guidelines emphasized short-term, cost-oriented treatments, and that guidelines 

were not needed due to “their professional competence or the apparent effectiveness of their 

work” (p. 13). Although this was true for the majority, there were some social workers that 

behaved more similarly to psychologists or psychiatrists in the sample, where they expressed a 

preference for research over consensus, and regularly consumed professional literature. Of these 

individuals, the researchers comment that “it is likely that their training has provided them with 

research skills of relevance to practice” (p. 18). 

Sheldon & Chilvers, 2002. 

 

Sheldon & Chilvers write about the summary results of a large survey done in the UK 

investigating the attitudes of “professional-grade social care staff,” the availability of materials 

and time to engage in professional development, and the knowledge and skill level of research 

matters among the population surveyed. The authors point out that the field of social work has 

worked hard, particularly in the USA, to move the matter of usefulness above the shifting 

political ideologies and away from the fickleness of politically based funding.   

The authors also note that standards about acceptable evidence vary across disciplines, 

and in a profession where the culture tends to favor “action over reflection,” this compels us to 

clearly explicate our intentions and expectations. Five primary reasons are given to summarize 

the reasons for the EBP movement in the UK: translating results of existing research into 

practice settings, ensuring availability of research findings to social service agencies, 

collaborating with educators to ensure adequate education and training, improving the general 
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dissemination of research findings to the public and practitioners, and commissioning new 

research. They caution that we must learn from our history, noting that social work is a field 

where old ideas are often recycled with new names, new initiatives frequently dry up when the 

politics shift unless there is historical grounding, and large movement in the field depends on the 

widespread discussion among professionals in order to “secure informed consent from staff 

regarding the extra work to be done” (p. 9). They also caution that we are prone to fads and 

fashions, and that not all eventualities can be predicted, so judiciousness necessarily includes 

sound clinical judgment. 

The authors lay out some organizational challenges that emerged from their research.  

These include ongoing support and training for practitioners, sound pre-professional research 

methodology education, institutional inclusion of research through incorporation into 

departmental meetings and supervision, and support facilities (such as reading rooms, libraries, 

computers, etc.) available to professionals in their workplaces. They also note the importance not 

only of a sense of personal and professional responsibility to stay up-to-date, but also of an 

expectation of institutional and administrative support to practitioners to remain so. Sheldon and 

Chilvers point out that support of this kind continues to be rare, partly a function of workplace 

pressure, but also that there are few collaborative arrangements between research settings and 

agencies devoted to supporting the common purpose of expanding best practices. 

Survey results found that institutional supervision is most often taken up by risk and 

process issues, and little if any time is spent on applying theory or research knowledge. They 

also note that there is usually little or no time for professionals to absorb materials such as 

journals or research papers, despite a high percentage of endorsement that research does have 

relevance to the field of practice. They go on to frame the argument that if there is no 
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encouragement to stay informed, that leaves the only avenue of knowledge one of experience 

and anecdotal conjecture, creating a disconnect in the definitions of “evidence” that are used 

across the field. The authors point out that there appears to be a disconnect between the 

endorsement of the idea of EBP and the realities of implementing it. 

Related Studies (Bolland, 1998; Rubin & Parrish, 2007). 

 

There have been several studies which approached related topics, such as surveys 

regarding the views of educators on practice and paradigmatic assumptions. Bolland, in her 1998 

dissertation, writes that research is conducted under the umbrella of a framework of assumptions, 

and those guiding assumptions “have serious implications for how knowledge is generated and 

accepted” (p. 1). This point is similar to current debates concerning evidence-based practice, in 

that there continues to be concern and debate about what constitutes evidence and appropriate 

methods for obtaining it. Bolland states that the development of research knowledge is impacted 

by the implicit and explicit “paradigmatic assumptions” of the individual doing the research, and 

that there has been little investigation (as of that dissertation) into explicating or exploring those 

assumptions. She reports that the assumptions underlying the individual views of researchers 

may be influenced or shaped by a number of factors, including “pragmatic considerations, their 

graduate education, differences in temperaments and values, and the established practices of the 

relevant research community” (p. 2). Bolland explains that control over who defines, studies, 

interprets and intervenes in problems gets into the issue of power and control, particularly as 

research is applied to policy, and policy impacts practice, which generates additional research 

and policy action.   

 Bolland’s dissertation demonstrates that debates about appropriate ways of knowing and 

gathering information while remaining true to the values of social work are nearly as old as the 
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profession. Although much has been said over the decades, the basic point remains unsolved: 

that there is not consensus as to what constitutes acceptable knowledge, ways of knowing, or 

methods for gathering such knowledge. She proposes that “additional study of the specific 

assumptions that guide research may help to reduce the dysfunctional arguments and allow, 

without apology, both practice wisdom and findings from disciplined inquiry to inform practice” 

(p. 93). This study is informative to the current research, as the author was looking at what 

people actually do, rather than simply at theory. 

Rubin & Parrish (2007) did a national survey of social work educators regarding their 

views on evidence-based practice instruction. The respondents were primarily PhD level faculty, 

and there was a low response rate of master’s level and field instructors who teach direct practice 

courses. Findings suggested that there is an overall mixed view of EBP overall, and that a large 

percentage (more than half) of respondents would consider data from other than experimental 

studies as sufficient to determine that an intervention is evidence based, or to teach such 

information as evidence based to students. The authors estimate that at least 24% of social work 

educators view qualitative research alone as sufficient for deeming an intervention as evidence 

based.   
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To: [Email] From: twharton@ua.edu  
 

Subject: Practice survey for social workers: Please help.  

Body:  

Hello,  

I would like to ask for your help with research about social work practice. Please help me by filling out a survey on 

the topic ( <hyperlink> , or go to www.EBPsurvey.com). A donation will be made to the IFSW scholarship fund for 

everyone who completes the survey.  

 

I received your email from the professional registry of social workers, and I will not contact you for any other 

reason. If you would like to be removed from my email list, please email me at twharton@ua.edu, or click the link at 

the end of this email, and I will do so immediately. I will be sending out two more emails with reminders and the 

link to the survey, as well as a final thank-you email. If you choose to participate, you will have the opportunity to 

provide your email at the end of the survey so that you can receive a copy of the final report. Aside from the emails 

provided in this way, I will not retain the original email list beyond the completion of this study.  

 

This web-based survey takes about 30 minutes to complete, and a donation will be made to the International 

Federation of Social Work scholarship fund for each participant.  

 

You will be able to stop and save your answers, as well as skip questions and return to them later, so you do not 

have to complete the survey in one sitting.  

 

There is text on the log-in screen that explains all the details about the survey, and your rights as a participant, so 

please read that carefully before you continue into the survey. There will be no way for me to know who 

participates, or to match your identifying information to your responses. Survey Monkey will not provide me with 

any info regarding your IP address.  

 

Here’s the link: www.EBPsurvey.com, or you can go to: <hyperlink>  

 

I will donate fifty cents (.50) for every person who participates to the International Federation of Social Work: 

http://www.ifsw.org/en/p38000693.html. This organization is the international voice for social work worldwide, 

supporting research, education, and partnerships across 80 member nations and over half a million members 

worldwide.  

 

Please feel free to email me or contact my supervisor, Kathleen Bolland (kbolland@sw.ua.edu), if I can answer any 

additional questions or concerns related to this study. Thank you very much for your participation, and I look 

forward to sharing the results with you.  

 

For more information about me, you can visit my website: www.bama.ua.edu/~twharton.  

For more information about the University of Alabama School of Social Work, you can visit the website at: 

www.socialwork.ua.edu.  

 

Tracy C. Wharton, M.Ed., MSc (Oxford)  

PhD Candidate, School of Social Work  

University of Alabama  

twharton@ua.edu  

In US: (205) 409-4424  

In UK: (44) 01865 589 972  

 

Please note: If you do not wish to receive further emails from us, please click the link below, and you will be 

automatically removed from our mailing list.  

http://www.surveymonkey.com/optout.aspx 
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List of social networking sites where the link was posted: 

 

LinkedIn page for Network of Professional Social Workers 

 

Facebook: 

Critical Social Workers’s wall (1,834 members) 

NASW’s wall (11,251 members) 

Facebooks National Association of Social Worker’s wall (7,885 members) 

Status update with link (reposted by several friends and family) 

Social Work Action Network (SWAN)’s wall (184 members) 

Social Work!’s wall (236 members) 

Alabama School of Fine Arts students and graduate’s wall (950 members) 

SWEETS:Social Workers Empowering Each (other) to Succeed wall (555 members) 

UA Social Work PhD students, Candidates, and Alum’s wall (19 members) 

AL NASW chapter page (110 members) 

 

Postcard format: 

 

Please help with research about social work practice! 

www.EBPsurvey.com 

A donation will be made to the IFSW scholarship fund for every participant. For more 

information, please visit the website, or email twharton@ua.edu. 

Thank you for your help, and have a bright and prosperous New Year! 

Tracy Wharton 

bama.ua.edu/~twharton 
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Appendix C: Original Question Grid Used to Create Survey Prior to Pilot Study 
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Research Question: What do practitioners (of social work/social care) consider as “evidence” and how 

much variability is there in this? 

Question Answer Notes Source 

Personal Domain    

What gender are you? 
male, female, 
transgendered/transsexual 

gender v. sex: interested in 
social action not biology, so 
gender.  

Age? 
20's; 30's; 40's; 50's; 60's; 70's; 
80's (pull down menu) 

afraid that ppl may not give 
me a number, or I may insult 
by asking, so categories will 
work ok for this  

Nationality? US/UK/Other comparative study?  

 Ethnicity/Race? 

White (American)/ White (British or 
Irish)/ White (Scottish)/ Other 
White background/ Black 
(American)/ Black (ethnically 
British or Irish)/ Black (ethnically 
Scottish)/ Black (ethnically 
Caribbean/ African)/ Other Black 
background/ Asian, Asian-
American, 

will be combined to White, 
Black, Asian, Mixed/Other, 
missing, and divided by 
country 

adapted from 
the survey 
from the 
British 
Government’s 
Higher 
Education 
Statistics 
Agency 

What degree do you 

have? 

Technical training (other than 
college)/ Bachelor's or 
undergraduate college/ Master's 
level/ PhD or advanced graduate 
training 

need to verify education 
levels in UK; sent email to 
Mark Baldwin at Univ of Bath 
School of SW 

Sheldon & 
Chilvers, 
2000 

Do you hold any of the 

following professional 

qualifications/licensure? 

UK: DipSW, CQSW, CSS, 
DipCOT, lic. Psych or psychi., 
Other; US: LGSW, LICSW/LCSW, 
PIP (specialty certification), lic. 
Psych or psychi., LMHC/ LMFT, 
Other 

need to use this to screen 
appropriate respondents; 
need to verify licensure 
levels in UK, since source is 
7 yrs old 

adapted from 
Sheldon & 
Chilvers 
(2000) survey 

When did you graduate 

with your most 

advanced degree or 

training? 

within the last 12 months/ 2-3 
years ago/ 4-6 years ago/ 7-10 
years ago/ more than 10 years ago 

in the last 3 years, changes 
in the UK system of 
education have begun; an 
overhaul of their system is 
currently underway; in the 
last 6 years, internet access 
in both countries has 
increased 30%; EBP was 
officially called for about 10 
years ago (1997ish);  

Do you have additional 

education beyond your 

degree (aside from 

single-day CEU 

trainings)? yes/ no/ (comment) Demographic  

How do you determine 

whether you have been 

effective with a case? (text box; open-ended question) 

“Practice-based ways of 
knowing” (Chwalisz, 2003, 
p.505); Labour Gov't and 
NASW calls for better EBP  

Chwalisz, 
2003; Labour 
Gov't and 
NASW 
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declarations 
from the late 
1990's 

Please comment on your 

feelings about defining 

Evidence in your 

practice. (text box; open-ended question) 

"how favorably or 

unfavorably do you view 

the evidence-based 

practice movement" 

(Rubin & Parrish, 

2007);“knowledge derived 

from research and practice 

evaluation, including local 

and indigenous knowledge 

specific to its context” 

(IFSW, 2006); UK 

National A 

IFSW, 2006; 
O'Dwyer, 
2004; Sackett 
et al, 1998; 
Rubin & 
Parrish, 2007; 
Sheldon & 
Chilvers, 
2000 

Do you consider 

yourself an evidence-

based practitioner? 
yes/ no/ depends on the context/ 
(comment) 

"the conscientious, explicit, 
and judicious use of current 
best evidence in decision 
making" 

Sackett et al., 
1998 

Which of the following 

is consistent with your 

definition of evidence-

based practice? (please 

click on all responses 

that apply) 

It is a process that includes 
locating and appraising credible 
evidence as part of practice 
decisions; It is a way to designate 
certain interventions as empirically 
supported under certain 
conditions; Other [Please specify:]; 
Not sure (or "I don't have a  

question from previous 
survey of educators 

Rubin & 
Parrish, 2007 

how do you know what the 
risks and benefits of an 
intervention are (in other 
words, what kind of 
information do you look 
for)? (text box; open-ended question) 

checklist surveys seem to 
indicate that sw's will check 
off nearly everything on the 
survey and reasons are 
unclear; not interested in a 
researcher-imposed 
hierarchy, but with the 
reality. 

Gambrill, 
2006; Rubin 
& Parrish, 
2007 

Where do you regularly 
get information about risks 
and benefits of 
interventions or 
treatments? (Please check 
all that apply) 

reading or referring to journal 
articles; reading other professional 
literature; Consultation with 
supervisors or experts; 
consultation with peers; continuing 
education or training; internet 
searches; access of research 
databases; Professional 
conferences 

choices adapted from Mullen 
& Bacon survey 

Mullen & 
Bacon, 2004 

    

Professional Domain    

Have you been to a 

professional conference 

(or departmental 

training course in the yes/ no 

method of data 
dissemination; adapted from 
Sheldon & Chilvers, 2000, 
section re: departmental 
influences on use of 

Sheldon & 
Chilvers, 
2000 
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UK) in the last 2 years? research 

Do you belong to a 

professional 

organization? (please 

check all that apply) 

NASW; APA; EvidenceNetwork; 
BASW; SSWR; IASSW; IFSW; 
AEA; Other [Please specify:] 

method of data 
dissemination 

Sheldon & 
Chilvers, 
2000 

Are you a subscribed to 

a professional list-serve 

or database email list? yes/ no 

method of data 
dissemination; Sheldon & 
Chilvers, 2000, asked a 
question about various 
things that are available for 
data access (i.e. abstract 
summaries, databases, 
journals, etc). List-serves 
and elists did not become 
popular until after this 
publication.  

How often do you or 

your agency collaborate 

with 

researchers/evaluators 

(that you are aware of)? 

I am not aware of any 
collaborations/ It happened once/ 
once or twice that I am aware of/ 
periodically/ regularly/ Other 
(comment) 

exposure to 
research/evaluation  

Do you have access to 

the internet? 

yes at home and work/ yes at work 
only/ yes at home only/ yes, but I 
have to go somewhere else to 
access it/ no 

census data show that 70% 
of US adults, and 67% of UK 
adults have access to 
internet 

UK and US 
Census data 

Have you ever, or How 

often do you use the 

internet to look up 

information that would 

be helpful in practice? 

daily or nearly so; a few 
times/week; about once/week; 1 or 
2 times/month; several times/year; 
once or twice/year; less than 
once/year; I never have 

freq scale from Mullen & 
Bacon survey; the existence 
of databases such as 
Cochrane, Campbell, 
NREPP, CLEX, etc., 
presumes that practitioners 
access them. Sheldon & 
Chilvers survey asked about 
access to computer 
databases 

Mullen & 
Bacon, 2004; 
Crisp ; 
Sheldon & 
Chilvers, 
2000; various 
databases 

where on the internet do 

you go to find 

information about 

interventions or 

treatments? (please 

check all of the choices 

that you have used in the 

past) 

N/A; google/ webmd/ professional 
org websites (such as APA, NASW 
or BASW), databases such as 
Cochrane or Campbell 
Collaborations, SCIE, 
EvidenceNetwork, etc./ Other 
(blank text box) 

as far as I can tell, this has 
never been asked; the 
existence of databases 
presumes that practitioners 
access them, but the 
proliferation of so many may 
make access more difficult in 
my opinion; Howard et al 
(2006) note that there are 46 
databases that t  

Do you or your agency 

have subscription(s) to 

journal(s)? (check all 

yes, I get journals at home/ yes, 
we get journals at my workplace/ 
no, I don't have access to journals 

method of data 
dissemination; Sheldon & 
Chilvers, 2000, asked 
several questions about 

Sheldon & 
Chilvers, 
2000 
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that apply) access to journals 

How often do you read 

articles in professional 

journals or other 

professional literature? 

daily or nearly so; a few 
times/week; about once/week; 1 or 
2 times/month; several times/year; 
once or twice/year; less than 
once/year; I never have 

freq scale from Mullen & 
Bacon survey; question also 
asked by Sheldon & 
Chilvers, 2000 

question 
adapted from 
Mullen & 
Bacon, 2004, 
and Sheldon 
& Chilvers, 
2000 

Has your practice ever 

been changed by 

research findings? yes/ no/ not sure 

question asked by Mullen & 
Bacon; also asked by 
Sheldon & Chilvers, 2000 
with a series of specific f/u 
questions 

Mullen & 
Bacon, 2004; 
Sheldon & 
Chilvers, 
2000 

How was your practice 

changed by research 

findings? (please check 

all that apply) 

medication application/use; I 
started using an intervention (other 
than medication) that I had not 
used before; I stopped using an 
intervention (other than 
medication); I changed jobs; not 
sure; Other (comment) 

question asked by Mullen & 
Bacon; series of questions 
that expanded this question 
were asked by Sheldon & 
Chilvers, 2000 

Mullen & 
Bacon, 2004; 
Sheldon & 
Chilvers, 
2000 

Do you have 

opportunities to consult 

either a line-manager or 

a supervisor about your 

work? 

daily or nearly so; a few 
times/week; about once/week; 1 or 
2 times/month; several times/year; 
once or twice/year; less than 
once/year; I do not have such 
opportunity; on an ad-hoc basis; 
(comments) 

question adapted from 
Mullen & Bacon survey and 
from Sheldon & Chilvers 
survey 

Mullen & 
Bacon, 2004; 
Sheldon & 
Chilvers, 
2000 

What is the primary 

reason for which you 

usually seek 

consultation about a 

case? 

the consultant's knowledge of 
research findings or how to 
interpret research; knowledge of 
clinical theory; clinical wisdom or 
experience; knowledge of 
administrative requirements; I don't 
usually seek consultation; Other 
(comment) 

question asked by Mullen & 
Bacon 

Mullen & 
Bacon, 2004 

Are research findings 

discussed at team or 

other departmental 

meetings? 
Often, Sometimes, Hardly ever, 
Never 

question from Sheldon & 
Chilvers, 2000, in section re: 
departmental influences on 
use of research 

Sheldon & 
Chilvers, 
2000 

When is the last time 

you attended continuing 

education that included 

research evidence, or 

information about 

interpreting or applying 

research evidence? 

N/A, or I haven't done continuing 
ed/ within the last 12 months/ 1 to 
3 years ago/ more than 3 years 
ago 

method of data 
dissemination; adapted from 
Sheldon & Chilvers, 2000, 
section re: departmental 
influences on use of 
research 

Sheldon & 
Chilvers, 
2000 
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Do you think there is a 

difference between the 

theoretical and practical 

definitions of evidence? 
no/ yes/ sometimes or depends on 
the context (comment) 

translational issue; not sure 
this has ever been asked 
before.  

What makes someone an 

expert? text box 

practice guidelines are 
usually made by consensus 
of experts, particularly in the 
absence of objective 
evidence; not sure this has 
ever been asked, although 
Barrett found a preference 
for expert guidance to 
unfamiliar research Barrett, 2003 

Do you think it makes a 

difference if treatment 

research is done in 

another country? 
yes, always; it depends on the 
context; not at all; comment field 

systematic reviews and 
meta-analyses usually 
include all available 
research, regardless of 
context in which it was 
conducted; Sheldon & 
Chilvers, 2000, ask about 
different kinds of research 
studies and articles; Barrett 
found preference for locally 
gather Barrett, 2003 

Do you think it makes a 

difference if treatment 

research is done in 

another language? 
yes, always; it depends on the 
context; not at all; comment field 

systematic reviews and 
meta-analyses usually 
include all available 
research, regardless of 
context in which it was 
conducted; Sheldon & 
Chilvers, 2000, ask about 
different kinds of research 
studies and articles; Barrett 
found preference for locally 
gather Barrett, 2003 

Do you think it makes a 

difference if treatment 

research is done with the 

same diagnostic 

category, but with a 

different population (for 

example, is research on 

depression still helpful if 

it is done with adults, 

and you work with 

children)? 
yes, always; it depends on the 
context; not at all; comment field 

systematic reviews and 
meta-analyses usually 
include all available 
research, regardless of 
context in which it was 
conducted; Sheldon & 
Chilvers, 2000, ask about 
different kinds of research 
studies and articles  

    

Political Domain    
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Does your agency have 

a policy that explicitly 

requires evidence-based 

practice? 

not that I'm aware of/ I think I may 
have heard something about one/ 
yes, but I'm not clear on the 
details/ yes (comments) 

translational issue; Sheldon 
& Chilvers ask questions 
related to this topic, but do 
not ask about explicit policy; 
Mullen & Bacon do not ask 
about explicit policy 

Sheldon & 
Chilvers, 
2000 

Do your supervisors or 

managers encourage 

evidence based practice? 

Comments? 

I do not understand the question/ 
I've never been asked about this 
that I'm aware of/ I think I've been 
asked about evidence based 
practice once or twice/ I am 
regularly asked about evidence-
based practice (comments) 

to be implemented in 
practice, the environment 
must support the idea; 
Sheldon & Chilvers (2000): 
"to what extent do you feel 
that your Dept encourages 
you to keep abreast of the 
research literature relevant 
to your job?" 

Sheldon & 
Chilvers, 
2000 

How often are you 

asked about 

justifications for 

intervention choices in 

supervision? 

I do not understand the question/ 
I've never been asked about this 
that I'm aware of/ I think I've been 
asked about treatment justification 
once or twice/ I am regularly asked 
about treatment justification 
(comments) 

according to ethical 
guidelines, and common 
practice, all practitioners get 
supervision for practice; 
Sheldon & Chilvers (2000): 
"are research findings (either 
on the development of social 
probs or on interventions) 
much discussed in 
consultation/supervision 

Sheldon & 
Chilvers, 
2000 

Does your work 

environment offer or 

support continuing 

education or training? 
yes often/ yes, regularly/ yes, but 
infrequently/ not that I remember 

barrier to EBP; a similar 
question was asked in 
Sheldon & Chilvers, 2000 

Sheldon & 
Chilvers, 
2000 

Does your work 

schedule provide time 

for accessing research? 

yes regularly/ yes, but infrequently/ 
not at all/ only by using my 
personal time 

barrier to EBP; a similar 
question was asked in 
Sheldon & Chilvers, 2000 

Sheldon & 
Chilvers, 
2000 

There are many reasons 

why professionals find it 

difficult to keep abreast 

of the professional 

literature. How 

important are each of 

the following reasons in 

limiting your reading?  

please tick: (responses- very 
important, quite important, not so 
important, definitely not 
important):time pressures of work 
in general, access to literature, 
cost of journals/books, family 
commitments, lack of knowledge of 
what to read and how to interpret 

question adapted from 
Sheldon & Chilvers, 2000, 
survey 

Sheldon & 
Chilvers, 
2000 

What kind of work 

environment? 

Private practice or consult/ non-

profit/ gov't or public/ school/ 

medical or palliative/ other 

(comment) Demographic  

practice specialty? 

adult/ gerontology (elderly)/ 
children/ families/ more than 2 
group/ other (comment); disability 
or rehabilitation/ at-risk or juvenile 
justice/mentally ill/ school/ medical/ 
drug or alcohol Demographic  
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Interpersonal Domain    

Do you discuss research 

evidence about 

interventions with your 

clients? 

yes, always or usually/ yes, 
sometimes/ yes, occasionally or 
rarely/ not usually/ no 

models of practice indicate 
that all these things go into 
practice decisions, and that 
EBP should include sharing 
evidence openly with clients; 
social work values should 
guide joint decisions, with 
patient empowerment 

Plath, 2006; 
Gibbs & 
Gambrill 

What kind of evidence 

do you think is best to 

share with clients? 

[please check all that 

apply] 

I/we usually make decisions 
without sharing evidence directly 
with clients/ research from journals 
or research databases/ anecdotal 
data/ research from training/ 
information passed on by 
supervisors or colleagues/ other 
(comment) 

models of practice indicate 
that all these things go into 
practice decisions, and that 
EBP should include sharing 
evidence openly with clients; 
social work values should 
guide joint decisions, with 
patient empowerment Plath, 2006 

When making treatment 

decisions, who usually 

makes the final 

decisions? (please 

choose the answer 

which describes the 

most common situation 

in your practice) 

Therapist, client(s), supervisors, 

insurance or provider 

companies, jointly between 

therapist and client(s), jointly 

between 

therapist/supervisor/client(s), 

jointly supervisor/therapist, 

supervisor/insurance company, 

supervisor/therapist/insurance 

company 

social work values 
(according to ethical codes 
in US and UK) guide joint 
decisions, with patient 
empowerment, although 
APA guidelines state that 
therapist should have the 
final decision 

IFSW; BASW 
& NASW 
code of 
ethics, etc. 

How do you determine 

if available research 

information is 

applicable to your 

clients (i.e., if you read 

something about new 

research, how do you 

decide if it applies)? comment field 

translational issue; Sheldon 
& Chilvers, 2000: "how 
would you assess your 
current ability critically to 
appraise a research article 
relevant to your field (sic)?" 

Sheldon & 
Chilvers, 
2000 

If you got a client with 

an unfamiliar diagnosis, 

and you have an hour to 

decide on tx options, 

what are you most likely 

to do? 

Go to the library, call a peer for 

consult, call your sup/mentor or 

an expert, internet search, more 

than 1 of above, other translational issue  
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Appendix D: Final Copy of the Survey 
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