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A Few Thoughts from Our CSWA President

PRESIDENT’S REPORT

Fall has arrived here in the Bluegrass!  Nature’s 
brilliance of orange, yellow and red tones are 
beautifully displayed against the backdrop of the black 
and white horse farm fences.  I can only hope that 
you are experiencing such splendor in your current 
surroundings! 

As our Board and staff prepared for our October 
Board meeting and 3rd Annual CSWA Summit in 
DC, I am pleased by all the progress our Association 
has made this year.  Though there have been several 
challenges along the way, we seemed to have survived 
the biggest ones and have remained on track!  Please 
let me take this reflective opportunity to update you:

Paid staff have been extremely busy these past few 
months.  As you may or may not know, we were able 
to increase hours for both Laura Groshong, Director 
of Policy and Practice, and Donna Deitz, Executive 
Administrator.  Laura has been busy developing 
position papers, speaking at State Affiliate functions, 
chairing committees, and directing CSWA policy 
and practice issues.  Everywhere that I go with Laura, 
CSWA members tell me how her skills and knowledge 
are valued and appreciated.  Donna Dietz has also 
contributed “to the extreme” recently by working on 
CSWA marketing and membership.  The CSWA Board 
and CSWA members are finding Donna’s expertise 
to be invaluable.  Also, in regards to paid staff, we are 
now able to provide a small stipend to Margot Aronson 
who does excellent work for CSWA in DC.  Lastly, we 
have been able to maintain our part-time accountant, 
Debbie Sabean, and our newsletter guru, Eric Huffman.   
Hours beyond their “employment” have been donated 
by each of these committed professionals.  CSWA is very 
appreciative of their valuable time and skill sets!

In addition, members of our “working national 
Board” have also been diligently giving of their time 
to our professional organization.  These positions 
come with no compensation other than the personal 
reward of contributing to a profession that they love!   
Gratefully, I thank Robin McKenna, Past President from 
South Carolina, for staying on to assist in my transition 
AND Michael Rose, Treasurer from Arizona, for ensuring 
continuity in his important role on the Board!  Laura 
Favin (Florida) continues to monitor our List Serv, which 
has been a big help as well as a big hit.  Karen Hanson, 
(Washington State) Pete Navratil ,(New York) and Pat 
Peacock (Kentucky) have also joined us.  Their roles on 
the Board will be further defined at our upcoming DC 
board meeting.  Gratefully, I report that Ginny Luftman 
still provides valuable legal/ethical service to our 
members at no charge, as needed. 

Greater  Washington Society Board officers, Nancy 
Harrington and Steve Szopa, along with Margot 
Aronson, hosted a reception in DC  for the many State 
Society Affiliate representatives that will be joining us 
on October 11th for our Summit.  I am thrilled to report 
that most of our state affiliates were represented at 
the Summit this year.  In other good news, New York 
is affiliated, again, and we are working with California 
to create a state alliance!  Over the years, so many of 
our states have not been able to maintain their Clinical 
Societies, but for those who have, CSWA maintains 
close ties.

Hope you are enjoying all the bounty of this fall 
season and are monitoring CSWA’s events in DC!  We 
will update you after the meetings and Summit.  Stay 
well, stay positive! 

Susanna Ward, LCSW, PhD, CSWA President

Keep Your Membership  
Information Updated

Log on at: 
www.clinicalsocialworkassociation.org

Step 1 – Simply click on the EDIT 
button at the top of the screen

Step 2 – Click on MEMBER 
INFORMATION and update 
your personal information. You 
can check the box that indicates 
that you want your information 
included in the Member Roster 
and then you will be able to 
select what specific information 
you would like to have listed.

Step 3 – Go to the bottom of the 
page and click on SAVE. Your 
information will automatically 
transfer to the Member Roster 
where it will be available for 
other members who may be 
looking for referrals out of their 
area. 
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CSWA National Meeting  
Reflections on our Association Message: Identity, Integrity and Parity

LEGISLATION AND ADVOCACY

A great meeting of minds, as well as various 
state and national agendas, took place over the 
weekend of October 10-12 in Washington DC.  
New Association President Susanna Ward ably 
chaired these meetings, with a number of new 
Board Members, and new States represented as 
well.  Also in attendance was Donna Dietz, CSWA 
Executive Administrator, who provided excellent 
back up to the structure of the meetings.  These 
meetings were energy inspiring and effective 
signs of a growing and strengthening state of the 
Association.  In this highlight of the meetings I will 
provide a few details to document this claim.

The Board hosted several new members this 
year: Pete Navratil (New York), Karen Hansen 
(Washington), and (not in attendance) Pat 
Peacock (Kentucky).  Other Board meeting 
attendees included Laura Groshong (Director, 
Policy and Practice), Margot Aronson,(Deputy 
Director, Policy and Practice), Donna Dietz 
(Executive Administrator) and Susanna Ward 
(Board President) and Robin McKenna (Board 
Past-President).  Pete accepted and will be serving 
in the role of Ethics Chair, and Karen accepted 
and will be serving in the role of State Affiliate 
Liaison.  Both of these positions were reviewed 
and discussed, and each new appointee seems 
well suited to their jobs.  

Much business was conducted at the Board 
meeting held on Friday, October 10. Robin 
McKenna reviewed CSWA finances, which reflect 
about $40,000 in assets; the Board approved a 
new budget for the 2014-15 fiscal year.   Michael 
Rose, Treasurer, was not in attendance due 
to an urgent family matter. The Board spent 
time clarifying our mission and purpose as an 
organization.  A new marketing message was 
developed to be printed onto a postcard and used 
for membership recruitment.  This marketing tool 
is going to be made available to the States for 
their own distribution purposes for example at 
large conferences and other training events.   A 
version of this postcard will also be printed online 
on the website for all to see and use for other 
printed material.  The message focuses upon 1) 
Strengthening Identity, 2) Preserving Integrity, and 
3) Advocating Parity. The message will be useful 
in guiding our work and our outreach to new 
individual members and Affiliated State Societies.

The Board present had a chance to form a great 
working alliance with each other, which will serve 
to facilitate monthly conference calls until the 
next in-person Board meeting in May.  President 
Susanna Ward generously invited the Board to 
meet in Lexington, Kentucky, at that time for our 
Spring Board Meeting.

On Saturday, the State Presidents joined the 
Board for an all-day Summit (now the third such 
annually) and 19 state representatives attended.  
Some states, such as Missouri and Texas, were 
first-time attendees to the Summit.  The list of 
states represented at the table included:  New 
York, South Carolina, North Carolina, Kentucky, 
Texas, Washington, Pennsylvania, Missouri, and 
Greater Washington (DC, Maryland, and North 
Virginia). Past-President Robin McKenna reviewed 
the history of the organization and summarized 
the financial picture and budget for the year. The 
Board presented their Marketing message on a 
postcard for feedback from Summit Attendees, 
and a few modifications were made.  Laura 
Groshong presented policy the CSWA activities 
and advocacy accomplishments of the past year.  
It is clear that CSWA is doing significant work to 
advocate for the profession! 

The highlight of the Summit took place when 
each State Society president or representative was 
given the opportunity to present a summary of 
their own Society priorities.  The cross fertilization 
of ideas and successes was useful to all, a testimony 
to the lively state of Clinical Social Work at the 
State Society level.  Noteworthy was the recent 
and continuing membership and participation of 
the large New York Society. Only a handful of states 
that currently have Societies are not affiliated with 

Karen Hansen
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the Association. Karen Hansen will be working on 
outreach to all Societies with the goal of having 
all 20 states with operating chapters affiliated with 
CSWA. 

President Ward gave a report on recent 
meetings between current leadership of 
CSWA and NASW. The decision to develop a 
memorandum of understanding (MOU) between 
the two organizations is in progress and a good 
step forward in the relationship between the two 
organizations,   establishing a working relationship 
between CSWA and NASW. The current goals of 
CSWA were discussed as follows:

1.)  Identity:  A Public Service Announcement 
about what Clinical Social Workers do is under 
development.  A meeting took place with a 
reporter for NPR who is interested in  helping 
to promote this agenda, along with resources 
identified within the Kentucky Chapter by Susanna 
Ward.  

2.)  Integrity:  The CSWA position paper on 
Online MSW programs was discussed,  Joel Kanter 
and Marsha Wineburgh discussed their sister 
group, Excellence in Social Work Education (ESWE) 
also promoting a stance against online training for 
MSWs.  The development of these online programs 
continues especially in for-profit universities and 
undermines the core values and ethics for effective 
MSW training.   

3.)  Parity:  CSWA will be advocating for fiscal 
parity with psychologists in work provided to 

Medicare patients. The Position Paper about this 
issue is the number one accomplishment of the 
Association for the current year. Clinical Social 
Workers are paid 25% less for the same diagnostic 
codes.  Payment amounts set by Medicare are a 
template that is modeled also by private insurance 
companies, who trend towards reflecting this 
payment differential.  

At the end of the weekend meetings, the 
attendees got a chance to socialize over a 
wonderful meal at a DC restaurant called Farmers, 
Fishers, and Bakers situated along the Potomac 
River.  New friendships were developed and 
warm feelings between the participants ended 
a successful time together.  This annual event 
is truly a tribute to the organization’s effective 
connections across our country.  

THE NATIONAL VOICE OF CLINICAL SOCIAL WORK

CLINICAL SOCIAL WORK ASSOCIATION

YOU are part of the largest group of professional mental health clinicians. 
YOU deliver Bio-Psych-Social Assessment and psychotherapy services and supportive services for children, 
teens, adults, couples, and families.
WE are your voice working to protect the future of the clinical social work profession at the national level.
None of us can do it alone . . . together WE can make a difference.

LCSWs maintain and enforce ethical professional standards.  
CSWA unites the profession in the delivery of high-quality psychotherapy, counseling, and related services.

CSWA is working to implement mental health parity within the healthcare delivery system.
CSWA strives to ensure fairness of pay for all licensed clinical social workers.

Strengthening IDENTITY . . . When is the last time you called yourself a licensed clinical social worker? 

P r e s e r v i n g  INTEGRITY . . . Who is protecting the core values of the profession?

Ad v o c at i n g  PARITY . . . Where do we sit in the world of mental health?

www.clINIcAlsocIAlwoRkAssocIATIoN.oRGwww.clINIcAlsocIAlwoRkAssocIATIoN.oRG
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Data Security Best Practices
PRACTICE MANAGEMENT

One need only read the harrowing tale of the 
destruction of Mat Honan’s digital life (bit.ly/12SCuow) 
to understand the importance of securing our personal 
data. It only took an hour for hackers to penetrate all 
of Mat’s important online accounts. In addition to 
broadcasting racist and homophobic slurs from his 
Twitter account, the hackers remotely wiped all data 
from his iPhone, iPad and MacBook, including more 
than a year’s worth of photos of his daughter.  

Although this episode exposed flaws in the technical 
support security of Apple and Amazon, Mat also 
recognized mistakes he had made. Specifically, Mat had 
“daisy-chained” his accounts together and wasn’t using 
multifactor authentication. There is great convenience 
for users who connect their Google account to their 
Facebook account to their Twitter account and so on, 
all through one password. But the danger is that once 
someone has access to one of these accounts, they may 
have access to them all.

Mat’s story, as well as recent breaches at stores like 
Target, remind us of how important it is for all of us 
to possess a baseline understanding of best practices 
regarding data security. In addition to the ethical and 
legal responsibilities we have to protect our clients’ 
information, it is also important that we protect 
ourselves and our identities. What follows is a guide to 
basic best practices we can follow to ensure the security 
of personal and client data.

Security in our field must include some mention of 
the Health Insurance Portability and Accountability Act 
(HIPAA). Because HIPAA requires covered entities to have 
security policies and procedures, I would encourage 
you to document your version of best practices for your 
organization.  The complete requirements for HIPAA 
compliance are too lengthy to go into here, however. 

 
Passwords

Security starts (but doesn’t end) with strong 
passwords. Whenever possible, passwords should:

• Be at least eight characters long (the longer, the 
better)

• Contain at least one capital letter and one lower 
case letter

• Contain at least one number
• Contain at least one special character (!, $, %, 

etc.)
• Be changed at regular intervals

There are also some “don’ts” when it comes to 
passwords, including:

• Do not use a single common word found in a 
dictionary.

• Do not use names of family members, pets or 
anyone you know.

• Do not use strings of numbers or characters (for 
example, “1234” or “ghijk”).

• Do not use any information about yourself that 
is easily obtainable (birth date, hometown, etc.)

• Do not use the same password for multiple 
services, especially the most sensitive ones (for 
example, financial institutions, electronic health 
records and so on).

• Do not share your passwords with others.
• Do not write your passwords on Post-its or save 

them in a plain text document or spreadsheet 
on your computer.

The list of don’ts can be extensive. However, if you 
are already following all of the “do’s,” you’re unlikely 
to violate any of the don’ts. You also won’t end up 
using any of the “top-ranking” worst passwords (ars.
to/12SJbH3) such as password, monkey, letmein and 
ashley. Your guess is as good as mine as to how ashley 
beat out other names.

Some additional tips for creating strong passwords:
1. Think of an uncommon phrase that you can 

easily remember. Use the first letter or two 
from each word in the phrase to create your 
password. “Help meet the basic human needs of 
all people” becomes “Hmtbhnoap”

2. Make passwords more difficult to guess 
by changing letters to numbers or special 
characters. Using the above example, change 
the password to “HmtBn04p!”

3. Alternatively, use a string of four 
or more unrelated words such as 
umbrellaFerraribongosCognition.

Now that you are creating unique strong passwords 
for each service or website, how will you possibly 
remember them all?  

 
Password Manager

A password manager is a tool that will remember 
your passwords for you. You simply need to remember 
a single password to access them all. Some password 
managers are software that is installed on your 
computer. Others are web-based, allowing you to 
access them through any web browser. Typically, 
a web-based password manager will encrypt your 
passwords on your computer and then upload them to 
the vendor’s website for safekeeping. The vendor (and, 
therefore, potential hacker) never has access to your 
unencrypted passwords. I’m a fan of LastPass (lastpass.
com), but other quality alternatives are available. Some 
features to look for in a password manager include the 
ability to:

• Generate and save secure passwords (thus 
saving you all the trouble we covered in the 
prior section)

• Automatically enter username/password 
combinations into websites

• Use the service on multiple brands of web 
browsers (Chrome, Safari, Internet Explorer and 
so on)

Rob Reinhardt, LPCS, NCC ~ www.tameyourpractice.com

http://www.tameyourpractice.com
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• Automatically complete web forms so you won’t 

have to type your name and address repeatedly
• Use a screen keyboard to enter your password, 

which prevents key loggers from capturing your 
password

• Create separate identities within your account, 
which allows you to store usernames and 
passwords associated with work separately from 
your personal information

• Access your accounts and passwords through 
your mobile device

• Use multifactor authentication

This last feature is key. Because you will be protecting 
all of your other passwords with a single master 
password, it is important that you have an additional 
line of defense.

 
Multi-Factor Authentication

As its name indicates, multi-factor authentication 
requires the entry of at least two pieces of information 
to access secure data or accounts. It’s the digital 
equivalent of producing two forms of identification in 
order to obtain your driver’s license or passport. When 
using multifactor authentication, your level of security 
is greatly amplified. Even if someone were to obtain 
your password(s), they would need another piece 
of information or equipment to access any of your 
accounts.  

Multi-factor authentication can be as complex as 
thumbprints and retinal scans, or as simple as a second 
password or randomly generated code. The most 
common forms are physical devices and secondary 
codes generated by a companion app. Physical devices 
include objects such as a YubiKey (bit.ly/10ZQfTr) or 
thumbprint reader. It is also possible to turn any USB 
flash drive into a secondary physical security factor. 
These devices typically will attach to your computer 
and provide an additional way to prove your identity. 
Companion apps such as Google Authenticator install 
on your mobile phone and periodically generate a 
unique code. This code would need to be entered, in 
addition to your password, to gain access. Without 
also having these physical devices or code generators, 
someone with your password would not be able to 
access your account(s).

Multi-factor authentication is especially important 
when utilizing a password manager, but it can also 
be used with individual accounts. This is strongly 
recommended when logging into services such 
as Google and Apple that provide you access to 
multiple accounts with a single username/password 
combination. Although multifactor authentication may 
take a bit of time to set up, and a brief moment of extra 
time when logging in, I strongly recommend its use for 
anyone wanting to protect sensitive personal or clinical 
data. The trade-off is well worth it, considering you will 
now have strong security without having to generate 
and remember strong passwords yourself.

 
Encryption

Chances are you have a lot of sensitive personal data 
on your computing devices. Data that, in the wrong 
hands, could lead to identity theft. Some counselors 
also keep sensitive client data on their computers. 
Although passwords and multifactor authentication 
provide an excellent level of security related to 
Internet sites and applications, we can benefit from 
one additional measure on our computers. When it 
comes to protecting the data stored on the hard drives 
of a computer, encryption is the strongest measure 
currently available.  

Encryption is a complex process. For our needs 
here, suffice it to say that encryption is a method of 
scrambling and encoding data so that only someone 
with the “decoder,” or encryption key, can unscramble 
it. Anyone else accessing the data would see only 
gibberish. 

Tools are available for encrypting individual files 
and folders, but I recommend full disk encryption. In 
addition to being much more difficult to bypass, full 
disk encryption is required for covered entities to be 
exempt from HIPAA’s breach notification rule. You may 
recall that under this rule, the covered entity is required 
to notify the Department of Health and Human Services, 
all affected clients and, potentially, the media if there 
is a suspected or known breach of protected health 
information. This means that should your computer be 
stolen or accessed by an unauthorized individual, you 
would be subject to this rule. If you are using qualified 
encryption methods, however, you are exempt from 

this requirement. The assumption is that because the 
entire disk is encrypted, unauthorized individuals 
wouldn’t be able to read any of the data.

Users of the pro or ultimate versions of Windows 
8 and some versions of Windows 7 have built in 
encryption capability through a program called 
BitLocker. Some versions of Mac OS feature a similar 
program called FileVault. If you don’t fit in either of 
these scenarios, you might consider using a third party 
encryption program. And let’s not forget those mobile 
devices. The latest versions of both iOS and Android 
have the built-in ability to encrypt the devices contents. 
Whatever method you choose, be sure to document 
it in your HIPAA security policies and procedures 
(required of Covered Entities).

 
Stay Up to Date

The last piece of best practice advice for data security 
is to stay up to date. As computing power continues to 
increase, so will the abilities of hackers to crack current 
passwords and security measures. It is important to 
regularly revisit your procedures and currently available 
technology and best practices to ensure your personal 
and client data remain secure.

Rob Reinhardt, a Licensed Professional Counselor 
and Supervisor, is a private practice and business 
consultant, helping mental health professionals 
improve their practices through technology use. 
Before becoming a professional counselor, he worked 
as a software developer and director of information 
technology. Contact him at rob@tameyourpractice.com 
or visit www.tameyourpractice.com

http://www.tameyourpractice.com
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Antitrust - A Variety of Concerns
PRACTICE MANAGEMENT

Richard S. Leslie, J.D., Attorney at Law

Most mental health practitioners are likely not 
aware of the ins and outs of state and federal 
antitrust laws – and how these laws may impact 
their ability to earn a living. While liability for 
violations of these laws can be significant, 
most individual practitioners will likely never 
experience a problem with an alleged violation 
of the antitrust laws, provided that they avoid 
conspiring or agreeing with their competitors 
(other practitioners) to charge a particular fee 
(price fixing) or boycott a managed care company 
for paying what they consider to be an inadequate 
fee. The Federal Trade Commission and the U. S. 
Department of Justice, in enforcing antitrust laws, 
are trying to promote competition and encourage 
innovation. Competition, as the theory goes, 
helps to contain or reduce costs to the consumer 
without negatively affecting the quality of care.

Individual practitioners must of course decide 
how they are going to conduct their businesses. 
Some might not desire to affiliate with managed 
care companies at all, but would rather see clients 
who pay out of pocket and do not, or are not 
willing, to rely upon insurance reimbursement. 
The requirement of specifying the diagnosis 
of a mental disorder and the real or imagined 
“invasion” of confidentiality may influence some 
practitioners and some consumers to forego 

what may turn out to be limited reimbursement 
benefits. On the other hand, recently licensed 
people may jump at the opportunity to grow their 
practices with clients insured through a particular 
plan, even if the hourly fees are considered low. 
A practice begun in that manner may grow with 
referrals from existing or former clients.

Licensing boards must be concerned about 
antitrust violations as well. The federal government 
has taken the position that certain state 
regulations or interpretations of licensing laws by 
licensing boards may be in violation of antitrust 
laws if they prohibit unlicensed persons from 
performing certain functions considered by the 
licensing board to be within the exclusive province 
of the licensed health practitioner. For example, 
non-physician providers of pain management 
services may not, according to the federal 
government, be arbitrarily stopped by a medical 
board (relying upon the scope of practice section 
of the licensing law) from providing services to 
the public under certain circumstances. There has 
also been litigation involving the North Carolina 
Dental Board’s attempt to shut down teeth –
whitening businesses operated by non-dentists. 
The Federal Trade Commission opposes the dental 
board’s interpretation of the scope of practice 
section of the licensing law. Additionally, licensing 
boards (and professional associations) must be 

careful when they try to restrict advertising by 
health professionals. Overly broad restrictions 
on advertising negatively affect competition and 
deny consumers access to information.

The Federal Trade Commission and the 
Department of Justice are aware that medical 
boards may be composed primarily of physicians 
and that dental boards are populated by dentists, 
and that these licensees might be concerned 
about competition from others, including those 
not licensed. Licensing laws usually define the 
scopes of practice of particular professions 
and prohibit anyone who is not licensed from 
performing those services for remuneration. These 
statutes may prohibit unlicensed persons from 
providing those services to the public, even where 
those services may be provided competently and 
safely. If a licensing board’s interpretation of the 
scope of practice section of a particular licensing 
law is too broad and sweeping, the Federal Trade 
Commission might have concerns. Could a mental 
health counselor licensing board seek cease and 
desist orders against life coaches from “counseling” 
clients? Might such action by the board violate the 
antitrust laws by stifling competition?

Insurers must also be concerned about antitrust 
laws. The federal government has blocked certain 
attempted mergers by insurers because it believed 
that the mergers would give the insurers too much 
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market power, allowing them to control physician 
reimbursement rates in a manner that could harm 
the quality of care delivered to patients. Similarly, 
a merger of insurers could create too much power 
for the resulting insurer, thus allowing it to insist 
upon certain contractual provisions for providers 
to agree to, which may be seen by the government 
as violating antitrust laws. Or, the insurer may set 
their reimbursement rates so low that competing 
insurers are prevented from entering the market. 
Such actions should be and have been of 
concern to the Federal Trade Commission and the 
Department of Justice, arguably not often enough! 
Hospitals and their peer review committees must 
be concerned about antitrust issues because 
they are often sued by individual physicians and 
other licensees who allege that they were denied 
privileges or credentialing for anti-competitive 
reasons.

With respect to individual mental health 
practitioners, it must be understood that they are 
competitive with one another for business (for 
clients), at least in particular geographic locations. 
With this in mind, it is true that many practitioners 
are concerned about the low rates paid by 
managed care companies and insurers in general. 
While there are things that can be done in order to 
address these concerns, price fixing is not one of 
them. In other words, they (two or more) cannot 
agree on a price they will charge for their services 
or engage in behavior that would explicitly or 
implicitly threaten a boycott. If two or more 
practitioners are doing business as a partnership 
or participate in a fully integrated practice, fees 
can typically be set by the business entity after 

internal discussions. While individuals may have 
a limited ability to affect the offer or payment of 
inadequate fees, professional associations can be 
active in this regard.

Associations can, among other things, petition 
the government on fee issues, whether it be a 
department of managed health care, an insurance 
commissioner, or the state legislature, without 
triggering antitrust concerns. The American 
Medical Association has been active for years, 
and has addressed a variety of antitrust concerns, 
including the issue of payment of inadequate fees. 
The AMA has promulgated a model law regarding 
antitrust that they have sought passage of in 
various states. My understanding is that it would 
provide an exemption to the antitrust laws for 
self-employed physicians and would provide for 
state regulation of physician collective bargaining. 
The AMA Litigation Center, and other associations, 
have used the courts to address a variety of 
concerns about managed care, such as improper 
market dominance by particular insurers and 
unfair practices by managed care companies and 
insurers, including issues related to inadequate 
fees that negatively affect quality of care.

Reprinted with permission of CPH & Associates (Avoiding
Liability Bulletin, July 2014 Volume 1). Richard S. Leslie is an
attorney who has practiced at the intersection of law and
psychotherapy for the past 25 years. Most recently, he was
a consultant to the American Association for Marriage and

Family Therapy (AAMFT), where he worked with their various
state divisions to develop and implement their legislative

agendas. He also provided telephone consultation services
to AAMFT members regarding legal and ethical issues

confronting practitioners of diverse licensure nationwide.
Additionally, he wrote articles regarding legal and ethical
issues for their Family Therapy Magazine and presented at

workshops on a variety of legal issues.

 

Sharing ideas… 
stealing authors…

 
I will accomplish two things here, whether I want to or 
not. I will, I hope, delight our readers but also enrage 
my colleagues around the country who also edit state 
Society newsletters. I have been able to share many 
terrific articles in Access that have appeared in other 
newsletters. I have chosen these articles because they 
deserve to be shared with other readers on a national 
basis, or if they come from newsletters outside our 
profession, because they are useful for clinical social 
workers. Here is my plea to our readers, my editor 
colleagues and Society Presidents: email me your state 
newsletters so I can look for articles to spread across 
the country. “Give me your state articles yearning to be 
free”. I promise I will always give credit to the original 
publication! Okay, now here is the tricky part… Since 
there are so many bright, talented, thoughtful, creative 
authors in our state Societies, why not send your articles 
to me for an occasional burst of national attention? I 
hear my editor colleagues shrieking at me. They know 
it can be a challenge to find contributions in a timely 
manner for newsletters and the last thing they want is 
to give up writers for a “competing publication”. But 
wait!  There’s more! If you act now, I will make you an 
unbelievable offer! You collegial editor comrades of mine 
can also get permissions from me to reprint articles from 
Access or ask for permission from state societies to also 
reprint articles. As Karen Hansen said in her article, he 
have cross fertilization going on. This is where I offer a 
no risk guarantee: Writing original articles for Access, 
reprinting articles from Access will increase the sources 
we all have to draw from, will increase the knowledge 
our memberships will have, will make new national 
collaborative contributions and working alliances, and 
will build our national organization as well as our state 
societies. To conclude in my practiced pitchman voice, 
“Act now to start enjoying these valuable benefits!”

 
(I am standing by to hear from you at:  

eghuffman@clinicalsocialworkassociation.org)

NOTE FROM THE EDITOR

mailto:eghuffman%40clinicalsocialworkassociation.org?subject=
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Teen dating abuse resources: 

 
Teen Dating Abuse Survivors - Several female teens 
tell their story of being physically abused. The video 
states that 1 out of 3 teen girls get abused in dating 
relationships, and the warning signs are discussed.  
http://youtu.be/kxoDEns7wIg    (4 ½ minutes) 

 
Teens can be referred to http://www.loveisrespect.org/  
a website devoted to teen dating violence that offers 
videos, tests, safety planning, how to help a friend, and 
allows teens to call 1-866-331-9474 or text “loveis” to 
22522 to speak with a trained peer advocate at any time 
about dating abuse.

 
Teen Dating Abuse: Teens Start Talking is a 5 
minute video of male and female teens talking about 
emotional abuse and cyber bullying and control. The 
video encourages victims to talk to their parents and 
friends. http://youtu.be/aI3IPSFklYU

 
Relationship Abuse- My Story  is a 12 minute video 
telling the story of an abusive relationship in written 
cards held by the victim. http://www.youtube.com/
watch?v=WvRGwmU4Qtg

 
Abusive Relationships: Warning Signs (A female 
perspective) is a 6 minute video about the warning 
signs of an abusive relationship to help clients who may 
be minimizing or denying their abuse. Financial control, 
isolation, jealousy, criticism of victim and others, blame 
shifting, demanding the abuser’s needs be met, and 
substance abuse are discussed.  http://youtu.be/
kGN_tzmM6Fk

 
Sexual abuse resources:

 
Below are some stories of abuse to use with clients to help them start 
talking and correcting the misconception that they are the only one:

 
“My abuse story”- Rachael tells her poignant story of 
physical and verbal abuse by her father from 6-12. (4 
min.) 

 
Grace Brown’s Project Unbreakable - the art of healing, 
offers an online platform that strives to “increase 
awareness of the issues surrounding sexual assault.” 
Survivors hold brief written posters and file cards telling 
what the perpetrator said to them during and after they 
sexually abused them. Exploring this site typically helps 
clients talk about their abuse in therapy. Understanding 
these statements and threats can reduce self-blame by 
helping victims understand why they kept the secret 
and/or complied.  http://projectunbreakable.tumblr.
com/        provides statements by female victims. And 
for male victims: “25 male survivors of sexual assault” 
also quotes the people who attacked them. http://
www.buzzfeed.com/spenceralthouse/male-survivors-
of-sexual-assault-quoting-the-people-who-a

 
My Sexual Abuse Story - 14 year old Brii Vasquez tells 
her story of being sexually abused at 8. She deals with 
stigmatization from peers and her father who told her 
she asked for it; thoughts of suicide; why she didn’t tell 
(“He said he would kill me if I told.”); her fears, anger and 
pain; and her revictimization.  She coped with family DV 
and moved from victim to pursuing a survivor mission. 
http://www.youtube.com/watch?v=IoJDyz2aGzU   (28 
minutes). 

Internet Video Resources for the Treatment of Abuse
CLINICAL FOCUS

George Rosenfeld, Ph.D.

I would like to share some recently posted Web resources for 
psychotherapy for treating victims of abuse. The videos are short 
and can be shown in sessions leaving lots of time for discussion and 
processing. In addition to providing high impact psychoeducation, 
these videos stimulate disclosure in clients that are able to discuss 
other’s situations while they are reticent or not able to talk about 
themselves. I typically try to elicit the clients’ thoughts and feelings 
about the characters and situations in the videos. Depending on 
the client’s motivation and strengths we might discuss similarities 
and differences to their situation. Many clients continue to use the 
Internet as a resource for self-help outside of treatment and share 
their discoveries in sessions.

 
Resources for physical abuse and domestic violence:

 
This is what happens in an abusive relationship for a 
year - A photo a day: Very dramatic stories told in daily 
face pictures over a year of being physically abused. 
https://www.youtube.com/watch?v=06ceWHqQflM  
(One minute.)

 
“Why domestic violence victims don’t leave”   - Leslie 
Morgan Steiner’s 16 minute TED talk: “Why domestic 
violence victims don’t leave” was posted January 2013. 
This video can be helpful to normalize the client’s 
situation and begin a conversation about this major 
question that victims often need to deal with. http://
www.ted.com/talks/leslie_morgan_steiner_why_
domestic_violence_victims_don_t_leave.html

 
How to Leave an Abusive Relationship - This video 
describes some signs of DV abuse and ideas about how 
to safely leave such a relationship. Remember: Getting 
victims to leave is NOT a primary goal of therapy 
because leaving is not a way to assure safety and, in 
fact, is an action that may increase danger. http://www.
youtube.com/watch?v=lwNr0eQmmuI   (5 minutes).

http://youtu.be/kxoDEns7wIg 
http://www.loveisrespect.org/ 
http://youtu.be/aI3IPSFklYU
http://www.youtube.com/watch?v=WvRGwmU4Qtg
http://www.youtube.com/watch?v=WvRGwmU4Qtg
http://youtu.be/kGN_tzmM6Fk
http://youtu.be/kGN_tzmM6Fk
http://projectunbreakable.tumblr.com/  
http://projectunbreakable.tumblr.com/  
http://www.buzzfeed.com/spenceralthouse/male-survivors-of-sexual-assault-quoting-the-people-who-a
http://www.buzzfeed.com/spenceralthouse/male-survivors-of-sexual-assault-quoting-the-people-who-a
http://www.buzzfeed.com/spenceralthouse/male-survivors-of-sexual-assault-quoting-the-people-who-a
http://www.youtube.com/watch?v=IoJDyz2aGzU
https://www.youtube.com/watch?v=06ceWHqQflM  
http://www.ted.com/talks/leslie_morgan_steiner_why_domestic_violence_victims_don_t_leave.html
http://www.ted.com/talks/leslie_morgan_steiner_why_domestic_violence_victims_don_t_leave.html
http://www.ted.com/talks/leslie_morgan_steiner_why_domestic_violence_victims_don_t_leave.html
http://www.youtube.com/watch?v=lwNr0eQmmuI   
http://www.youtube.com/watch?v=lwNr0eQmmuI   
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My Story of Childhood Sexual Abuse  - A 30 year old 
female tells her story of childhood sexual abuse by 
father and her subsequent depression. (20 minutes).  
http://www.youtube.com/watch?v=IPmC1OVPqKM 

 
My Story: Sexual Abuse - A female victim tells about 
her story and subsequent suicidal thoughts. http://
www.youtube.com/watch?v=khc7r2PST8c   (8 minutes)

 
I Was Molested As a Teenage Boy - Dozens of written 
stories by males molested as children are presented.  
ht t p : / / w w w. e x p e r i e n ce p ro j e c t . co m / gro u p s /
Was-Molested-As-A-Teenage-Boy/108895

 
 “Hide No More - A Documentary on Sexual Abuse” 
is a 10 minute video of two women telling their stories 
of being abused as children by their father.  http://
www.youtube.com/watch?v=T0bVyNcfREw    A mother 
denies the abuse and the family blames the victim. 
The victims turn to sex and drugs and struggle with 
suicide and feeling broken. They end up mastering the 
experience. 

 
Rape victim resources:

 
“My Story with Depression, Rape, and Suicide” is 
a13½ minute video in which a female tells her story in 
flash cards about her rape and its sequelae. She says she 
tried to make a video of her talking, but she just broke 
down crying. She says:  “I’m EXTREMELY insecure so you 
probably don’t want to hear my voice anyways.”    http://
www.youtube.com/watch?v=VySXapZj7o8     

 
I was raped (My story)  - Jenna, 15, tells her rape 
story by her boyfriend 2 months ago. http://www.
youtube.com/watch?v=4ttVDXFlSwc   (10 minutes). Her 
boyfriend denied it and peers laughed at her.

Advertising Opportunities
Clinical Social Work Association
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electronic files in Microsoft Publisher or PowerPoint format; such ads should be supplied as PDFs only. 
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Different Strokes for Different Folks: 
A Clinically Informed Way to Define What Works in Psychotherapy

CLINICAL FOCUS

 
Evidence Based Practice, Actuarial Measures and 
Clinical Social Work

Mental Health care is delivered by clinical social 
workers in many settings and with many different 
populations. In the changing world of health care 
how do we justify what we do and support the value 
of what we have to offer?  In an age when mental 
health parity is now law, how can we advocate for 
it’s full implementation? Public awareness, state 
rules, and systems of health care delivery all need 
education and information to fully develop what 
we know is needed to deliver an adequate mental 
health treatment system. This article will address the 
issue of what works in psychotherapy beyond the 
narrow guidelines offered through Evidenced Based 
Treatment definitions. It also makes a case as to why 
Clinical Social Workers may be the best providers to 
be deliv-ering effective care based upon our person 
in environment orientation and our starting where 
the patient is beliefs.  

In addition to the DSM diagnosis, the person of 
the patient, their premorbid history, their unresolved 
losses or trauma, their social support system, their 
culture, and espe-cially their attachment style, are 
examples of treatment variables that influence 
length of mental health treatment and cost outcome. 
I would like to share some research and discussion 
from the work of John C. Norcross that considers 
these other variables. John presented his research 
and work at the UCLA Conference which I attended 
in the spring of 2011. His book, Psychotherapy 
Relationships that Work, (Oxford University Press, 
2011) is exciting and relevant here. This book is a 
summary of research that supports the elements 

of the effective therapeutic relationship across 
treatment styles and diagnoses, and thus provides 
an empirical counterpoint to the Milliman model, 
ex-plained below.

Evidenced Based Practice (EBP) as a concept 
is viewed by some of us in the profes-sion with 
skepticism. The reason for this is understandable: 
much of the EBP research has often been funded or 
otherwise supported by insurance companies, drug 
compa-nies, or others who serve to benefit from 
reducing mental health treatment length and costs. 
A well-known current example is the guidelines 
developed by the Milliman Actuar-ial Company, 
an actuarial firm in Seattle, which has become the 
guideline for mental health treatment by many 
Washington insurers and also by others around the 
country. These guidelines, based upon selective 
research articles, define how many sessions for 
various diagnoses should be approved and covered 
by an insurance company. They do not consider the 
other variables that influence the treatment course 
and outcome. 

 Clinical Social Workers are traditionally strong in 
the arena of placing the person in context, so much 
of what I have to say will not surprise you. We start 
our clinical train-ing with strong emphasis upon 
starting where the client is, whether that be about 
their level of trust, their level of emotional upset, their 
self-awareness and psychological mindedness, their 
degree of social supports, their economic security, 
their culture, and many other characteristics. With 
the development of interpersonal neurobiology, we 
now also consider elements of the functioning and 
development of the human brain along with the 
previous mentioned variables.  Obviously a diagnosis 

from the DSM can-not cover all of these variables in 
its clinical description.  

All of these contribute to the treatment 
relationship, where the healing takes place. 
We mostly can all agree that it is the treatment 
relationship, not the number of sessions, or even 
the theoretical orientation, that determines the 
success of the treatment. Tradi-tional EBT and 
Milliman guidelines rely heavily on Cognitive 
Behavioral Therapy (CBT), which many of the current 
research studies have relied upon.  This orientation 
is mostly didactic and does not employ the focus 
on developing a relationship of secure attach-ment 
between the patient and the therapist. 

 
The Role of Attachment Style in Successful 
Therapy 

In the Journal of Clinical Psychology: In Session, 
Vol. 76 (2) 2011, which I will review in this article, 
eight patient characteristics were considered for 
researching what works in psychotherapy. These 
included reactance/resistance level, stages of 
change, therapeu-tic preference, culture, coping 
style, expectations, attachment style, and religion/
spirituality. The overall conclusion of the review 
was that adapting or tailoring the thera-py 
relationship to specific patient characteristics, in 
addition to diagnosis, enhances the effectiveness 
of treatment. The result of using these criteria, in 
my understanding, is to strengthen and improve 
the quality of the relationship, from which springs 
the results of good treatment. Being skilled at 
developing the relationship is the essence of all good 
clinical training. It is my hope that detailing some of 
the elements that contribute to this across patient 

Karen Hansen
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characteristics will strengthen the understanding 
of one’s clinical effec-tiveness, as well as provide 
a relevant critique of the Milliman model currently 
promoted by some insurance companies.

For the purposes of this article I have chosen 
to limit my coverage of the material to the area of 
attachment style. I refer the reader who wishes for 
more detail on the other pa-tient characteristic areas 
to the full set of journal articles. 

Attachment style is an area that many of us have 
studied and applied in our work. 

Developing a secure attachment style with the 
patient is the goal of much of our work. For ourselves 
as therapists, knowing our own attachment style and 
growing it to become more secure is also important if 
we want to be the most effective therapists. For most 
if not all clinical social workers, investing in one’s 
own therapy al-lows for this security to develop or 
deepen. We cannot be a secure base for our clients if 
we are not secure within ourselves, and we are much 
more likely to be inducted into playing out insecure 
attachment patterns in the treatment as well.

One result of the research review establishes that 
securely attached clients tend to benefit more from 
psychotherapy than insecurely attached clients. It 
makes sense that being able to trust and use the 
therapist as a secure base allows the treatment to 
pro-gress more smoothly. Psychotherapy treatment 
for a person with a secure attachment might even 
fit into the Milliman Guidelines in a realistic way. 
However, in my experience, the bulk of the client 
situations that we see are people with dismissing, 
en-meshed/preoccupied, or unresolved attachment 
patterns (relating to infant attachment patterns 
of anxious-resistant, ambivalent, or avoidant as 
established in the Ainsworth Strange Situation 
Study of 1978). The goal of establishing a secure 
relation-ship in the treatment is a more productive 
way to resolve emotional distress than by simply 
addressing and resolving the symptoms that 

determine the DSM-5 diagnosis.  This dimension of 
treatment is difficult to document in the treatment 
format that some of us must write to obtain insurance 
authorization for the work that we do. These re-ports 
target symptoms which often do not tell the whole 
story of what is going on and how long treatment 
may take to complete, especially with overt and 
hidden trauma cases.

I’d like to expand on this with some clinical 
examples. A Secure Attachment patient tends to 
be “open, collaborative, compliant, committed, 
and proactive in treatment, trusting of therapists, 
and able to integrate their therapist’s comments”. 
These folks get better fast and are often easier 
to work with. A Preoccupied Attachment patient 
may “initially appear to be easier to treat, eager to 
discuss their worries”(Levy et. al., pg. 195), in effect 
over-disclosive and cooperative/adaptive. We tend 
to feel we understand them more quickly, however 
they actually may be much more difficult to treat 
because they are internally much less open and 
compliant and show less improvement because of 
this. Unless we have picked up on this issue early on 
we may be surprised when they miss sessions, do not 
benefit from interventions, or even leave treatment 
early. 

A Dismissive Attachment patient is often resistant 
to treatment, has difficulty asking for help, and 
retreats from help when it is offered. We may feel 
excluded from their lives, as if we are not important 
in any way to them. They may not disclose essential 
infor-mation about their lives, especially early in the 
treatment when they are not trusting about what we 
might do with it.   They do not allow us to participate 
in their emotional regulation, and in general keep us 
at a distance. It is hard to feel valued and engaged 
with these patients so we may wonder to ourselves 
why they keep coming to see us.

Unresolved for Trauma or Loss Attachment 
patients, a category given in addition to the above 

categories, are especially difficult to treatment as 
their issues make devel-oping a secure relationship 
more challenging. This may include patients who 
would also be diagnosed with Borderline Personality 
Disorder, or some other personality disorder. These 
are the complex cases that most of us rely on 
consultation or supervision to ne-gotiate, where the 
treatment alliance is especially difficult to establish, 
and for whom treatment may be long term or long 
term/episodic.

 
Treatment Implications

The summary of this article concludes with the 
following practice implications:

1. Assess the patients attachment style, 
formally or informally, as part of your initial 
as-sessment, since it has so much influence 
on the treatment process and outcome. The 
following link is an example of the Adult 
Attachment Style Assessment Interview 
(http://w w w.psychology.sunysb.edu/
attachment/measures/content/aai_interview.
pdf)

2. Expect longer and more difficult treatment 
with preoccupied attachment patients, and 
with unresolved for trauma or loss patients. 
Use this expectation in your treatment 
re-ports if you need to make them for 
authorizing sessions.

3. If the patient shows a dismissive attachment 
style, calibrate a more engaging style, if 
the patient shows a preoccupied style be 
more containing and structured to allow for 
their tendency to become overwhelmed. 
Titrate these to allow for the degree of 
dis-missiveness or preoccupation of the 
patient.

Modify your style as the treatment progresses, 
thus as more trust is achieved and attachment 
is more secure, allowing the patient to be the 
initiator or relaxing the con-taining function as the 
patient shows increased ability to self-regulate. 

http://www.psychology.sunysb.edu/attachment/measures/content/aai_interview.pdf
http://www.psychology.sunysb.edu/attachment/measures/content/aai_interview.pdf
http://www.psychology.sunysb.edu/attachment/measures/content/aai_interview.pdf
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Leadership Tasks for Clinical Social Workers

As we progress with our work towards insisting 
insurance organizations honor mental health parity, 
attachment style dimensions to assessment should 
become an important element to help document 
the need for adequate treatment time. This may also 
help support the real issue of chronicity vs. acute 
mental health treatment. We will need to become 
strong advocates for our clients for whom ongoing 
care is necessary. This may become the single most 
important issue in the mental health parity challenge 
with in-surance companies.

In Washington State, and under the wise direction 
of Laura Groshong, we are working with our parity 
laws and insurance providers to advocate for more 
effective mental health parity. For several years 
now the use of the Milliman Guidelines, has unfairly 
re-stricted mental health care.  Insurance companies 
that use a strict interpretation of Mil-liman as their 
main reason to restrict care are being challenged.  
We are doing this through face to face meetings, 
surveys that gather data from our membership, and 
through media exposure and newspaper editorials.  
We have testified at hearings in our state capital 
and with our insurance commissioner.  We have 
determined that although some companies follow 
these guidelines, others don’t, and that a uniform 
interpretation of the law is needed. We are currently 
meeting with and communicating with our Office of 
the Insurance Commissioner to promote adequate 
rules for implementation of mental health parity, 
rules that can allow us as clinicians to determine the 
length of treatment when complicated attachment 
style patterns, and other factors of a chronic nature, 
are needing consideration.  

We are also currently working with an attorney 
specialized in this type of advocacy for purposes of 
legal action, as well as the Office of the Insurance 
Commissioner, to pro-mote writing of rules that 

support mental health treatment in a more equitable 
way.  In particular chronic mental health issues, often 
which include the attachment styles of ambivalent 
or disorganized, need to be treated with longer term 
models than what the Milliman Guidelines allow for.  
Clinical social workers, who are trained to recognize 
and address attachment styles as well as mental 
health disorders, treat both acute and chronic mental 
health problems. Treating chronic problems with a 
short term treatment model cannot help transmute 
attachment styles to ones that are more secure.  A 
more sensitive and trust building model, of a longer 
term nature, is best suited to these cas-es.  

For example, a person with a history of chronic 
and pervasive trauma has many levels of distrust 
and trauma triggering which can take long ongoing 
treatment to uncover.  Even though they may not 
be in acute crisis, this ongoing work is necessary to 
build and sustain the therapeutic alliance and to 
further resolve the frequency of trauma trig-gering 
events.  Failure to support this length of treatment 
will create a revolving door of regressive mental 
crises, as well as possible physical health problems 
which are costly to both the patient and the health 
care system.  Furthermore, adequate treatment of 
this type of case is a fair and reasonable expectation 
for the way the mental health pari-ty was intended 
to be interpreted.  

Are you seeing these issues of denial of treatment 
cropping up in your state? Is mental health parity 
being supported by your state’s insurance network?  
If so, please advise Laura (lwgroshong@comcast.net 
) and me  (karenhansenmsw@gmail.com)  so we can 
assist you in developing some ways to advocate for 
the parity these cases deserve.  It is an important 
time for Clinical Social Workers to speak up for their 
patients and for true mental health parity to be 
recognized in Affordable Health Care system.  
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“Integrative Clinical Social Work Practice: A Contemporary Perspective”
BOOK REVIEW

The concept of “integrative psychotherapy” 
continues to gain currency as a topic of 
professional discourse.  F. Diane Barth LCSW’s 
new book, “Integrative Clinical Social Work 
Practice,” takes the question of what is an 
integrative practice away from the realm of 
discussion and debate, instead creating a 
theoretically grounded, and grounding, guide 
to such a practice.    Her text does not defend 
the concept of an integrative practice as much 
as it sharpens, expands, and organizes the idea 
of clinical eclecticism into a practical, integrative 
tool.  In many ways, Barth’s conceptualization 
of integrative work creates a kind of ultimate 
feedback loop for clinicians:  adopting an 
integrative perspective provides more vantage 
points from which to observe and conceptualize 
our work with a client, which in turn broadens 
and clarifies our understanding.  This greater 
understanding gives us new ways to think about 
how we work with clients, generating the ability 
to do so more effectively.  

Barth begins by devoting chapters to each of 
the four primary therapeutic treatment models:  
psychodynamic (in which she includes relational, 
intersubjective, ego and supportive therapies); 
developmental models; structural (including 
cognitive and behavioral models); and therapies 
focusing on the body-mind connection.  She 
describes and explains these theories, and 

Constance Stewart, LCSW

supplies engaging clinical examples which 
illustrate the use of the different theoretical 
methods,  and show how different theories and 
methods can be integrated within work with a 
specific individual.  

The text also provides tables for each model 
that encapsulate the concepts of the theory, 
the primary theorists behind it, and each 
theory’s general application.  Rather than a dry 
summation, Barth’s tables are absorbing and 
fun:  they synthesize often complex, divergent 
concepts into grids that are right there for us to 
see and compare.   For example, Table 3-2, part 
of the chapter on developmental theories, lists 
developmental issues (such as affect regulation 
or attachment issues)  in one column, followed 
by columns listing interventions and corrective 
experiences for each issue cited, all within 
a developmental perspective.  Other tables 
include (suggested) situational do’s and don’ts 
for psychodynamic interventions, and a handy 
summary of body/mind concepts and theories, 
including various practice applications.  Her 
intelligent and straightforward use of this format 
can be seen as exemplifying one of the premises 
of the book:  that an integrative practice is a 
balanced practice, and that clients’ needs are 
best served when pragmatism is integrated with 
theory.

The intelligence and pragmatism that she 
brings to her clinical work shines through in the 
chapters discussing the application of various 
theories and modalities, as well as in the later 
chapters on the use of integrative work when 
addressing specific clinical issues.  Included in 
these chapters are such topics as assessments, 
the therapeutic relationship, teamwork, and 
the implications of referring a client to another 
therapist for adjunct work, be it Dialectical 
Behavior Therapy (DBT), couples treatment, or 
mind/body work.  These discussions add a rich 
complexity to her idea of an integrative practice.

The linchpin of the author’s application 
of integrative theory is Harry Stack Sullivan’s 
concept of a “detailed inquiry,” coupled with 
an awareness of the importance and ubiquity 
of process.  The book describes, in numerous 
contexts, the value of asking clients  (as in a 
detailed inquiry) to talk about the minutia of 
their day to day life:  aspects of their physical 
or emotional experience, their environment, a 
daily routine, or the examination of a memory.   
These details become the building blocks of 
integrative work.  For example, in working with 
eating disordered clients, she delineates the 
importance of understanding attitudes and 
rituals around food, as well as where a client 
might stand in the context of  developmental 
tasks and themes, such as separation or 

by F. Diane Barth (Copyright 2014 166 pp; Springer Publishing) 



16ACCESS • 2014  FALLCSWA

strengthening IDENTITY | preserving INTEGRITY | advocating PARITY

F. Diane Barth, LCSW, may be contacted at:

102 W. 85th St #5H
New York, NY 10024

212-362-75
S65

fdbarth@gmail.com

attachment, all issues which may become 
readily apparent in discussions of day to day 
details.  In the review of cognitive behavioral 
methods, she points out that a detailed inquiry 
can help to uncover and elucidate negative 
thought patterns or assumptions that could 
be important treatment foci.  Again, the 
ongoing clinical examples handily illustrate the 
effectiveness of this kind of exploration.

The text’s emphasis on process – 
encompassing development, experience 
and therapy’s unfolding over time – is an apt 
backdrop to its discussion of integrative work.  
Barth takes the time to look at and highlight 
the many elements that comprise the process 
of such work.  The book explores some of 
the more concrete, workaday issues such as 
confidentiality; how we address our clients (first 
name or Mr./Ms. X); the use of the Mental Status 
Exam; the importance of talking about a medical 
check-up and any other medical conditions; 
and the elucidation and periodic revisiting 
of treatment goals with our clients.   In this 
conceptual scheme, all of these issues provide 
opportunities for the clarification, exploration, 
and articulation of issues, further enhancing our 
understanding of our clients.  

Barth also speaks to the more abstract yet 
personal aspects of clinical work, such as trust, 
the importance of meaning, the value of tact, and 
the quest for understanding.  All are intelligently 
discussed as fundamental parts of an integrative 
practice, though the text occasionally falls short 
in its exploration of these more personal, less 

easily defined areas.  Although it is difficult to 
tie such abstract ideas to research and theory as 
thoroughly as she does with other issues, these 
discussions would have benefited from being 
opened up and examined in greater depth.

But the majority of the book’s discussions 
are spot on:  the chapter “Small Steps and 
Manageable Goals” is a great example of 
the author’s pragmatic and integrative 
thinking.  This chapter illustrates how smaller 
interventions with clients can frequently result 
in greater overall changes – even if part of what 
helps to bring them about is the understanding 
that real change can be painstakingly slow 
– and that learning to tolerate an amount of 
unpleasantness while making incremental 
changes can be extremely beneficial to a client’s 
functioning in the long run.  Such small advances 
are not only an element in  psychodynamic 
work (Sullivan’s detailed inquiry), but also in 
body/mind theories, whose emphasis of being 
aware in the moment break experience into 
manageable, experiential increments, DBT, 
Acceptance and Commitment Therapy (ACT), 
and most contemporary cognitive/behavioral 
techniques also use the concept of small steps, 
which, she notes, are a way to engage our 
clients in a steady progression that is ultimately 
developmental in nature.

The text refers to the recent brain research 
that shows that when an individual speaks about 
thoughts and feelings to another person, it can 
actually change the brain and alter emotions 
and behavior, and that such verbal clarification 

is one way in which therapy helps clients 
develop the ability to tolerate and manage 
feelings.  This research is frequently cited in 
support of the efficacy of talk therapy, but Barth 
takes this important point even further, noting 
that when clinicians make the effort to articulate 
thoughts or feelings that may have gone into an 
intervention with a client, this is a step toward 
better understanding one’s own use of theory, 
treatment methods, and our own emotional 
responses to clients.  So, again, we are looped 
back to the primacy of process: what we do, 
how we reflect upon and articulate it, using our 
theories, methods, training, and the personal 
and professional values that are always present 
and impacting our clinical work.  In this book 
Barth shows us that by consciously working 
from different perspectives, and articulating the 
ways they interact with our practice, we develop 
a stronger, more focused practice:  one

mailto:fdbarth%40gmail.com?subject=
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As the CSWA grows around the country, it is fun, helpful and educational to see what activities other state Societies have planned. Some of these activities are already passed 
at press time but their scope and importance are very much worth sharing. These activities are identity, integrity and fighting for parity in action! Please contact the listed 
state Society for more information or sharing speakers. 

Clinical Social Work Around The Country: A Sampling of Activities
AROUND CLINICAL SOCIAL WORK 

Minnesota Society for Clinical Social Work

Please explore our website (http://www.
clinicalsocialworkmn.org) to find out more about our 

organization and the services we offer.

The Minnesota Society for Clinical Social Work offers 
several educational offerings every year.  In the next 
few months we will offer two  “clinical conversations,” 
two-hour informal events where members  and other 
practitioners in the community share their expertise 
with each other, two three- hour formal workshops, 
two or three  ethics seminars, again informal  two hour 
events that take place in members’ homes, and several 
study groups, where members gather to deepen their 
expertise in a particular topic., such as supervision, 
working with clients who have experienced trauma 
and adolescent and child therapy.    The society also 
offers a low fee supervision group for members who 
are working on earning their LICSW . Here is a list of the 
upcoming events:

• Winter Workshop: Incorporating Sensorimotor 
Theory into Psychotherapy

• Winter Clinical Conversation: Clinical Work 
with Divorcing Couples and Families Utilizing 
Mediation Values

• Spring Workshop: Psychotherapy with Men: 
Unique Dimensions

• Spring Clinical Conversation: Mindfulness in 
Psychotherapy.

Missouri State Clinical Social Work Society

Please explore our website (www.mscsw.com) 
to find out more about our organization and the 

services we offer.

CEU Schedule for 2014-15 

• 9-27-14  Laura Groshong, LICSW:  “It’s the 
End of the World as We Know it and We Feel 
Fine:  Changes Coming to Clinical Social Work 
Practice”

• 10-11-14  Yvonne Homeyer, J.D.:  “Using 
Mediation and Collaborative Practice in Divorce 
and Family Disputes”

• 11-8-14   Gary Behrman, PhD, MSW, LCSW:  
“Assessing for Lethality & Creating Safety Plans 
with Adolescents & Young Adults” 

• 12-13-14  Kate Upshur, LCSW, RYT:  “Trauma 
Sensitive Yoga”

• 1-10-15   Michelle Schiller-Baker, Executive 
Director, Saint Martha’s Hall.  Nature and 
Dynamics of Intimate Partner Abuse 

• 2-14-15  Tom Reichard, Executive Director, 
State Committee for Social Workers (no title 
yet)  Topic:  Licensing Issues

• 3-14-15   TBA
• Spring Clinical Conversation: Mindfulness in 

Psychotherapy.

Pennsylvania Society for Clinical Social Work

Please explore our website  
(http://www.pscsw.org) to find out more about our 

organization and the services we offer. 

The Pennsylvania Society for Clinical Social Work is a 
growing and thriving professional organization with 
over 750 members. Our purpose is to promote clinical 
education, legislative advocacy and networking 
opportunities for clinical social workers.  PSCSW 
maintains a dynamic and responsive listserv. It offers 
a free mentoring program and low fee supervision 
for recent graduates. Some other PSCSW programs 
include our Psychotherapy Referral List, Coffee and 
Conversation programs, Clinical Book Groups, and 
Film Groups. We have support and mentoring groups 
for clinical social workers working in agencies, social 
workers of color, male Social workers, LGBTQ social 
workers and social workers in medical settings.

Some of our current events include:

• Friday, November 7th: PSCSW Annual Meeting/
Dinner: Partners Caught in the Crossfires: Impact 
of Sex Addiction on Loved Ones – Presenter: 
PSCSW Member, Cara Tripodi, LCSW, CSAT – 
2 CEs (This is open to nonmembers as well.) 

• Saturday, November 25th: Recognizing & 
Managing Addictions in an Out-Patient Practice – 
Presenter: Mark Schenker, PhD – 4 CEs

http://www.clinicalsocialworkmn.org
http://www.clinicalsocialworkmn.org
http://www.mscsw.com
http://www.pscsw.org
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The following are more informal programs presented 
by members and hosted by members in their homes:  

• Friday, October 17th: Clinical Film Group 
(members-only program) Film: Safety Not 
Guaranteed (2012); Clinical Title: Safety Not 
Guaranteed: A Critical Look at Assessment 
& Biases in Clinical Social Work; Presenter: 
Mallory Hanfling, MSW, LSW – 2 CEs 

• Sunday, October 26th: Integrating Meditation 
into your Psychotherapy Practice – An Introduction; 
Presenter: Helen J. Rosen, PhD, MSW – 2 CEs 

• Saturday, November 1st: Clinical Book Group 
(members-only program) Book: A Thousand Acres 
by Jane Smiley; Clinical Title: The Impact of Father 
Daughter Incest: Dissociative Amnesia; Relational 
Destruction; & Professional Controversy-Charting 
an Ethical Course of Treatment Through the Shoals 
of Fragmented Memory – Presenter: Joan F. Pollak, 
MSW, LCSW – 3 Ethics CEs  

• Sunday, November 2nd: Feeding Baby Robot: 
Dyadic Play Therapy to Repair Attachment 
Insecurity in Young Children; Presenter: Leda 
Sportolari, MSW, LCSW – 2 CEs 

South Carolina Society for Clinical Social Work 

Please explore our website  
(http://www.scclinicalsocialwork.org) to find out more 

about our organization and the services we offer.

2014 Upstate Fall Study Groups   

All sessions begin with refreshments and networking 
12:00pm - 12:30pm.  Continuing education 12:30pm - 
3:30pm (3 SW CEU’S)

Friday, October 17
Leslie Hull-Kimbell, LISW-CPS, CSAT

Sarah B. McGuire LISW-CP, CSAT
“Sex Addiction: 101”

Objective: To provide information regarding the 
identification and treatment of those who struggle 

with sexually compulsive or sexually addictive.

Friday, November 14
Bailey McDonald, LISW-CP

“OCD: The Basics and Beyond”
Objective: To be able to identify OCD and differential 

diagnosis, understand Exposure and Response 
Prevention Therapy

How CSWA is Working for You
 

As you know, CSWA has been on the front lines to 
ensure your ability to provide quality clinical care in the 
foreseeable future.  We are currently actively involved 
in promoting clinical social work mental health services 
in the Essential Health Plan and protecting Medicare 
reimbursement.  These legislative and policy changes, at 
the national level, directly affect your ability to practice 
within your individual states.

 
CSWA is an independent membership organization which 
means that social workers need to join as individuals, even 
if you are member of a state society. Without membership 
in organizations at state and national levels, your interests 
are not being protected.

 
Please join us and receive the following benefits as a 
result of your membership:

• Legislative advocacy for adequate reimbursement 
for licensed clinical social workers.

• Ongoing efforts for more effective mental health 
treatment coverage in the essential benefits.

• State society advocacy and consulting.
• Up-to-date clinical information that informs your 

practice.
• Free consultative service for legal and ethical 

questions.
• Discounted comprehensive professional liability 

insurance.
 

Membership in CSWA is an investment in your profes-
sional growth and development.  Remember, CSWA is 
the only national organization that advocates for your 
interests!

http://www.scclinicalsocialwork.org
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Washington State  

Society for Clinical Social Work

Please explore our website  
(http://www.wsscsw.org) to find out more about our 

organization and the services we offer.

Upcoming WSSCSW Conference:
Beyond Words: Attachment, 

Trauma, and Implicit Communication 
With Pat Ogden, Ph.D.

November 1st, 2014 - 8:30 - 4:00
6 CEU’s

Swedish Medical Center, First Hill
Glaser Auditorium

747 Broadway | Seattle, WA 98122
 

Emphasizing embedded relational mindfulness, this 
workshop explores the legacy of trauma and attachment 

experience in determining affect regulatory capacities, 
procedural learning and implicit communication, and 

thus in large part, the quality of one’s relationships with 
others and with oneself. Key components of Sensorimotor 

Psychotherapy will be illustrated using videotaped 
excerpts of sessions with traumatized individuals and 

brief experiential exercises: distinguishing interventions 
for trauma - vs attachment-related emotions; specific 

skills for embedded relational mindfulness; working with 
physical actions related to animal defensive subsystems and 

developmental movement sequences; building somatic 
resources; and developing a somatic sense of self.

Pat Ogden, PhD, is a pioneer in somatic psychology and 
the founder/director of the Sensorimotor Psychotherapy 

Institute, an internationally recognized school specializing 
in somatic–cognitive approaches for the treatment of 

posttraumatic stress disorder and attachment disturbances. 
She is co-founder of the Hakomi Institute, a clinician, 

consultant, international lecturer and trainer, and first 
author of “Trauma and the Body: A Sensorimotor Approach 

to Psychotherapy” and “Sensorimotor Psychotherapy: 
Interventions for Trauma and Attachment.” She currently 

working on a third book, “Sensorimotor Psychotherapy for 
Children and Adolescents.”

For registration fees, visit our website:   
http://www.wsscsw.org/clinicalconferences 

CLINICAL EVENING MEETINGS

The Washington State Society for Clinical Social 
Work holds Clinical Evening Meetings three times 

per year - Fall, Winter and Spring - at the UW School 
of Social Work. They are scheduled for 7-9 PM, with 

networking from 7:00-7:30 p.m. 

These are quality presentations given by members 
and allied professionals. It is a great opportunity for 
you to get 1.5 CEU’s per evening while networking 

and meeting other clinical social workers. Our 
well attended and stimulating October meeting 

featured Dawn Dickson, LICSW, and Daniel Masler, 
PsyD, presenting The Use of Story in Clinical 

Practice: Reframing Personal Narratives About 
Health and Wellbeing.  

Our next Clinical Evening Meeting will be held 
on January 14th, 2015. We are pleased to present 

a panel discussion on Critical Incident Stress 
Management with John Powers, LICSW, Robert 

Odell, LICSW, and Seema Mhatre, LICSW.  Stay tuned 
for announcements and more information about 

this interesting event!

Questions? Topics of interest? Wanting to present? 
Contact: 

 Dawn Dickson at dawndickson1@comcast.net or 
Tanya Ranchigoda at tranch27@yahoo.com.

• 

Legal questions  
for your practice?

Preparing to testify in your  
professional capacity?

The Association’s Committee  
on Clinical Social Work  

and the Law can help you!
MEMBERS-ONLY FREE  

BRIEF TELEPHONE CONSULTATIONS
We operate as a consultation and education 
resource to help social workers to function 
in legal and quasi-legal settings and to 
better understand the impact of legal criteria 
on various aspects of clinical social work 
practice. Not an attorney. Not for clinical 
emergencies or advice.

For advice about:
• How to interface with the legal system
• Testifying as a lay or expert witness
• Structuring attorney-solicited reports
• Social worker recognition by the courts
• Risk management and practice issues
•	 Definition	of	privileged	communications
•	 Confidentiality	decisions

helpline@clinicalsocialworkassociation.org 
855-279-2669

http://www.wsscsw.org
http://www.wsscsw.org/clinicalconferences 
mailto:dawndickson1%40comcast.net%20?subject=
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Building on 30 years of service  
to Clinical Social Workers…

Share the News!
For an online application, refer a colleague to 

www.clinicalsocialworkassociation.org

Become our Friend on Facebook at
ClinicalSocialWorkAssociation

www.clinicalsocialworkassociation.org
http://www.facebook.com/pages/Clinical-Social-Work-Association/150117021724791
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