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[This document is the first section of a much more detailed analysis of all clinical social work licensure laws in the country, currently in development.  Please contact the author at lwgroshong@clinicalsocialworkassociation.org with any questions.]

Section I – Overview

Introduction

               Licensure for clinical social workers in all 51 states and jurisdictions finally came to pass in April, 2004, when Michigan became the last state to pass a clinical social work licensure law.   However, there are several problems with the current system of licensure.  There are currently no two states that have the same regulatory standards.  This has led to confusion about the actual standards of the clinical social work profession and barriers to reciprocity between states.  The Association of Social Work Boards Model Social Work Act has gone a long way toward providing a template for social work licensure, but there are areas which have not been adopted across states and jurisdictions and where clinical social work standards could be clarified. 
        This document is a summary of the way the areas of social work licensure laws that affect clinical social work practice are currently incorporated into social work licensure laws in 16 areas.  In addition, there is an analysis of the way these laws could be improved.  Finally, there is a series of recommendations which are summarized and integrated into the Model Social Work Act where appropriate. 
 History of Clinical Social Work Licensure

     In 1945 the first clinical social work licensure law was passed in California.  The bulk of clinical social work licensure laws passed in the 1960s and the 1980s, with the others slowly passing individually from 1994-2004, leading up to the current ‘universal’ social work licensure.  However, many social work laws were inadequate in covering all the areas which need to be covered to adequately protect clinical social work practice and the public.

     In 1995 the Association of Social Work Boards (ASWB) developed a “Model Social Work Bill”.  At the time there were about 10 states that did not have licensure for clinical social workers.  It is a template which outlines how to write a licensure law but leaves open crucial areas such as how many hours of supervision and experience should be required for clinical social work licensure; how many years of post-graduate experience should be required; what continuing education standards should be; what training and experience standards approved supervisors for licensure applicants should meet; what ethical standards of practice should be; what coursework should be required in graduate school; what the clinical social work scope of practice should be; and, importantly, it includes BSWs as a component of social work licensure laws.  The author wishes to thank ASWB, who wrote “Social Work Laws and Regulations” (2004), which was invaluable in creating this summary.  

Problems with Current Social Work Licensure System

     Public perception about what clinical social workers do continues to be confused with what generalist social workers do.  Clinical social workers have worked diligently to become independently licensed over the past 40 years and have established scopes of practice, educational, experiential, and supervisory standards, in all 50 states and Washington, DC, as of 2004. 

     While exact numbers of independent licensed clinical social workers and other levels of licensed social work categories vary and are hard to find, there are approximately 300,000-350,000 licensed social workers of some type in the country at this time.  Of that number, approximately 200,000- 250,000 are independent licensed clinical social workers or candidates to become independent licensed clinical social workers.  The remaining 50,000-100,000 are in other licensed social work categories (see Table I below.) There are approximately 500 programs leading to a Bachelor’s degree in social work; 144 graduate programs leading to a Master’s in social work; and 42 leading to a Doctorate in social work   

     Clinical social work itself has also become fragmented by theoretical differences, i.e., psychodynamic, psychoanalytic, cognitive behavior orientations, which have sometimes become the basis for clinical social work identity instead of common standards of social work education, training, and practice (see below).  Many clinical social workers are focused solely on their own state’s licensure requirements and have no overview of clinical social work standards.  Reciprocity is a huge problem, as states with higher standards will not license LCSWs who come from states with lower licensure standards, or states – at this point, only California – which use a different examination from the one used in the new state.  
Clinical Social Work and Social Work Identity

    The questions which surround the identities of clinical social work and generic social work are complex and difficult to sort through.  The terms social worker and clinical social worker often reflect different views about what social work is and should be. Paradoxically, as schools of social work have, for the most part, re-balanced the clinical social work courses which were common in the ‘60s and ‘70s, clinical social workers have become a major part of the mental health treatment system. In various polls, 40% to 60% of practicing social workers see themselves as practicing clinical social work (NASW, 2001, 2003, SAMHSA, 2001, CSWF, 2005). One thing that makes social work unique is the principles that underlie any practice of social work—i.e., respect for the humanity in everyone, respect for the diverse forms our humanity takes, respect for self, understanding of the person-in-situation paradigm, and use of the ethical underpinnings on which social work is based. Unfortunately, these principles have become grounds for denying that there are differences in education, training, background, and experience among social workers, which are real and must be understood and accepted.      

      The practice of what has become generalist social work and clinical social work is based on different interpretations of basic social work values and how to apply them, and has importance in determining regulatory standards for social workers. When the first social work organization formed in 1910, the National Conference of Charities and Corrections (later renamed the National Conference of Social Welfare), the first presidents were Jane Addams, and Mary Richmond, who developed what became known as “scientific charity.”  The concept of “charity” was a crucial part of early social work to which both women were committed, i.e., identifying people whose basic needs for food, shelter, and other necessities were not available and providing them.  The Charity Organization Society with which Mary Richmond is identified and which saw social workers as ‘friendly visitors’ who helped people with interpersonal and social problems, using the concepts of ‘mind on mind’, or individual connections to individuals and families to create social change.  The basic concept here was that there was a dialectical tension between personalized individual service and service to the community in the form of identifying problems which needed legislative solutions, e.g., child labor, extreme poverty, public health, etc.  These ‘friendly visitors’ evolved into clinical social workers during and after the First World War, then called ‘psychiatric’ social workers. Returning veterans suffered from ‘shell shock,’ the earliest identification of post-traumatic stress disorder (PTSD) were treated by psychiatric social workers.  The Second World War included psychiatric social workers treating ‘battle fatigue’, having incorporated some of Freud’s ideas about emotional development but retaining the attention to social needs which  was fundamental to social work as a profession.  This ultimately led to the field of modern clinical social work and the inclusion of diagnosis and psychotherapy for a wide variety of mental health disorders. Clinical social work skills grew as well as the demand for these skills.  Within 60 years, clinical social work had become a licensed profession and the largest professional group to provide mental health services in the country.

      Jane Addams promoted work in settlement houses and on social policy solutions to living conditions in the areas where the settlement houses were located. The kind of social work Addams espoused was a direct service model, which was based on group work in settlement houses, working with groups to identify and work to change the problems they faced.  The group ethos promoted by Addams was an important precursor to the conceptualization of community organization, social policy advocacy, and group work today.  Though Addams’ emphasis was on the above areas, some ‘case by case’ social work was also included in the work she and her followers provided. 

     Thus, social casework and group work were not at odds in the early days of the profession though there has always been a dynamic tension between these two poles of the application of social work principles.  The ‘person-in-environment’ paradigm, the basic social work conceptual model, can and should be applied to both arenas. Clinical social work may focus more on the ‘case by case’ model of change, and generalist social work may focus more on change through policy and groups, but ideally social workers would see themselves as having complementary points of view with different emphases, not ones which are antagonistic to one another.  Today’s ‘descendents’ of Mary Richmond’s social casework are clinical social workers, who focus on the relationship of the individual to the external environment, but also the relationship of the individual to their inner environment. The ‘descendants’ of Jane Addams are generalist social workers who are more concerned with affecting social systems and advocating for social change than the relationship between the individual and the environment.  CSWA supports integration of these two views is in order to continue the evolution of clinical social work as a profession and subspecialty of social work, while supporting licensure laws that are the most beneficial to, and protective of, the ‘case by case’ patients of clinical social workers. 

     ASWB has defined generalist social work as follows: 

Generalist Practice: In social work, a practitioner who has knowledge and skills which encompass a broad spectrum and who assesses problems and solutions comprehensively (Barker, 2003, p 147.). Generalist practice typically includes three dimensions: 1) multiple interventions which involve “the use of ‘thoughtful and planned efforts to bring about a specific change’” with individuals, families, groups, organizations and communities;” 2) “a knowledge base carefully chosen from a range of theories;” 3) “a focus ‘both on private issues and social justice concerns’” (Kirst-Ashman & Hull, 2003, pg. 4 citing Landon, 1995, pg. 1103).  

While this definition does not include clinical social work practice or language, this description is very vague about exactly what generalist social workers do, what their scope of practice is, and what their theoretical orientation they use, i.e., “thoughtful and planned efforts to bring about change,” “a knowledge base carefully chosen from a range of theories;” and “a focus ‘both on private issues and social justice concerns.’”  

These areas could be seen as requiring some clinical understanding, but that is not mentioned in this definition.  CSWA would like to point out the ambiguity of this scope of practice but will not address possible solutions in this document since it is focused on regulatory standards for clinical social work.

        The ASWB scope of practice for clinical social work reads as follows (ASWB, Model Social Work Practice Act. Pg.13, 2007): “Practice of Clinical Social Work:” A specialty within the practice of Master’s Social Work requiring the application of social work theory, knowledge, methods, ethics, and the professional use of self to restore or enhance social, psychosocial, or bio-psychosocial functioning of individuals, couples, families, groups, organizations and communities. The practice of Clinical Social Work requires the application of specialized clinical knowledge and advance clinical skills in the areas of assessment, diagnosis and treatment of mental, emotional, and behavioral disorders, conditions and addictions. Treatment methods include the provision of individual, marital, couple, family and group counseling and psychotherapy. The practice of Clinical Social Work may include private practice and the provision of clinical supervision.  This definition is a good model for the licensed independent clinical social work scope of practice as it contains the two key elements for this scope of practice, i.e., the right to diagnose mental health disorders and the right to treat mental health disorders (including the right to conduct psychotherapy.)  This scope of practice seems clearer and less ambiguous than the one for generalist social work practice.

       To expand on the ASWB scope of practice, clinical social workers overall are committed to providing mental health services to their clients through various treatment modalities and theoretical orientations. Clinical social workers are the largest of the six major mental health specialist groups, which also includes marriage and family therapists, mental health counselors, advanced registered nurse practitioners, psychologists, and psychiatrists. Most work in private practice or supervisory positions. While clinical social workers have a commitment to social advocacy, justice, and policy development, their primary interest is in providing mental health treatment as clinicians. There has been ongoing confusion about the scope of practice in clinical social work and of generalist scopes of practice as well. This document is an attempt to clarify some of that confusion.  

     The primary practice of independent clinical social work at this time includes a biopsychosocial understanding of the person, couple, family, or group which can be applied to a wide variety of settings, as well as the provision of mental health treatment through diagnosis and psychotherapy and the provision of clinical supervision/consultation.  Generalist social workers, i.e., those who find services to meet daily needs, or manage and coordinate services, do not see always see clinical social work as an integral part of their identity or knowledge base. CSWA believes that the lack of mutual understanding has undermined the whole field of social work, and clinical social work as a subspecialty. The goal of this document is to find a way collaborate and develop better mutual understanding. Generalist social work and clinical social work should inform each other, rather than being at odds. CSWA believes that awareness of the “frame” (as defined by Robert Langs), focusing on the client’s inner world(s), and attending to the therapeutic relationship itself, can have applications for clients in many agencies, i.e., child protective services, foster care services, etc., just not a private practitioner’s office. An understanding of human development and family dynamics could be as valuable in generalist work as in strictly clinical practice.  In short, CSWA believes that some understanding of clinical principles makes every social worker better at what they do, just as commitment to social advocacy and justice does.  In short, CSWA believes that casework, group work, policy development, advocacy and all other modalities of social work practice should be based on an understanding of human emotional development, as well as on social justice.      

     In the regulatory sphere which is the focus of this paper, CSWA is committed to the belief that licenses which regulate practice at the Bachelor’s and Master’s level of education should require some clinical training; unfortunately this education does not exist in schools of social work currently, even at the Master’s level.  The scopes of practice for non-clinical social workers at the Bachelor and Master’s levels are often blurred in regulation and require clarification. This clarification goes beyond the scope of this paper.  However, CSWA believes that clinical understanding and social justice are inextricably combined in social work as a profession and will strive to promote this connection.  

A Note on Cultural Competence

         The preamble of the Clinical Social Work Association Code of Ethics begins with the following: "The principal objective of clinical social work is the enhancement of the mental health and the well-being of the individuals and families who seek services from its practitioners. The professional practice of clinical social workers is shaped by ethical principles which are rooted in the basic values of the social work profession. These core values include a commitment to the dignity, well-being, and self-determination of the individual; a commitment to professional practice characterized by competence and integrity, and a commitment to a society which offers opportunities to all its members in a just and non-discriminatory manner."  This statement suggests a strong commitment to knowledge of individual differences and cultural competence.  Unfortunately, there are few states which include this component in the ongoing educational requirements for licensure.  CSWA sees this as a major gap in clinical licensure laws and rules and would like to offer some commentary on why this state of affairs should be reconsidered.

      There is no universally accepted definition of cultural competency. Though social work and clinical social work ethics and education promote knowledge of cultural differences, there is little in the way of initial or ongoing requirements in building the clinical social work knowledge base in this area.  The National Center for Cultural Competence uses a conceptual framework and model for cultural competence based on the Cross et al. definition (1989). "Cultural competency requires that organizations: have a defined set of values and principles, and demonstrate behaviors, attitudes, policies and structures that enable them to work cross culturally; have the capacity to 1) value diversity; 2) conduct self-assessment; 3) manage the dynamics of difference; 4) acquire and institutionalize cultural knowledge; and 5) adapt to diversity and the cultural contexts of the communities they serve.  

         Cohen and Goode emphasize the importance of providers understanding the beliefs that shape a person's approach to help-seeking behavior. Knowledge of customs and traditions are imperative. (Cohen., E & Goode, T.D. (1999), revised by Goode, T.D. & Dunne, C. (2003). Policy Brief 1: Rationale for Cultural Competency in Primary Care. Washington, D.C.: National Center for Cultural Competence, Georgetown, University Center for Child and Human Development.)  The Cultural Competence Healthcare Assessment developed by the NCCC provides questions in the following knowledge areas: Value and Belief Systems, Cultural Aspects of Epidemiology, Clinical Decision Making, Life Cycle Events, Cross Cultural Communication, and Empowerment/Health Management.

         In addition, NCCC supports incorporating the above in all aspects of policy making, administration, practice service delivery and involve systematically consumers/families.   According to the U.S. Census, in March 2003, the civilian non-institutionalized population of the U.S. included 33.5 million foreign born, representing 11.7% of the U.S. population. Among the foreign born, 53.3% were born in Latin America, 25% were born in Asia, 13.7% were born in Europe, and the remaining 8% were born in other regions of the world. In 2000, 18% (47 million people) of the total population over 5 years of age reported they spoke a language other than English at home. Understanding an individual's culture doesn't just encompass ethnicity or race. It should include gender, age, religions and spiritual beliefs, sexual orientation, and social class to name a few.


     Racial and ethnic disparities are prevalent in mental health. The Surgeon General’s report on mental health in 1999, stressed the importance of knowledge of culture for both patients and providers. "The cultures that patients come from shape their mental health and affect the types of mental health services they use. Likewise, the cultures of the clinician and the service system affect diagnosis, treatment, and the organization and financing of services." (SGR, Executive Summary, 1999).

     For all of the above reasons, CSWA strongly suggests the inclusion of continuing education requirements in cultural competence, a crucial part of social work identity which should be included in our knowledge base in an ongoing way.


