
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Copyright 
 

by 
 

Nancy Francisco Stewart 
 

2003 



 

 
 
 
 
 
 
 

The Dissertation Committee for Nancy Francisco Stewart 
certifies that this is the approved version of the following dissertation: 

 
 

Identity, Competency, and Autonomy 
 

of Medical Social Workers in Acute Care Settings 
 
 
 
 
 

            Committee: 
 
            ___________________________ 
            King E. Davis, Supervisor 
 
            ___________________________ 
            David M. Austin 
 
            ___________________________ 
            Dennis T. Haynes 
 
            ___________________________ 
            Dennis L. Poole 
 
            ___________________________ 
            Norvell W. Northcutt 
 



 

 
 
 
 

Identity, Competency, and Autonomy 
 

of Medical Social Workers 
 

in Acute Care Settings 
 

by 
 

Nancy Francisco Stewart, MSW, M.A.Ed. 
 
 
 
 

Dissertation 
 

Presented to the Faculty of the Graduate School of 
the University of Texas at Austin 

 
in Partial Fulfillment 

 
of the Requirements 

 
for the Degree of 

 
Doctor of Philosophy 

 
The University of Texas at Austin 

 
August 2003 



 iv

Acknowledgements 
 

This research would not have occurred without the courageous hospital social 

workers who wanted to prepare future practitioners for the challenges ahead and the 

support of my committee who encouraged me to address these issues. I am especially 

appreciative of Dr. King E. Davis, my committee chair, and Dr. David M. Austin. I 

would also like to acknowledge Dr. Norvell Northcutt, Dr. Danny McCoy and Dr. 

Tamara Davis for their counsel through the concept mapping and Dr. Janice Miller for 

her assistance with the editing and formatting.  It has been my great fortune to share these 

few years with such wonderful mentors and friends. I wish to thank my family for their 

unwavering love and support during the transitions in my life. 

  This work is dedicated to the memory of my great aunt, Lelia Dickinson, a 

strong, dedicated pioneer of social work in health care. 

 
Nancy Francisco Stewart 

2003 
 
  
 
 

 



 v

 
 
 

Identity, Competency, and Autonomy 
 

of Medical Social Workers 
 

in Acute Care Settings 
 

Publication No. ________ 
 

Nancy Francisco Stewart, Ph.D. 
The University of Texas at Austin, 2003 

 
Supervisor: King E. Davis 

 
 

This study examined the sense of identity, competency, and autonomy of staff-

level medical social workers in acute hospital settings. A purposive sample included 

social workers in decentralized settings, combined departments, and centralized 

departments without social work supervisors and those with social work supervision. The 

methodology combined concept mapping using the Concept System© and Interactive 

Qualitative Analysis, a participatory qualitative research method, to reveal a theoretical 

model grounded in data from focus groups. Fifteen themes in the participants’ daily work 

were compared for frequency, importance, decision-making autonomy, and educational 

preparation across departmental structure, the supervisor’s professional affiliation, and 

the social workers’ characteristics. The primary organizational structure found for social 

work in hospitals was a merged department. 
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Organizational structure influenced professional preparation for competent 

practice, activities defining social work identity, and professional autonomy with 

negative correlations for those with nurses as supervisors. Findings suggest that social 

work identity, competency, and autonomy are in serious jeopardy in hospital practice, 

and the profession is adrift. Medical social workers are not clear how to impact 

organizations undergoing change. Social workers in health care are isolated, not 

connected across hospital systems or with professional organizations. Findings indicate 

social workers do not function as interdisciplinary team members, nor do they increase 

their professional leverage. The implication from this research is that leadership, team 

membership, and an understanding of organizational dynamics are missing from hospital 

social work practice. Social work education and the social work profession have failed to 

provide a base for building a strong identity in health care. The mental health, or private 

practice, model is the dominant professional identity and that hospital social workers 

were not involved in research or community change.  This research suggests that clinical 

practice skills, such as Short term counseling, only developed under social work 

supervision. Despite rapidly expanding technological capabilities to treat disease, there is 

less attention to developing resources and competencies that address psychosocial needs 

for both individual and community health. Bilingual social workers were more involved 

with professional development, consultation, and communication with administration. 

The implications for social work practice and social work education are discussed. 
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Chapter 1 

Statement of the Problem 

 

In the context of the present health care environment, with its emphasis on cost-

containment, quality, and effectiveness, it is critically important for social workers to 

define what they do and to distinguish social work and social service contributions from 

contributions from other helping professions. The problems examined in this dissertation 

are how social workers in hospital settings respond to organizational and other changes, 

and how they articulate their work and worth. 

Social work has functioned in American hospitals for nearly one hundred years, 

primarily offering direct services but expanding into policymaking, program management 

and administration. Hospitals and medical clinics have been the third most prevalent 

environment for social work practice, according to a survey of members of the National 

Association of Social Workers (NASW) (Gibelman & Schervish, 1996). Beginning in 

1905 with Ida Cannon, one woman social worker in one hospital, social work services are 

now provided in over 85% of American Hospital Association (AHA) member hospitals 

(AHA, 2000). Within Texas, 78 % or 379 hospitals provide social work services. 

Professional standards for social work services are voluntarily established, 

primarily through professional organizations such as the NASW or accrediting bodies 

such as the Joint Commission on the Accreditation of Health Care Organizations 

(JCAHCO). The AHA defines social work services as “organized services that are 

properly directed and sufficiently staffed by qualified individuals who provide assistance 
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and counseling to patients and their families in dealing with social, emotional, and 

environmental problems associated with illness or disability, often in the context of 

financial or discharge planning coordination” (AHA, 2000, p. 193). Consistent with that 

definition, the primary role currently performed by medical social workers is direct 

clinical practice through psychosocial evaluation; individual, group, or family 

intervention; case management; discharge planning; and facilitating services. A 

secondary set of roles includes interdisciplinary leadership in patient care conferences, 

program development, and health policy development. A tertiary set of roles includes 

teaching and research. Social workers have routinely been involved in professional 

education as field practicum supervisors and within medical education in teaching 

hospitals but have less frequently been involved in research. While social work services 

in hospital settings have become established by accreditation and regulated by payment 

mechanisms such as Medicare and Medicaid participation requirements, social work 

functions have expanded through professional knowledge, skill, and leadership (Mizrahi 

& Berger, 1998). 

For almost 25 years, the literature has stressed the need for social work to evolve 

to meet the needs of complex organizations while continuing to meet its professional 

purpose (Kerson, 1981; Poole, 1997; Rosenberg & Weissman, 1995; Volland, 1996). 

While Flexner (1915) credited social work with breathing a new spirit into the 

relationships between health care experts and their patients, other disciplines have 

recently adopted some of the values and skills of social workers. Social work’s expansion 

into other roles, such as patient education, bioethics consultation, grant writing, 
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psychotherapy, and counseling, has also meant competition and role blurring with other 

disciplines such as psychology, psychiatry, nursing, and pastoral care (Cowles & 

Lefcowitz, 1992; Davidson, 1990; Lister, 1980; Netting & Williams, 1996). The 1998 

centennial issue of Social Work begins with an editorial, “Is Social Work an Adjective?” 

The article asks how we define ourselves as a profession and how we distinguish social 

work practice as unique (Witkin, 1998). The dilemma of professional identity and 

function is applicable to the health care disciplines (MacDonald, 1991; Mundinger, 1980; 

Pearlman, 1992; Tschudin, 1999) and parallels our earliest history (Gibelman, 1999). 

Hospice services provide an excellent example of the common value orientation, with 

nurses, paraprofessionals and lay volunteers all providing psychosocial services (Kulys & 

Davis, 1987). 

In the United States, health care has been changing dramatically since the Social 

Security Act of 1983 (PL 98-21), mandated Diagnostic Related Groups (DRGs) for 

payment for Medicare beneficiaries. Physician-initiated health care has given way to care 

driven by hospital mergers and restructuring, financial plans (managed care), and cost. 

This change has been taking place amidst rapid technological changes, an aging 

population, and increasing chronic disease. Current periodicals and professional journals 

report extensively on the changes within health care and within health care professions in 

the past decade. There is a continuing decline in the number of acute care beds and 

hospitals. Freestanding hospitals have decreased and multi-hospital systems increased. 

Non-governmental, not-for-profit community hospitals decreased in number, and 

investor-owned for-profit hospitals increased. Length of stay (LOS) declined while 
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admissions increased. The majority of U.S. hospitals reported decreases in personnel and 

changes in key leadership, with a significant increase in personnel and leadership changes 

over fiscal years 1994 and 1996 (Berger, 2001). 

A palpable tension accompanies these multiple changes within the health care 

system overall and within social work specifically (Gabel & Oster, 1998; Goldman, 

McCulloch, & Sturm, 1998; Kadushin & Kulys, 1995; O’Neill, 1999; Phelps, Eisman, 

Kohout, 1998; Plante, Boccaccini, & Andersen, 1998; Rosenberg & Weissman, 1995; 

Tucker & Lubin, 1994). Lohmann (1997) asserts that managed care has redefined social 

work practice as a commercial transaction. National surveys of hospital social work 

directors confirm that social work has experienced a flattening and decentralization of 

social work departments, as well as growth in the type and scope of services (Berger, 

2001; Berger, Cayner, Jensen, Mizrahi, Scezney, & Trachtenberg, 1996). Hospitals have 

assigned nurses to some tasks traditionally performed by social workers. Although 

centralized social work services remains the predominant structure, social work 

departments have been merged with other services or social workers have been disbanded 

and assigned to specific patient care units. Over 40% of the respondents to the Society for 

Social Work Leadership in Health Care (SSWLHC) survey reported that their 

departmental directors had changed. National surveys of managers described the changes 

as being more negative for social work staff than for managers. Initial studies described 

staff doing more with less for the benefit of the clients served; the most recent studies 

suggest that patient care is being adversely affected (Berger, 2001). 
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NASW members within Texas and nationally have expressed concern regarding 

the downsizing or demise of social work departments in hospitals in response to the 

overall changes in health care structure and financing (Hansen, 1999). Despite finding 

that social work was not “singled out” (Berger et al., 1996) in the current health care 

climate, national studies reflect a trend that social workers are decreasing in number in 

hospital settings. While health services were among the settings reported by advanced 

clinical social work practitioners, hospital settings were not specified in Timberlake, 

Sabatino and Martin’s 1997 study of 2,640 advanced practitioners in clinical social work. 

In 1994, 82% of the respondents were practicing in mental health with the remainder 

practicing in family and children’s services, health services, and legal services. The 

recent Practice Research Network (PRN) survey of 2000 members of social work’s 

largest professional organization reported that less than 4% worked in inpatient health 

settings (O’Neill, 2001). The survey of NASW members, with an 81% response rate, 

repeated earlier questions by Gibelman and Schervish (1996). This information supports 

the data reported by the federal government’s 1998 Substance Abuse and Mental Health 

Services Administration, which noted a decline in the number of social workers in 

inpatient hospitals from 21% in 1989 to 11% in 1998 due to shrinking hospital utilization 

(O’Neill, 1999). 

Managers also reported a negative impact on social work activities such as staff 

recruitment, staff development, student programs, research, and quality assurance 

(Berger, 2001). Social work managers within the Veterans Administration health care 

network reported that research and student placement/field instruction have been affected 
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(Gockel, Alvelo, & Farris, 2001). Participation at the national conference of the 

SSWLHC was down from 1100 in 1990 to 400 in 2000 (Borgman & Caito, 2001). Initial 

research studies also showed that social workers did not feel competent under managed 

care conditions (Hall & Keefe, 1999; Riffe, 1998) and that clinical social work practice 

has been influenced by managed care’s involvement in practice decisions (Timberlake, 

Sabatino, & Martin, 1997). Studies of the effects of restructuring on hospital social 

workers reported uncertainty and loss of job satisfaction (Globerman, 1999; Globerman 

& Bogo, 1996; Michalski, Creighton, & Jackson, 1999; Neuman, 2001). Both social work 

managers and line staff felt an atmosphere of uncertainty, adversity, and change at the 

beginning of the 21st century. 

The perspectives in the research literature primarily reflect those of social work 

managers and administration. Research dealing with direct practitioners in acute hospital 

settings is inadequate for the development of skills, knowledge, and critical relationships 

for future practice and education. Social workers in decentralized settings without 

organized social work departments or those who have experienced leadership changes 

often do not respond to surveys. Surveys are also limited by the lack of standardized 

definitions across settings for psychosocial activities and tasks, even though the 

SSWLHC has attempted to clarify the terms. Programs and methods are not consistent 

and outcomes are not clearly quantifiable. Additionally, there is no uniform agreement on 

what constitutes a unit of service or a case within social work in health care. Therefore, 

an exploratory study was necessary to develop concepts and hypotheses for future 

practice and research. 
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The purpose of this dissertation was to explore the perceptions of social workers 

in acute care settings about the current nature of their work. The questions asked in this 

study were: 

• How have the changes in the structure of acute care settings influenced the 

identity, competency, and autonomy of social workers? 

• What are the perceptions of social workers in acute care settings about the 

current nature of their work, the adaptations and changes that may have 

occurred in autonomy and supervision, and their visions of competent social 

work knowledge and practice skills? 

• How do social workers in acute care settings describe the opportunities, 

threats, and challenges for social work created as a result of organizational 

change (environmental influence)? 

Evaluation of the sense of identity, competency, and autonomy of social workers 

is a necessary step in planning for the profession in terms of skills, knowledge, and 

critical relationships needed to successfully adapt and serve. Social work in acute care 

settings may experience a shortage similar to what child protection currently does. The 

practical application of this research may assist social workers to develop interventions 

within health care settings, to be proactive for the people social workers serve, to inform 

and deal with employment issues such as recruitment and retention, and to make 

recommendations for social work education. 

This chapter has defined the nature of the research problem. Chapter 2 provides a 

Literature Review of relevant research and theory in the literature. Chapter 3 discusses 
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the Theoretical Framework for this dissertation. Chapter 4 presents the Methodology, 

Chapter 5 presents the Results, and Chapter 6 is a Discussion of the findings. Chapter 7 

suggests the Implications for Education, Practice, and Research, and makes 

recommendations for social workers and the provision of social work services in health 

care. 
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Chapter 2 

Literature Review 

Overview 

The impact of internal and external changes on social workers in organizational 

contexts resonates in the many articles and books that reflect on the past history of social 

work in health care and predict its future. The literature suggests that major changes in 

medical social work can be categorized into three related periods. The first 50 years of 

medical social work culminated in the end of the specialty organization with its 

absorption into a generalist practice organization, the National Association of Social 

Workers (NASW). Increased government funding created a second phase with a massive 

expansion of social work services both in health and mental health services. The third and 

current phase began in the early 1990s with a shift in focus towards empirical studies 

describing differences between social work and other health professions, and within 

social work itself. 

The initial literature search explored articles about social work in health care, 

their authors and whether the article was conceptual, based on anecdotal experience in 

medical social work or reported research. Not surprisingly, given the rigor of professional 

journals, the authors are generally social work academicians or those with dual 

appointments as academics and management. The literature also reflects exemplars in the 

profession: Mizrahi, Berger, and Rehr, for example, are known for leadership and 

scholarship. 
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Although numerous articles about health care policy, finance, and organizational 

restructuring with implications for social work practice have been published, there have 

been few studies. However, existing research on social work managers in health care 

offers a lens for viewing the current issues faced in hospitals, an opportunity for 

comparison, and a context for the importance of this study. Berger and Mizrahi (2001) 

explored managers’ adaptations to changes in direct practice. The managers answered 

open-ended questions that were part of the national studies of social work managers 

under the sponsorship of the Society for Social Work Leadership in Health Care 

(SSWLHC) and the National Association of Social Workers (NASW). Managers in 

hospital settings are not simply administrators but frequently also carry caseloads. They 

raised questions about the response of direct practitioners to the changing scene in 

hospital social work, particularly when there are no longer organized social work 

departments and the social work functions are assigned to other disciplines, often nursing 

and pastoral care as well as social workers. 

In addition to the Berger and Mizrahi study (2201), forty others addressed change, 

organizational change, and aspects of identity, autonomy, and competency. Of these, 

Kerson (1980), Herbert and Levin (1995), Hawkins, Veeder, and Pierce (1998) addressed 

all five topics. Kerson’s study was limited to social workers in hospital settings. Her 

sample also reflected a range of social work roles, from clinicians to supervisors. 

The sample populations included social work students, field supervisors, clinical 

social work practitioners, and social work administrators. Nine of the studies focused on 

social work managers, with five specifically on social work directors in health care 
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settings. Only seven of the sample populations studied included clinical social work 

practitioners in health care, and those studies included supervisors and a range of settings: 

inpatient, outpatient, psychiatric, home health and hospice, and private practice. Seven of 

the studies were outside the United States, in countries where governmentally provided or 

“public” social work services dominate health care. The predominant methodology was 

quantitative, and usually used a survey format that frequently included open-ended 

questions. 

Only Hawkins, Veeder, and Pierce (1998) employed participatory research as a 

methodology, but other studies included participation by social workers in the 

development of instruments and interpretation of findings. Although a recent study on re-

engineering was presented at the SSWLHC 2001 meeting, no studies addressed the 

impact of the changing health care environment on social work practitioners in acute care 

settings. 

Historical Perspective 

Kerson (1981) provided a history of medical social work and a study of the 

sociology of the professions in her analysis of medical social work from 1915–1955. As 

she documented the history of medical social work, she considered the relationship 

between context, time, and structure on the development of the profession. The sources of 

data for this research were content analysis of published journals and bulletins, books 

written about medical social work during this period, and historical accounts of retired 

medical social workers. Twenty-two women became informants for the study. The author 

noted a weakness of the interviews is the passage of time. Some respondents were frail 
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and there was some forgetfulness and distortion. Harriet Bartlett was one of the 

informants in the study, so it is not inconsistent that the issues identified by Bartlett 

(1940) would be reflected in the themes presented by Kerson. Autonomy, knowledge 

development, the influence of the organizational structure, and the historical context are 

the most significant factors in this account of the professional “paradox” that is social 

work. 

Hospital social workers were committed to improving the social conditions of the 

populations they served. As they responded to the social crises of the times (tuberculosis, 

war, and economic depression), they often stepped into leadership roles and became 

administrators and program managers in many hospitals. However, consistent with 

Bartlett’s values and theories about social work role, social workers returned to direct 

practice if they were women. Their identities were rooted in direct practice, not in 

administration. They relinquished the power positions to men, limiting their own 

autonomy in the process. While believing in their skills and competency, social workers 

also endorsed the “deprofessionalization” of certain positions, giving up positions to 

those without graduate education in social work or even any social work degree because 

the public need for service was greater than what could be met by the available staff. 

There were few, if any, licensure requirements for social workers. Social workers 

prioritized an educational role to prepare other disciplines to address patients’ social 

problems. Often nurses and admitting personnel assumed new functions because social 

work staff was so limited. Even as the field grew, social work continued to defer to 

medical expertise and administrative control rather than promote new systems. 
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Kerson (1981) described social work as deferring to hospital organizational 

structure and the context of societal needs over professional identity and autonomy. 

Bartlett’s prediction was prescient that unless social work continually evaluates its 

principles, purpose, and outcomes, then the changes in medical practice, community 

policy, and other professions within health care will modify social work function. 

Environmental pressures will affect the attitudes of social workers and mold the social 

work program in the institution. The social worker’s own sense of self and use of self will 

both be affected by and “affect” the environment. Research on the impact of 

decentralization and managed care must consider the adaptations that social workers have 

made in their own practice. If there is no department, then the administrative tasks will 

not be delineated to a social work director. The tasks of policy-making, record keeping, 

and supervision must be assumed by someone. If the social workers are not engaged in 

defining their practice, it will be defined for them. 

External Change: Funding Sources 

Herbert and Levin (1995) studied Canadian hospital social work administrators’ 

perceptions of the major issues and opportunities for hospital social work. A survey 

containing demographic questions and three open-ended essay questions was mailed to 

102 members of the Canadian Association of Social Work Administrators in Health 

Facilities. The response rate was 51%, representing every province in Canada. All of the 

respondents held MSW degrees and 32 worked in acute care hospitals. The most 

frequently reported problem was staff reduction and loss of inpatient beds due to budget 

cuts caused by decreased funding. The respondents reported that staff had to do “more 
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with less,” due to decreased length of patient stay, more complex and urgent psychosocial 

problems, and the perception that social work was peripheral to “actual treatment.” 

More than half of the Canadian managers focused on the problems of articulating 

and establishing a well-defined social work identity and mentioned the movement of 

nurses into counseling and discharge planning. The respondents raised such questions as 

“How do we change traditional roles and approaches to practice in changing times?”, 

“How do we provide leadership and influence change?”, and “What is our focus for the 

future?” 

Thirty-five percent of the respondents identified organizational restructuring, 

mostly in relation to program management, as a concern. They worried that lack of 

professional support due to decentralization would result in loss of power for the 

discipline and loss of lateral mobility. They also worried that there would be a lack of 

accountability to the social work profession. They feared that deprofessionalization 

would spread and result in loss of quality of care. 

Twenty-five percent of the respondents identified preparation for hospital social 

work practice as a concern. Noting the push to hire BSWs in order to reduce personnel 

costs, they observed that the generalist degree does not prepare graduates adequately in 

terms of counseling skills. Another negative influence on social work practice and 

education is the limited availability of supervision due to the reduction in qualified 

MSWs in hospital-based practice. 

Twenty-five percent also identified a lack of research and evaluation of health 

care issues, outcome data, and clinical interventions. “Defending our work within a 
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hospital bureaucracy” contrasted with the viewpoint that data collection by social 

workers was a “waste of clinical time”. Managers also identified the need for academics 

to become more involved with health care as a practice arena. Academics need to know 

more about management, marketing, and program evaluation, as well as clinical 

performance indicators and benefits of treatment. 

The greatest concern of the Canadian managers was the issue of professional 

identity. They predicted that hospital social workers would also be increasingly 

autonomous in a setting with fewer peers. There was conflict among the managers as to 

what the new roles of social workers would be: increased clinical skills or community 

liaison and resource development. The predominant themes that emerged from the 

responses were “Saving our professional skins” and preparing for a radically changed 

future as a result of changes in funding sources and a new emphasis on controlling costs. 

The managers urged further research to determine if hospital staff social workers identify 

the same issues and understand the same roles in order to maintain social work within 

health care. 

As Herbert and Levin’s (1995) study was an exploratory one with a small sample 

that reflected medical social work in Canada, it is generalizable only from the recurrence 

of similar themes in American social work literature. However, it does form the basis for 

the research questions used in this dissertation. 

Berger and Mizrahi (2001) also studied the impact of market-driven cost-

containment strategies on hospital social work managers, attributing change to external 

factors at the macro level. They examined the perceptions of managers about the future of 
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hospital social work in the United States. They asked questions about obstacles and 

opportunities for social work and about the impact of the obstacles and opportunities on 

social work roles and practice. Their findings were part of a 1994 national study of the 

effect of change on social work in health care. The national study used an exploratory-

descriptive survey design and a stratified random sample of 750 member hospitals of the 

American Hospital Association. The sample was stratified “according to managed care 

development,” geographic location, and bed size. The study developed a standardized 

self-administered survey instrument. Of the 750 surveys, 340 were returned, a 45.3% 

response rate. 

Mizrahi and Berger (2001) qualitatively analyzed the responses to six open-ended 

questions and used a grounded theory method. They identified themes, key words, and 

concepts. A subset of 40 questionnaires was then coded according to theme by four social 

workers who did not answer the questionnaire. There was an 80% agreement rate on the 

results. All of the responses were then read “as a whole” and a global rating was assigned 

to each respondent’s general attitude about social work in health care, breaking the rating 

into three categories: optimistic, pessimistic, or mixed. Cross tabulations and correlations 

were run to compare the qualitative data on the actual changes that had occurred in the 

larger hospital or in the social work department. While the larger study had a 45.3% 

response rate, virtually all of the open-ended questions were answered. 

In contrast to the studies of managed care’s impact on private practice, when 

approaching the changing health care environment, Mizrahi and Berger reported the 

majority of directors (52.6 %) described their situations as primarily positive. Fewer 
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problems than opportunities were reported in their collective responses. Thirty-one per 

cent (31.4%) reported a “mixed” outlook while 16% were classified as “pessimistic” in 

their views. 

The accomplishments they identified included, in order of frequency, new 

programs, preservation of social work (26.5%), participation in system reorganization, 

expanded or reclaimed social work settings/populations (23.6%), new social work 

roles/responsibilities (22.7%), increased social work positions (22.4%), and increased 

social work influence (21.4%). 

Looking to the future, these directors envisioned expanded or reclaimed social 

work settings, new social work roles, and increased social work positions as the dominant 

opportunities. Preservation of professional social work was a priority for the respondents’ 

present and was far less emphasized for the future (8.1%). Yet, as they described their 

failures and challenges for the future, elimination or deprofessionalization of social work 

was their most frequently mentioned concern (28.8%). Devaluation or non-recognition of 

social work was listed by nearly 25% of the respondents as a recent failure. Social work 

identity was clearly threatened, as was its autonomy, despite its competency in the 

provision of services, particularly its contribution to discharge planning and employee 

assistance programs. Directors also anticipated that there would be problems with social 

work staff being unwilling or unable to adapt (13.4%). They identified the failure to 

market social work and to present cost benefit or cost saving analyses as a reason for the 

challenges in both the present and in the future. 
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The critical concerns, identified by key words or concepts, were, in order of 

frequency, case management, nurses, physicians, primary care, and managed care. 

Managed care was mentioned less frequently than the researchers anticipated, and was 

described neutrally or positively with only three negative notations. Case management, 

the most frequent, was positively or neutrally mentioned, and viewed as an opportunity. 

In contrast, nursing, the second most frequently mentioned term, was cited negatively 

(only 16 of 117 responses were positive). Respondents indicated that social work 

contributions were limited by lack of understanding of the psychosocial issues and the 

importance of social services in the delivery of patient care. Control of referrals and the 

increasing role dominance of nursing in case management were mentioned. Nursing was 

viewed as an “adversary” rather than an ally, while physicians were reported as more 

supportive. Primary care, cited in 109 responses, was presented positively as a future 

direction for the hospital or social work department. Physicians were cited much less 

frequently (25%), and split equally between positive and negative terms. 

The findings reported that the managers’ outlook did not depend on major or 

structural changes in the hospital, changes in the delivery of social work services, number 

of personnel, activities performed by social workers on the inpatient unit, whether social 

work had merged with any other departments, or the type of discharge planning. A chi-

square analysis found that more positive social work directors reported increases in social 

work personnel and in ambulatory clinical activity. Directors who had a positive 

orientation were also more likely to hold MSW degrees with no difference between the 

few respondents who held another degree or a BSW. 
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As in the Herbert and Levin (1995) Canadian study, Berger and Mizrahi (2001) 

presented the views of directors about the impact of change on social work identity, 

autonomy, and competency. Their prediction is of a restructured social work profession, 

with “drastic alterations” to positions, reconfigured professional relationships, and 

erosion of professional and institutional strengths. This research focused on the social 

work manager as leader and predicted continued challenges to social work as a profession 

with reduced influence in the hospital setting, as well as ongoing turf issues with nursing. 

Mizrahi and Berger (2001) noted that the respondents reframed the “problems” in terms 

of challenges, strengths, and the importance of a proactive stance. The dimensions of 

leadership, the issues and attitudes as well as the impact of the knowledge, skills, and 

values of social workers on the future direction of social work were suggested for further 

research. 

These managers identified the contributions and the problems with “line staff” or 

social work staff that are not managers. The managers addressed change within their 

organizations and their own accomplishments and frustrations as they responded to 

questions in “The Status of Hospital-based Social Work Services” (Berger, 2001). The 

questions asked of the managers were incorporated into the methodology of this 

dissertation research, particularly as the managers made predictions and addressed the 

issue of autonomy and competency based on the professional designations of the 

supervisor when asked to identify the major issues in clinical supervision: 
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There are no other studies addressing funding sources as a factor in the changing 

social work practice in health care. Behavioral health care, across disciplines, has raised 

managed care as an issue directly affecting practice. 

In their survey of 15,918 licensed psychologists, Phelps, Eisman and Kohout 

(1998) found that 79% reported managed health care had a negative effect on their 

professional work, with only 10% reporting a positive effect. Ninety percent of 718 

psychologists surveyed by Tucker and Lubin (1994) reported that managed care 

reviewers interfered with appropriate treatment and 49% reported their patients were 

negatively impacted by managed care as a result of delayed or denied services. Plante, 

Boccaccini, and Andersen (1998) found that 94% of his 400 respondents were 

dissatisfied with managed care. 

Riffe (1998) studied 442 NASW members in Ohio and Michigan who identified 

themselves as clinical social workers, with a 63.1% response rate for the final sample. 

Forty-six percent (n = 204) were in private practice settings. The remaining participants 

were in outpatient or hospital settings but the study did not distinguish between these two 

settings or offer further description. The mean length of employment was 11.3 years. A 

Likert-type scale was used in the survey and attempted to quantify brief treatment as the 

primary mode of intervention. The survey included items that asked if the funding source 

specified the type of client, length of time of treatment, and treatment activities. 

Participants were asked if the amount of brief treatment had changed over the last three 

years. The researcher stated the assumption that brief treatment is an indicator of the 

expansion of managed care. The findings were that 52.5% had increased their use of brief 
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treatment. Additionally, 16.1% reported that funding sources “completely” influenced the 

length of treatment. Nearly 70% agreed that funding sources limited treatment to the 

detriment of clients at least “occasionally.” Riffe concluded that, based on the age and 

experience of the practitioners, changes in funding sources, not social work education, 

resulted in the change in treatment techniques. Seventy- six per cent of the respondents 

reported the demands of the funding source conflicted with their professional ethics and 

11% felt managed care “completely” conflicted with their ethics. Riffe also found that the 

interaction with managed care representatives “dramatically impacted” the autonomy of 

social workers. Citing the research on autonomy and job satisfaction, she predicted that 

social workers in managed care environments would be less satisfied in their jobs, with 

the possible outcomes of less productive therapeutic relationships with their clients as 

well as higher agency turnover. Raising the issue of competency, she also noted that 

transfer of clients to other providers may promote the impression that social workers 

cannot handle the clients’ problems. 

Keefe and Hall (1998) adapted the Wagner and Morse Measure of Individual 

Competence by developing a self-reporting competency scale to study professionals in 

managed care and behavioral healthcare. The findings from the 582 respondents (15% of 

the sample of 3,910 social workers, psychologists, and psychiatrists) were that 

experienced mental health professionals did not feel competent under managed care 

conditions. The sample reflected clinical social workers and those in private practice, 

rather than social work practitioners in hospital settings. Respondents were experienced 

practitioners, averaging over 21 years of experience. The study focused on behavioral 
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health care, not medical care, so while it might reflect the larger social work population 

in mental health services, it cannot be generalized to inpatient or other organizational 

settings. The low response rates and lack of geographic representation also limit 

generalizing from these studies. Only eight social workers from southwestern states 

responded, although managed behavioral health care had been in effect for five to ten 

years in the region for both the privately insured and Medicaid populations. More 

research is needed to accurately determine the characteristics of social workers in private 

practice and their perceptions of competency under managed care conditions as the lack 

of these skills may result in a crisis in managing hospitals and private practice settings. 

Keefe and Hall (1998) also studied the impact of managed care on the financial 

well-being of social workers in private practice. Their random sample was drawn from 

the Register of Clinical Social Workers, The American Psychological Association, and 

the American Psychiatric Association. The sample was drawn from 10% of the 

memberships, and the response rate was only 7% of the total number of practitioners 

mailed the survey. The respondents included 167 social workers in private practice. The 

methodology for additional analysis on confidence intervals was not discussed; however, 

the authors were confident that the sample did fall into the accepted mean range for the 

total population. 

The findings reported a 19.61% decrease in income by social workers and a 

20.31% increase in overhead costs. Implications for social work education and national 

social work organizations were discussed based on the findings. Recognizing that cost 

control came first to acute health care, Keefe and Hall (1998) noted the importance of 
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remaining informed about changes in financing structures for social workers. They 

suggested further research on the impact of managed care on group practice, the costs 

associated with communicating with managed care organizations, and training needed to 

work within managed care guidelines. 

Riffe (1998) and Keefe and Hall (1998) raised questions about how social 

workers in independent practice manage change and the impact on competence and 

autonomy, specifically related to a major change in “social” policy: the development of 

managed care and the increasing role of employer provided health insurance to control 

cost. There may be parallels to hospital social work if, as Herbert and Levin (1995) 

suggest, social workers are increasingly isolated in settings where they practice as “sole 

providers” within a specific program. Strategies for successful adaptation to the changed 

environment that incorporate social work knowledge and values need to be identified and 

incorporated into social work education and skills. 

Internal Change: Organizational Restructuring 

Using a similar methodology to the national study of hospital social work 

directors (Berger et al., 1996), social work researchers and supervisors within the 

Veterans Administration medical system also evaluated managers’ perceptions of change 

in Social Work Services (Gockel, Alvelo, &Farris, 2001). While the authors found that 

funding and managed care caused organizational change, this study looked at the effects 

of restructuring since 1996. The data was collected at the September 1999 VA Social 

Work Leaders Conference from 154 participants representing 137 facilities and all of the 

22 Veteran Integrated Service Networks (VISNs). When there were multiple responses 
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from the same facility, Chief of Social Work responses were maintained or those of the 

senior manager completing the survey. The data analysis used both quantitative and 

qualitative methods. The survey instrument included three open-ended questions that 

asked respondents to identify the most significant changes since FY 1996 and the impact 

of these changes on social work morale and patient satisfaction. The quantitative analysis 

with a forced choice “yes/no” format examined perceived impact on social work 

administrative authority and responsibility, morale, workload, student supervision, value 

by management, research and publications, patient length of stay, and social workers’ 

ability to advocate for patients. The questionnaire was part of conference activities and 

researchers were present to answer respondents’ questions and ensure completion. The 

authors also compared their findings with the changes reported nationally. 

The changes reported by nearly 71% of the managers included the elimination of 

Chief positions and of social work as a service or department. The majority of managers 

did not report increasing authority although 26% reported an expansion of their own roles 

and a responsibility for other departments. Thirty-five percent of the managers reported 

that discharge planning roles and community care responsibilities which were previously 

social work’s function had been assumed by other professions. Managers reported that 

482 social work positions were lost with 44% being non-management MSW social 

workers. There was a perceived decrease in social work authority, responsibility, 

supervision, morale, and ability to advocate for veterans. In a comparison of managers 

between those retaining centralized departments and those without a “chief,” those 

reorganized into product lines were more negative. 
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In their answers to the open-ended questions, respondents described multiple 

losses, from the loss of entire departments and loss of staff through change, to loss of 

product lines, substitution of BSW for MSW social workers, and replacement of social 

workers by nurses. Social work leadership declined through loss of “chief” and “assistant 

chief” positions, and from placement of social workers under departments of nursing and 

psychiatry. Managers cited loss of supervision due to the loss of social work leadership as 

a primary factor in the loss of social work identity. Reduced peer support and isolation 

from other social workers reinforced the loss of social work identity. Managers perceived 

that social work was treated as a “non-profession” with a lack of respect and value. These 

managers also expressed job insecurity and loss of stature. 

Berger and Mizrahi (2001) studied clinical supervision models as hospitals 

restructure and eliminate management and supervisory positions. This article reported 

further on the findings from the national study of 750 hospitals in which social work 

services were provided. The methodology for this study was an exploratory/descriptive 

survey (a standardized questionnaire) replicating the data collection process from an 

earlier study for the fiscal years 1992/1994 with additional questions to obtain more 

descriptive information on the supervisory process. The return rate was 46%. The 

responses from the two studies were compared and no significant differences were found. 

Respondents were asked “How has the clinical supervision for social work been 

handled?” for FYs 1992 and 1994 giving three approaches to supervision: traditional 

supervision, social work peer supervision, and supervision by a non-social worker. The 

FY 1996 offered five different approaches as it expanded traditional and peer supervision 
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into individual and group formats. Respondents were asked for what fiscal years the 

models had been in operation to determine if more than one model was in use for the 

fiscal years indicated. Chi-square with a rejection level of p = .05 was used to measure 

change in the use of supervisory models over the three fiscal year periods. 

The findings reported that traditional models of supervision remain the most 

frequent model although significant decreases in their use occurred in the years 1992 

through 1996. Peer supervision is the second most common model but declined over the 

years reported. While supervision by non-social workers remained the least frequent, the 

increase over the three years was significant (from 13% to 19%). Solo models of 

supervision were the most common (64.1% to 72.0%) over the three years. The authors 

concurred with the concern expressed by social work practitioners and leaders about the 

growth of non-social work supervision and “erosion” of traditional models of 

supervision. They noted that, as management personnel decrease, it will become more 

difficult to provide solo supervision models. The authors noted that a limitation of the 

study was that the questionnaire did not adequately address “how” supervision is being 

handled. One issue raised was the content of the supervision in terms of clinical growth 

and development and practice accountability. It does also not address “no supervision.” 

Berger and Mizrahi (2001) discussed the need to consider alternatives to 

traditional supervision, specifically group or peer models of supervision that are less 

expensive than external supervision models and promote continuous quality improvement 

and professional support. They predicted that these group structures offer the opportunity 
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to develop political and professional agendas, promote professional values of advocacy 

and social change, and maintain professional identity. 

Berger and Mizrahi (2001) urged social workers to explore and experiment with 

different approaches as well as to evaluate the processes and outcomes. Research in the 

efficacy of the supervisory models is needed. Further research to address questions about 

the qualifications of the individuals performing the supervision, understanding of 

authority structure of the hierarchy of the organization and its cultural climate, the 

supervisory philosophy and method, and the understanding of social work roles and 

training is recommended for program planning. The implications for social work 

education were also discussed The authors recommended that schools of social work 

explore the use of group formats in learning, include differential field instruction models, 

and explore new skills that may be needed to prepare practitioners for alternative 

approaches to supervision. 

Herbert and Levin (1995) addressed the effect of organizational change on five 

social work functions common to hospital social workers. The importance of this article 

is its focus on the effect of organizational change on the perceptions and professional 

behavior of direct practitioners. The study is specific to hospital social workers in direct 

practice in Canadian hospitals. The survey methodology for this study was a 

questionnaire using a Likert-type scale distributed to direct social workers. The sample 

included every hospital with a social services department in four western Canadian 

provinces. The response rate was 86%; 112 hospitals were included in the study returning 

457 usable questionnaires. Five social work functions were defined: assessment, 
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counseling, locating and arranging resources, advocacy, and consultation/collaboration. 

Over 50% of the respondents described their settings as general hospitals. The article 

focuses on both size and the type of managerial style. Twenty-nine percent of the 

hospitals had fewer than seven social work positions. Twenty percent had seven to twelve 

social work positions. Eighteen percent of respondents worked in centers with 13 to 20 

social work positions. Fifteen percent were employed at hospitals with 30 or more 

positions. Eighty-nine percent of the respondents were assigned to a specific program or 

service area. Seventy-seven percent reported directly to a social work supervisor or 

manager. Of those who did not, 39%, reported to an executive director. Some social 

workers reported to no one. Twenty-eight percent reported they were part of self-directed 

teams. 

Seventy-three percent said formal clinical supervision was available to them in 

their departments and 55% said a designated supervisor provided clinical supervision. 

Their hospitals served as placement sites for social work students for 38% of the 

respondents. BSW students were the largest single identified group. The respondents 

indicated that they devoted most of their time to assessment, followed by counseling, 

consultation, locating and arranging resources, and advocacy. Rank order was true 

regardless of gender, education, years of experience, type of hospital, size and affiliation, 

nature of supervision, or assignment of the worker to a program area or educational 

preparation for advocacy role. Workers frequently commented that they were cautioned 

“not to rock the boat” and there were multiple comments about a rigid hierarchical 

system. Power was generally ascribed to other professions. Social workers indicated they 
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felt powerless to affect change in policy that would negatively affect patients. Workers 

who did not report directly to a designated social work supervisor rated their hospitals as 

more encouraging of internal advocacy as well as external advocacy. This would be a 

factor to be looked at in terms of how social workers perceive their identity and their 

autonomy when they are reporting to someone other than the designated social work 

supervisor. This article highlights the issue of leadership. Questions were raised as to 

whether or not there was leadership on the part of social work departments who only 

wanted to be perceived in a positive light and therefore were less willing to risk for 

advocacy. Social workers perceived a diminution of social work advocacy because they 

felt there was a lack of social work leadership and uneven interest in advocacy among 

social workers in their hospitals. One social worker within this large sample expressed 

that under the hierarchical system there was more effective advocacy for patients than 

within the self-directed team. But the issue of power and the ways to affect policies, 

programs, and practices was a significant concern in this study as was the sense of 

disempowerment which was a threat to staff morale. 

Perceptions of Identity, Competency, and Autonomy 

Several studies noted the differences in perception between social workers and 

other health care professionals of role expectations, task uniqueness, qualifications, and 

values. Social workers’ perceptions have been contrasted with those of hospital 

administrators, physicians, nurses, and other members of the health care team in the 

practice domains of acute care settings, hospice care, outpatient centers, home health care 

and long term care settings. As Huntington (1981) noted, each profession tends to 
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perceive its discipline as the most qualified and assigns most tasks to its own discipline. 

Studies confirm that each discipline has multiple overlapping roles; all claim 

competencies in psychosocial skills (Cowles & Lefcowitz, 1992; Mizrahi & Abramson, 

2000; Mizrahi & Abramson, 1985). The research literature also suggests complex 

systems demand staff with multiple skills and the ability to perform multiple roles to 

meet the changing needs of the system. In host settings such as health care and education, 

social workers must continually address the rationale for their services since 

professionals in other disciplines claim the same skills and vastly outnumber them. Kulys 

and Davis (1987) found that only in the area of financial screening and intervention do 

other disciplines perceive social work as the most qualified. 

Mizrahi and Abramson’s 1985 review of earlier research literature contrasted the 

training and orientation experiences of physicians and social workers to explain the 

differences in perspectives and attitudes. Using the training of internal medicine 

specialists as an example, they described the rotation through various specialty services 

and populations and the hierarchical medical system in contrast to the emphasis on 

relationships and teamwork in social work. The physician’s role was described as expert 

in terms of knowledge, decision-making, and authority. Social workers are taught 

collaboration skills that emphasize support, group dynamics, and system analysis. Social 

workers most often collaborate with other medical specialties that also depend on 

referral, such as pediatrics, psychiatry, and oncology. This article was written when 

patients as consumers could go directly to the specialists of their choice, but in the 

managed care model, access to specialists is dependent upon the primary care physician. 
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Therefore, access to social work services is affected when referral to specialists is 

limited. Additionally, unless primary care physicians become familiar with social work 

services and skills while in training, there may be fewer referrals due to lack of previous 

team association. 

Cowles and Lefcowitz (1992) compared the responses of nearly 500 physicians, 

nurses, and social workers affiliated with four general hospitals to questions about the 

roles of social workers. This self-administered survey questionnaire, mailed to a 

systematic random sample, compared each profession on 28 tasks. Respondents selected 

the profession to perform the task varying by problem dealt with (social-environmental or 

emotional), by the client (patient or family) and by the activity (assess, treat or refer). The 

response rate by social workers (40/48) was much higher than the other disciplines 

although the overall response rate was 487 from the 1309 included in the mailing. Only 

one task, that of assessment of the patient’s emotional problems, was not seen as part of 

social work by the majority of nurses and physicians. There was general consensus that 

linking clients to community services for emotional problems and assisting with the 

applications for community resources for those problems was an appropriate social work 

task. While social workers perceived that the social work domain included tasks for 

patient and family, nurses and physicians perceived the task as belonging to social work 

only when the client is the family. Cowles and Lefcowitz suggested that the findings may 

represent “exclusionary turf conflict” as any assessment with the patient is viewed as a 

“medical activity” and the “patient-in-environment” focus of social work is not 

understood or viewed as unique. While social workers viewed all of the tasks as 
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appropriate for social work, each of the disciplines also viewed all of these tasks as its 

own domain. Social work was not viewed as having a dominant responsibility but a 

shared one. Despite the consistent pattern of responses, this study has limited external 

validity as it was limited to one community with low response rates across hospitals and 

professional groups. 

Social workers have differing perceptions within practice domains as well. 

Clinical social workers differ from each other if they work as private practitioners, in 

governmental settings, or nonprofit agencies as well as those working in mental health 

inpatient settings compared to physical health inpatient care (Carpenter & Platt, 1997). 

Carpenter and Platt studied the impact of change, attributed to funding and the 

delivery of mental health services, on professional identity and the personal and 

professional values of 127 clinical social workers. This exploratory study considered ten 

professional social work values as a component of professional identity within the 

theoretical framework of the ecological model (Germaine, 1991) based on the person-

environment fit and interactional perspective. Professional identity was conceptualized as 

the sense of fit between professional and personal values. Positive outcomes of 

person:environment interactions in the ecological model are adaptation, human 

relatedness, competence, self-direction, self-concept, self-esteem and the capacity to 

attribute meaning to life experiences. Respondents were asked to choose the values most 

important to them at the time of their graduation from an MSW program and the values 

most important to them now in their current work as well as to indicate which of the ten 

values are or are not reflected in their current practice. 
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As the sample consisted of a nearly equal number of male and female social 

workers, the study also examined possible difference due to gender in the description of 

professional identity. The non-probability quota sample consisted of only Licensed 

Independent Clinical Social Workers employed and providing at least 10 hours of direct 

service per week to adult clients in Massachusetts. The social workers in the sample were 

employed in three settings: private practice, privately funded family agency settings, and 

publicly funded mental health centers affiliated with the Massachusetts Department of 

Mental Health. The methodology for the study included four standardized instruments 

and an open-ended questionnaire mailed to the respondents. A Likert-type scale ranked 

the “fit” between personal and professional values and the reflection of those values in 

their current practice. 

The content of the responses was analyzed both quantitatively and qualitatively. 

Five values, compassion and caring, respect for humanity, altruism, moral values and 

“missionary zeal,” were the most important at time of graduation. In their current 

practice, the respondents no longer found “missionary zeal” to be important, and reported 

that empowerment and self-determination of clients had become more important. 

Compassion and caring was the most important value at entrance to the profession and 

continued to gain importance in their professional life. Other values gaining in 

importance included respect for humanity, adhering to the NASW Code of Ethics and 

acknowledging the effects of oppression. The two greatest percentage of decrease in 

importance over time were missionary zeal and altruism. 
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The first theme emerging from the content analysis reflected the decline in 

idealism and liberalism due to “life experiences” or realism, as they must support 

themselves and a family. Monetary concerns limited their zeal and altruism. The second 

theme was a change to a micro perspective from the larger, more abstract goals. 

Clinicians described a sense of immediacy in their goals and a desire to form 

relationships rather than the larger conceptual goals of social justice and social change. 

The third theme moved from the general sense of altruism to greater emphasis on 

other social work values such as self-determination and empowerment, particularly the 

issue of choices for their clients. The negative impact of managed care on their current 

work was identified as the fourth theme. This theme described limitations in the clients 

they are able to see in their private practice and pessimism about future ability to provide 

quality care in the face of cutbacks in human services. Respondents also described 

managed care as impacting on their personal values. 

The research found that social workers have maintained that sense of fit over 

time, with no gender differences. Settings, however, did reveal differences with private 

practitioners reporting less conflict than those in family agencies and community mental 

health settings. In these settings managed care has a greater effect on professional 

identity. Nearly a third of practitioners in family agencies (32.6%) and community mental 

health affiliated settings (34.1%) reported a “none at all: to “somewhat” sense of fit 

between professional and personal values. In this study, the authors conclude that private 

practitioners have not been as affected by managed care as others in the health care 

delivery system. The authors theorize that professional identity and concern with the 
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quality of services to clients reflect the outcome of the person-environment fit and 

suggest this as an area for future research. 

Given that the impact of changes in the health care delivery system on 

professional identity on clinical social worker was the topic for this article, this research 

provides little description of how the environment has changed or a description of the 

differences in perceptions in the different settings. Managed care is cited as the primary 

reason for this change. The researcher reports that the social workers in these settings 

perceive change and perceive the values within the settings conflict with their personal 

values as a result of these changes. It is unclear if it is a change in the amount of funding 

or a change in the way funding occurs that produced the change in values. From this 

article, it would appear that private practice is more independent and insulated and 

therefore is less threatened by other professions impinging on social work roles. 

Autonomy reinforces identity. Freedom of choice to select the practitioner is limited in 

managed care. Since clients self-select the private practitioner, it is not surprising that 

self-determination and choice would be values important to the practitioners, as this 

would support them monetarily. It is possible that the tasks done by social work 

clinicians are different in different settings, despite the similarity of degrees and 

certifications and the focus on mental health services. 

This study is important to this research as the researchers consider the ecological 

framework as the theoretical model for its research methodology. The authors theorize 

that professional identity and concern with the quality of services to clients reflect the 

outcome of the person-environment fit. This research is also important as it addresses 
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changes in social work identity as values change, as value orientation is considered to be 

a defining characteristic of social work identity. It also offers some confirmation of the 

concerns identified by some social work educators, researchers and practitioners that 

social justice is not a priority for those in private practice mental health settings. The 

pervasive theme is individualistic and not altruistic or communitarian. The sample for 

this research is social work clinicians in outpatient mental health settings and no 

generalizations can be made to other settings. Further research is needed to determine 

how changes in funding health care delivery impacts social work identity in other health 

care settings. 

Netting and Williams (1996) also studied professional identity in the context of 

changing roles and relationships among health care professionals. This research looked at 

nine demonstration projects to serve frail elderly to identify the factors associated with 

project success focusing on the initiatives of the case manager for each site. The premise 

in the demonstration projects was that primary care of the elderly would improve if the 

physician collaborated with a team of health care professionals (nurses, social workers, 

physicians assistants and others). This research reported the findings from 105 semi-

structured interviews at all nine sites with 40 physicians, 32 case managers, two case 

assistants, 23 physician office staff and eight administrator-managers. Of the 32 case 

managers, six were social workers. The methodology for this study was a “hybrid 

grounded theory approach” to address emerging categories, themes and relationships 

outside the areas covered on the interview schedule. Interview transcripts were coded by 

phrases, sentences and sets of meaning. Codes were assigned to each theme, both those 
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assigned prior and those that emerged. Regardless of professional background, all case 

managers experienced challenges in relationships, roles and professional identity. The 

findings also revealed social work roles were “submerged” and not integrated into the 

practice setting. 

Physicians stated that psychosocial interventions were more likely to be 

performed by health care professionals other than social workers. Physicians viewed the 

medical knowledge as essential and other professions could learn what social workers do 

in a short time. The political nature of the relationships within the medical community 

was also a factor in the use of certain professionals. In each community, what had 

happened among the professionals in the past determined the level of trust and 

acceptance for the case manager selected for the site. Among the case managers, each 

discipline argued for the professional who had the role at their site. The respondents were 

described as defensive and plaintive as they explained why other professionals did not 

have the expertise, skills, knowledge or training to do their role. All of the nurses, nurse 

practitioners and physician’s assistants indicated they had educational backgrounds that 

prepared them to intervene in psychosocial issues. Social work roles were peripheral and 

they rarely provided in-home services or attended team meetings. 

Netting and Williams (1996) made the prediction that unless social workers are in 

a direct relationship with physicians and build relationships, social workers will not be 

valued in primary care. As in this sample, social workers are vastly outnumbered in 

health care settings. The administrators in this research were not identified by educational 
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background. It was their opinion that social workers had been devalued economically and 

were in a position to offer services at less cost. 

While this research focused on professional identity, it also addresses competency 

and autonomy. Social workers are perceived to lack essential skills in both medical issues 

and finances while other health professions view that they have received adequate 

training in psychosocial issues. Turf issues prevent effective collaboration. Their 

recommendations for social work education suggest that social work students also need to 

have more contact with health administration programs. Social workers need greater 

understanding of finance and health issues. 

This research suggested that there is a limited perceived role for social work as a 

specific discipline in health care. “Case management” in this geriatric outpatient clinic 

environment was perceived to be a direct health care practice, and social workers were 

seen as peripheral. The emphasis also appeared to be on physical health despite 

discussion on “caring” and holistic care. In this sense, comparison might be made with 

research studies in hospice care (Kulys & Davis, 1987) and other studies comparing 

health care disciplines with social work (Cowles & Lefcowitz, 1992; Lister, 1980). 

Kulys and Davis (1987) and MacDonald (1991) considered social work identity in 

terms of roles and values in hospice care. Kulys and Davis noted in their introduction that 

nursing was expanding its role from “doctor’s helper” and expanding its areas of service. 

Citing the importance of social work to understand the overlap of roles with nurses, the 

authors ascribed external forces beyond social work’s control as determining the future 

functions of the profession. This study asked if social workers or nurses were perceived 
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to be better qualified to perform social service tasks by hospice directors, nurses, social 

workers, and volunteers in hospice settings. 

The sample in this study consisted of 34 hospices in Illinois in 1982 out of a 

possible 48 member organizations in the Illinois State Hospice Organization. Among the 

hospice settings, 6% provided only inpatient care and 32% provided both inpatient and 

home care. Each hospice was asked to designate a social worker, nurse and volunteer to 

be included in the study. Hospice directors selected the individuals to be interviewed for 

the study, which created possibility of bias. Of the 92 service providers interviewed there 

were 29 social workers, 33 nurses and 30 volunteers. Using survey methodology, 

participants were interviewed in the hospice offices to select the most qualified provider, 

either a social worker or a nurse, in fifteen hospice program activities and interventions. 

In the sample, 22 of the hospice directors were nurses, three held an MSW degree with 

one also being a nurse. Twenty-four of the twenty-nine personnel classified as social 

workers held an MSW degree and five were BSW social workers. 

Hospice directors did not perceive a difference in qualifications between social 

workers and nurses in nine of the fifteen areas listed. In 14 of the 15 functions, over 40 

percent of the directors considered social workers and nurses to be equally qualified. 

Only the fifteenth function, providing financial information, did nearly all (97%) 

directors consider social work to be more qualified. Social workers were considered more 

qualified in using community resources (50%) and in making referrals to community 

resources (50%). Research also compared the directors by discipline. The findings 

reported that at least half the nurse directors perceived social workers and nurses to be 
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equally qualified to perform 13 out of 15 tasks. Assuring continuity of care was the only 

area of service where nurses were considered better qualified, by 59% of the nurse 

directors. Social workers were selected as better qualified than nurses by hospice 

directors other than nurses (n = 12) in staff support groups, use of community resources, 

counseling, referrals to community resources and financial assistance. Directors who 

were not nurses tended to see social workers as better qualified and assigned fewer tasks 

to both nurses and social workers. The researchers concluded that hospice directors do 

not think psychosocial service provision is the domain of social workers only. It is likely, 

as nursing continues to expand its roles, that fewer social workers will be hired and more 

will be displaced. 

The service providers (nurses, social workers, and volunteers) were clearly split in 

favor of their own disciplines as being the most qualified to perform the services 

surveyed. Social workers were unanimous that they were better qualified in the 

assessment of patients’ emotional problems and provision of help to families with 

emotional problems. There were two areas that social workers considered nurses to be 

better qualified: physical assessment of patient’s problems and documentation of 

discharge summaries. The difference in perceptions over qualifications in the task 

assignments varied between social workers and nurses by 50% or more in seven of the 

tasks. Volunteers’ views tended to be closer to social workers than were views of nurses. 

Volunteers viewed social workers as better qualified than nurses except in two areas: 

documentation of discharge summaries and discharge planning. In one task only, 

providing information to other health care facilities and physicians to ensure continuity of 
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care, nurses and volunteers preferred to assign this task to social workers at a greater rate 

than social workers assigned it to themselves. Yet directors more often gave this task to 

nurses. 

In reviewing the findings, the issue of competency is raised by these tasks as well 

as identity. Documentation, particularly if done more frequently by nurses, would be the 

measure of compliance and provision of the services. If nursing provided more detailed 

discharge summaries that result in remuneration for services, social workers were not as 

likely to be valued. Therefore, although social work may make the referrals for financial 

assistance and provide greater information to families, nursing documentation may result 

in the payment. 

Kulys and Davis (1987) made comparison of their research with the 1980 

questionnaire administered by Lister to thirteen health professions on role expectations. 

This survey of health care professionals given at health care conferences and American 

Cancer Society meetings in Hawaii considered task assignments by 190 administrators, 

clergy, dentists, dieticians, medical technologists, nurses (both RN and LPN), 

occupational therapists, physical therapists, physicians, and social workers. There were 

16 social workers in this survey. The survey included thirty-six tasks constructed by 

educational and practice leaders in their professions and reviewed by an interdisciplinary 

group. The questionnaire was limited to those specializing in cancer treatment. The 

sample size was not evenly administered among the various professions. The 

methodology for evaluating the survey results was quantitative, reporting only those 

findings with greater than 30% of the respondents designating the item. Lister (1980) 
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found that the roles of health care professionals overlapped, and there was no clarity or 

specificity on the social worker’s role. Social workers did not share agreement with other 

health professionals on tasks that social work perceived should be primarily a social work 

activity. Lister also found that physician expectations of social workers had not changed 

since 1967, although social workers’ expectations for themselves had changed. Efforts 

were recommended to educate physicians about the diversity of social work tasks. 

Kulys and Davis (1987) also noted social work’s inability to achieve consensus 

with other professions on its domain in psychosocial intervention. The lack of 

understanding by patients and families on the role of social workers inhibits social work 

roles in health care. Kulys and Davis identified that the “bottom line” was not whether 

there was enough psychosocial work for social workers and other health care 

professionals, but who would be paid to provide it. 

Cowles and Lefcowitz (1992) also completed a multidisciplinary survey on the 

expectations of the hospital social worker in 1984–1985. A questionnaire was mailed to a 

systematic random sample of physicians, nurses and medical social workers in four 

Indianapolis hospitals. The sample was limited to those employed at the hospitals and 

working only on medical rather than psychiatric services. Of the 1,309 questionnaires, 40 

social workers, 273 nurses and 174 physicians responded. The methodology was similar 

to the Lister (1980) and Kulys and Davis (1987) studies. Participants were asked to 

determine which profession was to perform 28 tasks varying by the problem (social-

environmental or emotional), by the client (patient or family) and by the activity (assess, 

treat or refer). The low response rates and limited geographic area of the study limits its 
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external validity. However, the cross-tabulations show a consistent pattern of responses 

between the other disciplines and social work. The findings reported in percentages that 

overall physicians and nurses did not disagree with medical social workers on the 

expectations for social work tasks in the hospital setting. The disagreement was primarily 

over what should be an exclusive role for social work. Further, there was turf conflict. In 

this study, nurses and physicians perceived the patient as their client and excluded social 

workers from responsibility for the assessment of emotional problems as part of the 

medical diagnosis. Social work was perceived as enhancing environmental supports and 

resources for patients and the family. It was acceptable for social work to work with 

families rather than the individual patient. The authors suggested that the person-in-

environment focus of social work was not recognized by the other disciplines. 

Cowles and Lefcowitz (1992) found that the other disciplines did perceive social 

workers as competent in their skills. However, they suggest that social workers present an 

unclear image of their profession and need to make a greater effort to orient other 

professions of the person-in-environment perspective. Social workers also need to 

develop a stronger argument for claiming their domain in certain tasks particularly when 

the patient is the only client. 

The final research study included in this literature review is Hawkins, Veeder, and 

Pierce (1998). They studied collaboration between nurses and social workers under 

managed care. They developed the Biopsychosocial Individual and Systems model, a 

collaborative effort, following a participatory research project involving 16 nurses and 16 

social workers. Sixteen different agencies were represented with 10 as hospital settings, 
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primarily in large cities. There was one rural hospital, a psychiatric specialty facility. The 

sample was purposively selected to seek directors of social work or directors of nursing 

or patient care services. The social workers and nurses who were not program directors 

were members of the case management teams. Only five of the social workers were 

identified as “social worker or staff social worker.” All of the social workers in the 

sample held a master’s degree in social work and thirteen of the nurses held a master’s 

degree in nursing. The qualitative study used a feminist research model and the 

researchers stated their philosophical and professional involvement in its outcomes as 

both a limitation and a strength of the study. Because of the heavy emphasis on directors 

and the advanced educational training of the participants with many holding doctoral 

degrees, this study would be very difficult to generalize to other practice settings. The 

participants in this project were truly advanced practitioners and do not reflect the staff 

found commonly in acute hospital settings. However, they do reflect the trend to 

teamwork and accountability dominant in the health care literature today. This study 

heightens the awareness of problems to be faced for the professions of nursing and social 

work to work together: competition and turf animosity and perceptions of identity, 

competency, and autonomy for both social work and nursing. Their model differentiates 

roles and responsibilities for nurse-social work case management teams with a strong 

advocacy and community-based focus. 

This study is important to the methodology for this dissertation as it reflects the 

limited participation by direct practitioners in the development of practice models. There 

needs to be more participatory research with non-managerial social workers working in 
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multidisciplinary host settings. The feminist, participatory research of Hawkins, et al. 

(1998) is consistent with the ecological model (Germain, 1980) presented in chapter 3 as 

the theoretical framework for this dissertation research. The concepts mapping 

methodologies used in this dissertation and presented in chapter 4 also present 

perceptions to help develop a systems’ model based on collaborative research that may be 

used for an action plan. 
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Chapter 3 

Theoretical Framework 

 

Introduction 

The social work literature reflects recurrent themes: the values of the profession, 

the need to develop a clear picture of social work through research, and the relationship 

between the environment and the personal and professional self. The overarching value is 

that ongoing reflection is necessary in the context of relationships and must recognize 

self-determination and self-efficacy. Knowledge of change processes will enable social 

workers to identify trends and enhance decision-making. 

Harriet Bartlett (1940) was one of the first social workers to conceptualize and 

describe change across health and social services and emphasize the importance of 

developing theory within the framework of a scientific approach. Her study of social 

casework in a medical setting observed how many of the underlying premises and 

theoretical beliefs of social work had changed since its early beginnings. 

Bartlett wrote clearly about the responsibility of social workers in medical 

settings to “contribute something different from, and in addition to, the service offered by 

the doctor, nurse, and others within the hospital, and by other social workers in 

community agencies” (1940, p.19). She differentiated medical social work as being 

impacted by its environment and requiring a base of specialized knowledge beyond the 

generalist practice of social agencies. She identified the relationship between structure 

and social work and the expanded knowledge base needed in host settings. She found that 
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medical social work required both special knowledge of physical disease and “technical 

medical content,” and skills to work with other professions and in a “complex 

organization” under the urgency of acute illness and high volume. 

Bartlett’s theory of practice, developed from content analysis of case material by 

medical social workers, addressed the issue of power in the contexts of gender, 

professions, and organizations. Throughout her work, the social workers described are 

women who must develop skills to work in a male-dominated environment to benefit the 

individual in need. She was clear about the focus on “person in situation” and, while 

grounded in the individual’s needs, addressed community implications. Although not 

labeled as such, the concepts she identified were the forerunners to the use of systems 

theory in social work and the ecological life model. 

Recognizing administration and planning as appropriate tasks for social work, 

Bartlett focused on the potential relationship between social work processes and the 

nature of the environment in which those processes were carried out. Each function 

performed by social work needed to be considered as part of total patient care. She 

predicted that social work would increase its indirect services (teaching, program 

planning, and research) as it attempted to serve broader needs. However, of all methods, 

Bartlett stressed casework (direct practice) as central to medical social work. Other 

activities were not seen as offering a unique professional identity. Bartlett predicted that 

unless social work continually evaluates its activities in terms of principles, purpose, and 

outcomes, then changes in medical practice, community policy, and other professions 

within health care would modify social work functions. She predicted that pressures in 
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the environment would affect the attitudes of social workers and mold social work 

programs in institutions. Most important to the conceptualization of this study, Bartlett 

asked how the structure of the medical setting strengthens or limits social work and how 

the social worker’s own feelings and behaviors are affected and affect her contribution to 

patient care. Generally, Bartlett hypothesized that there was a direct relationship between 

how social work functioned in medical settings and the nature of change or stability 

within these hierarchical structures. 

Bartlett concluded that social work must “attack the problem of relating the social 

casework approach and methods to the needs of the individual patient and to the medical 

setting” (1940, p. 270). She recommended that social workers study their hospital 

environment and their reactions to it. Social workers had to assess the contributions of 

social work to patient care, identify the core tasks to their work, and develop a clear 

definition of roles in a multidisciplinary environment. From this continual assessment, 

Bartlett predicted that a methodology for teamwork and collaboration would develop, as 

would a defined identity for social work in health care systems as they underwent 

structural changes. 

Framework 

Germain (1980) applied the ecological framework to the concepts of identity, 

competency, and autonomy in health care. Germain utilized the definitions of social work 

practice by Bartlett (1940) and Gordon (1969), relating the simultaneous, dual focus of 

social work practice to both direct and indirect interventions and the interaction and 

interdependence of the individual and the environment. The ecological framework 
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emphasizes the complementarities between the person and the environment as a single 

system. The goal of social work practice is to strengthen people’s adaptive potential and 

increase the responsiveness of the environment so that potential can be sustained. 

Germain’s early work provides the impetus and primary foci for the exploratory research 

approach used in this dissertation. 

Germain and Gitterman (1996) described their life model practice, developing 

values and practice principles from the ecological metaphor, and augmented by feminist 

and social constructionist thought. In this holistic model, people and their social 

environments can only be understood in the context of their relationships between and 

among their biological, emotional, and social process and their physical and social 

environments. The perspective may be described as eclectic, as its foundation 

incorporates theory, themes, and concepts for practice from a multitude of theorists and 

disciplines (Greene, 1991; Rothery, 2001) in addition to general systems theory 

(Bertalanffy, 1962) and ecological theory. The ecological perspective is an evolutionary 

adaptive view of human development (Germain & Gitterman, 1980). The model accounts 

for complexity in understanding human behavior by recognizing the degrees of human 

freedom in the context of both heredity and past and present environmental perspectives. 

As a practice model, the method seeks to lift or improve the fit between people (with 

their biological, emotional, and social behaviors and process) and their physical and 

social environments, especially between human needs and environmental resources. The 

conceptual framework incorporates seven ecological concepts: 
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1. exchanges or transactions (described as a fusion of influence by both the 

person and the environment that brings about change); 

2. person:environment fit as adaptedness and adaptation (described as the extent 

of match between the individual and the environment as a cumulative process 

in the context of the physical, social, and cultural environment); 

3. life stressors and coping (responding to the imbalance between perceived 

demand and perceived capability to use resources as a result of the 

transactions); 

4. relatedness (a critical aspect of human development that is the ability to form 

human relationships, occurring in both intimate primary groups and exchanges 

in larger, less personal groups such as membership in civic organizations); 

5. vulnerability or environmental pollution (the social and physical environment 

with its temporal or spatial setting may affect the sense of self and interfere 

with meeting life cycle needs); 

6. habitat and niche (the person’s physical and social setting in a cultural context 

as habitat and niche to the individual’s immediate environment and status as a 

member of the community); and 

7. life course (or timing of events in relation to the social structure and historical 

context of change). 

Systems theory (Bertalanffy, 1962) views causality as circular and interconnected 

rather than linear and reductionistic. The interrelationships mean that everything in a 

system influences everything else, with change in one member of a system affecting the 
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system as a whole. The components of the system are organized in a structure that 

interacts in a distinct way. The interactions among the components result in a unit, a 

whole or aggregate that is unique but has predictable patterns of behavior and boundaries. 

Boundaries give the system its identity and its focus as a system. Each system is a 

subsystem of other, larger systems. The ranking, power, and control of members of a 

system are part of the organizational structure and also influence behaviors and patterns 

of relationships (Greene, 1991). While structure results in predictability, complexity 

within systems indicates an adaptive system in response to change. Adaptive systems 

have the ability to reach equifinality (similar outcomes despite different starting points 

within the system) or multifinality (multiple consequences from the same starting point). 

Ecological thinking draws from systems theory and reflects the indeterminacy or 

unpredictability of complex human phenomena such that, given “A” (descriptive factors), 

then predicted effects on “B” may not necessarily follow. Rather than deterministic 

causality, the ecological model is one of reciprocal relationships, a loop of influences 

over time, not linear or one-dimensional. The exchanges in the relationships are 

continuous transactions. These continuous transactions provide both internal and external 

“messages” (Germain, 1984) about the outcomes, providing feedback and shaping the 

continuing process. Ecological thinking is more concerned with consequences than 

causality. The focus is “What is going on?” and “How can ‘what is going on’ be 

changed?” rather than “why” and “who” can be changed. 

The ecological model incorporates the stressor, stress, and coping paradigms of 

earlier theorists. Life stressors are expressions of negative relationships between person 
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and environment and are externally generated (such as job loss, illness, interpersonal 

conflict), whereas stress is internally generated. Stress is not equated with internal anxiety 

because anxiety is only one possible internal response to an external life stressor. 

Stressful feelings are negative and generally immobilizing. The stress is related to the 

dimensions of the stressor and its meaning to the person. Unpredictable life events are 

more difficult to cope with than predictable ones. Lack of control over a stressor has a 

profound effect. 

Appraisal determines whether any life issue is a stressor or a challenge. A 

challenge occurs when the individuals involved believe they have the personal and 

environmental resources to master the life issue. A challenge can be stressful but it is 

accompanied by feelings of zest, relatedness, competence, and self-direction. A stressor 

is accompanied by a sense of being in jeopardy and may interfere with problem solving. 

Levels of self-esteem, sense of competence, relatedness and self-direction may drop. It is 

critical to appraise the imbalance between the life stressor and the personal and 

environmental resources for dealing with it. Primary appraisal searches for meaning as an 

attempt to understand what has happened. Once meaning has been established, it is then 

possible to devise strategies for coping. This secondary appraisal asks, “What can I do 

about this state of affairs?” Sometimes our initial appraisal contains an error in perception 

or thinking. We respond by initiating coping measures. Both personal and environmental 

resources are required so coping measures are an expression of person: environmental fit. 

In the ecological perspective, a condition of “adaptedness” (Germain & 

Gitterman, 1996) exists when the environment provides resources and experiences at the 
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appropriate time and in the appropriate form to assure people’s optimum biological, 

cognitive, sensory, perceptual, emotional, and social development and functioning. 

Adaptedness is not an attribute of either the person or the environment, but of a particular 

person: environment relationship. Adaptation refers to behaviors that move the individual 

toward adaptedness. Adaptation is action designed to achieve person change, 

environmental change, or both, in order to improve the level of person: environment fit. 

Adaptation is a never-ending process and does not avoid the issue of conflict or power. 

Adaptation may involve active changes in the self to meet environmental demands, 

changes in the environment to conform to human needs or goals, or migration to a new 

environment. 

The ecological model identified and defined the three concepts of identity, 

competency, and autonomy, as essential to the success of professional social work 

practice (Germain, 1980). These core elements affect the nature of social work practice, 

which in turn impacts the quality of patient care. Germain began with a statement of the 

interdependence, or feedback loop, of professional identity, competency, and autonomy 

for social workers. One builds upon the other as circular causality or, conversely, a 

faltering sense of identity would undermine achievement of competency and autonomy. 

These core elements are included in the concept of relatedness. Identity develops as self-

concept and as social affiliations. Identity asks, “With whom are we connected?” It also 

reflects self-esteem. Competency reflects knowledge and skill and the ability to perform, 

and is in context of the specific task and obligations. Competency also reflects knowledge 

and understanding of the consequences of decision-making. Autonomy is self-direction, 
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the ability to make decisions and decide how to proceed. In this model, adaptedness 

would occur when there is optimum person:environment fit, providing resources and 

experiences at the appropriate time to assure heightened self-esteem, self-directedness 

and affiliation. 

Germain (1984) identified the changing context of the health care organizational 

environment as a developmental factor in the life course of social work as a profession, 

influencing identity, competency, and autonomy. Suggested factors in building social 

work identity are the distinctive social purpose of the profession, the definition of social 

work practice, and the values, theory base, and practice skills derived from the social 

purpose. Two identified competencies of social workers that particularly benefited the 

hospital as an organization have been knowledge of the community and available 

resources and work with families. With the understanding that no single discipline could 

possibly meet all the needs involved in health maintenance and care, Germain recognized 

“team practice,” “interprofessional” consultation, and collaboration as essential skills for 

social workers to acquire (1984, p 18). So the connectedness with other disciplines 

required additional knowledge about their functions, values, and practices in order to 

practice in the hospital environment. Competitive transactions with other professions 

over access to patients and roles for social work, particularly with nursing (as 

documented in the literature), would be considered as an externally generated life 

stressor. 

Within the model, managed care could also be considered a life event that might 

be viewed as a life stressor. As the organization changed to meet the external demands, 
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previous research suggests it might be perceived as either a challenge or a stressor. The 

social work literature reflects a sense of jeopardy and lowered self-direction for some, 

while some managers have responded with zest and perceived their work environment 

and their own personal resources as appropriate to meet and master this new challenge. 

Within the model, coping with unexpected events is described as more difficult than 

coping with predictable ones. This suggests that change within the organization, such as 

change in managers and restructuring the department, might have a significant effect on 

social work identity, competency, and autonomy. The ecological model suggests the 

appraisals shift in response to feedback processes. The adaptations by social workers 

might be active changes to themselves and social work practice, active changes to the 

environment so that it will meet needs and goals, or migrating to a new environment. In 

contrast, if perceived as stress, then the response may generate negative feelings and 

immobilize the individual social worker and have negative implications for social 

attribution. 

The literature suggests that this is a vulnerable time for the profession. Autonomy, 

knowledge development, the influence of the organizational structure, and the historical 

context or social crises are significant factors in the professional paradox that is social 

work (Kerson, 1981). Kerson described social work as deferring to society’s needs over 

professional identity and autonomy. Bartlett’s prediction—that unless social work 

continually evaluates its principles, purpose, and outcomes, then the changes in medical 

practice, community policy, and other professions within health care will modify social 

work function—was prescient. Environmental pressures will affect the attitudes of social 
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workers and mold the social work program in the institution. The social worker’s own 

sense of self and use of self will both be affected by and affect the environment. The 

availability of resources in the environment will have a profound influence on the 

experience of stress and efforts to deal with it (Germaine, 1984). 

The exploratory research undertaken by this dissertation sought to describe what 

is occurring in the hospital environment as a system and explored the person:environment 

fit for social work in hospitals today. The theoretical framework suggested that social 

work identity, competency, and autonomy are impacted by the “life space” of the hospital 

and the larger external pressures on health care as feedback loops within a systems 

model. The research explored hospital social workers’ sense of identity as professional 

affiliations, values, and social purpose; of competency in responding to complex 

organizations and managed care in their ability to perform their tasks; and of autonomy as 

self-directed practice decisions. The methodology for this research explored social work 

practice in health care as a system from the perspectives of social workers who are not 

managers. Using the ecological framework to ask “What is going on?” the research 

methodology fits the life model of practice as a quest for broadening understanding of 

and respect for the variety of human strengths coping with new environments. Research 

on the impact of decentralization and managed care must consider the adaptations that 

social workers have made in their own practice. If the social workers are not engaged in 

defining their practice, it will be defined for them. 
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Chapter 4 

Methodology 

 

Interactive Qualitative Analysis (IQA) and Concept Mapping 

Germain advanced the ecological perspective while systems theory (Bertalanffy, 

1962) was still a relatively new framework for social work. Systems theory provides a 

framework for the Interactive Qualitative Analysis (IQA) methodology of this study 

(Northcutt, 2000; Northcutt & McCoy, in press). IQA, as a method of qualitative 

research, is inspired by the works of Glaser and Strauss (1967) and Strauss and Corbin 

(1990) on grounded theory. It begins with group process methods adapted from the Total 

Quality Management (TQM) movement to produce and analyze qualitative data. IQA is a 

systems approach to qualitative research, which seeks to capture the “lived reality of 

people” (Northcutt, 2000, p. 2). It involves participants in the meaning of their stories, the 

identification of constructs and relationships, and the development of theories for future 

research or for developing action plans related to their specific systems. 

IQA is also a cooperative approach to participative inquiry. Cooperative inquiry 

treats all research participants as self-determining persons or “authors of their own 

actions” (Reason, 1998, p. 264). They are co-researchers whose thinking and decision-

making contribute to generating ideas and drawing conclusions as well as co-subjects, 

participating in the activity being researched. The systems perspective views 

relationships as interconnected parts, with the whole being greater than the individual 

parts. Change is continuous; change in one part leads to changes among all parts and in 
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the system itself (Bertalanffy, 1962). The structure of the system and the interaction 

between the components and with the larger environment beyond the system result in 

predictable patterns that can be used to generate hypotheses or target interventions 

(Greene, 1991; Northcutt, 2000; Northcutt & McCoy, in press; Rothery, 2001). 

IQA provides a structured methodology for concept mapping, a generic term for a 

process that gathers ideas and information from one or more participants to produce 

pictorial representations as conceptual maps. Concept mapping has been called affinity 

mapping, mind mapping, concept webbing, or a “visual thinking tool” as the process 

organizes information into a set of concepts that are linked together (Northcutt, 2000; 

Trochim, 1989, 2001). IQA combines the tradition of phenomenology, which asks, 

“What is the structure and essence of the experience of the phenomenon for the 

participants?” and systems theory, which asks, “How and why does the system function 

as a whole?” (Patton, 1990). So, IQA asks two broad questions: “What are the 

dimensions of the phenomenon?” and “How do the dimensions relate to one another?” 

The dimensions are the result of both inductive and deductive group processes 

and are called “affinities,” terms related by a common meaning or theme. After affinities 

are defined or grouped inductively (from the particular to the general) and then assigned a 

range of meanings deductively (from the general to the particular), their relationships are 

explored systematically to produce a comprehensive picture. 

The analysis of the textual data is done by three kinds of coding activities, and 

participants both generate and analyze the data. A theoretical framework emerges through 

the coding activities of the participative research method. This theoretical framework 
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depicts a “theory of action” or “theory-in-use,” what the participants actually experience 

(Patton, 1990). The theory that emerges from IQA can empower participants by 

encouraging a team approach to addressing their day-to-day issues in their professional 

lives as researchers but does not erase their individuality, consistent with systems theory. 

The theory-in-use is presented as an interrelated collection of ideas or themes within a 

specific structure displayed as a conceptual map. 

The methodology for this research adds an additional component to the concept 

mapping process through the structured, computerized statistical analysis of the Concept 

System© software (Concept Systems Inc., 1996). Both IQA and the Concept System© 

use similar initial processes to enlist participants, structure the research questions, and 

generate the textual data that is analyzed. Both IQA and the Concept System© code the 

data by sorting from the specific statements to the general or larger concept (inductive 

coding) and then refining the concept by attaching a range of meaning or label to the 

grouped statements (deductive coding). IQA uses group process activities to obtain the 

initial dimensions or affinities for the map. The Concept System© software enables 

participants to complete this process individually, and aggregates their results 

statistically. The software generates a conceptual map from the multidimensional scaling 

analysis and cluster analysis while the concept map in the IQA process is a graphic 

depiction of the majority of the participants’ perceptions of the relationships between the 

affinities as a theoretical system. Both methods use consensus by the participants to 

interpret the labels or meanings for the concept mapping. 
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As an exploratory study, this dissertation did not have an established hypothesis 

and the current organizational structure within hospitals for social workers in Texas was 

not known. The combined methodology enabled the participants to describe the current 

environment for social work and compare the patterns of their experiences within the 

social work system, but did not use separate focus groups based on hospital structure. The 

developers of IQA and the Concept System© as well as the researcher and her 

supervising research committee, concur that qualitative information can be converted to 

quantitative data. The IQA process may use statistical software, such as SPSS®, to assist 

in the analysis and model building (Northcutt, 2000). After discussion with Northcutt and 

members of the committee, the researcher determined that the Concept System© software 

would be used to analyze and report the theoretical (inductive and deductive) coding of 

the data. Therefore, this dissertation may be referred to as a “mixed-methods” study. 

The questions asked in this research were: 

• How have the changes in the structure of acute care settings influenced the 

identity, competency, and autonomy of social workers? 

• What are the perceptions of social workers in acute care settings about the 

current nature of their work, the adaptations and changes that may have 

occurred in autonomy and supervision, and their vision of competent social 

work knowledge and practice skills? 

• How do medical social workers in acute care settings describe the 

opportunities, threats, and challenges for social work created as a result of 

organizational change (environmental influence)? 
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To approach the research questions, the methodology asked medical social 

workers in two focus groups to generate statements describing their daily professional 

activities. The focus group members and additional participants from the geographic 

region were then asked to sort their descriptive statements into groups according to their 

similarities. Next, they were asked to identify each group with a theme name. Finally, 

they were asked to rate each statement for its importance to their roles as social workers, 

for the frequency of its occurrence in their work, by the amount of knowledge or training 

needed to address the issue identified by the statement, and on the basis of the degree of 

supervision required to make decisions about the statement. After participants had sorted 

and rated the data, follow-up group meetings were held to interpret the clustered 

statements, their labels, and the maps resulting from the sorting process, and to generate a 

theory-in-action. The theory-in-action is depicted graphically as the final conceptual map, 

the Systems Influence Digraph (SID), which demonstrates the directional relationship 

between the concepts. 

Standards for Research: Credibility and Transferability 

All participants in this research study were medical social workers employed in 

acute care hospital settings and living the reality of managed care and hospital 

organizations. In addition, the researcher for this dissertation has extensive practice 

experience as a medical social worker, working under conditions with both centralized 

and decentralized departments and in an environment with many managed care contracts. 

The research questions about the medical social work experience were examined within 

the parameters for research with human subjects at the University of Texas. The methods 
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of analysis, IQA and concept mapping, are governed by the principles that the process is 

participatory and objective. IQA conceptualizes that reality is a social construction. The 

affinities, or themes, were created by the participants by consensus. Trust was established 

by clearly documenting all procedures with extensive field notes, direct quotes, 

recordings, clarification of facts with other researchers, and documentation of decision-

making. 

IQA systematizes triangulation of results. Triangulation is the use of multiple 

methods. The results of the concept analysis and the development of theory are 

triangulated in this study by the statistical analysis with the concept mapping software 

(Concept Systems, Inc., 1996). The concept maps were compared between medical social 

workers in traditional departmental structures within hospitals and those in decentralized 

or unit-based hospital systems. The software allowed comparison by matching the 

patterns of responses based on the ratings and demographics in combination. 

Generalization of the data is limited because the sample was small and drawn only from 

hospitals in Texas. However, hospitals are organized similarly across the nation (AHA, 

2000); therefore, the results can be cautiously generalized to other acute care hospital 

settings. 

Participants 

The sample used in this dissertation study consisted of “information rich” 

informants who had knowledge and experience with the current milieu of hospital social 

work, had the ability to reflect, had the time to be interviewed and participate, and were 

willing to participate in the study. IQA uses intensity sampling or participants who are 
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experiential experts (Patton, 1990). All participants in the study were assured protection 

under the guidelines of the Human Subject Review process of the University of Texas. 

Access to participants was part of the decision-making process in selection of the 

research sites. Written consent to participate in the study was required of each individual. 

Medical social workers in acute care hospital settings who were not in supervisory or 

management positions were the sample population in this study. All of the social workers 

worked in direct clinical practice with patients and their families. All self-selected to 

participate in the study. They were not selected by supervisors as “most representative” 

of their hospital settings. 

Four geographic regions within the triangle of the largest population centers in 

Texas were selected. Hospitals in these regions have substantial catchment areas and 

have managed care contracts for both Medicare and Medicaid recipients as well as 

employer-based health care plans. One hospital social work administrator from a large, 

non-profit hospital system participated in the design of this study and agreed to make 

staff time and a location available. A letter was sent to the social workers on staff, 

inviting their participation. The sample in the centralized department setting participated 

at their work site in a room provided through arrangements made with their department 

head. 

The participants who worked in decentralized settings were not employed by the 

same institutions and worked in different cities. Two sites were initially selected, San 

Antonio and Houston, both with a high incidence of decentralized departments and multi-

hospital chains. However, the Houston area hospitals experienced severe area-wide 
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flooding, which resulted in closures and transfers. The researcher was concerned that the 

staff might not be as accessible and the work environment and tasks might not be 

representative of decentralized work settings. Therefore, she sought participants from San 

Antonio and Austin and the hospitals proximate to the I-35 corridor between the two 

cities, in addition to the Houston area. The sample developed from four main sources: 

social workers participating in continuing education programs under the sponsorship of 

the American Cancer Society in San Antonio; those who identified themselves as 

interested in health care by their membership in the NASW Texas chapter; those 

responding to the invitation letter sent to social workers in San Antonio hospitals known 

to be decentralized according the Texas Hospital Association directory; and those 

recruited by other participants in the study. Membership in NASW was not a requirement 

to participate. The initial proposed sample was 30–40 participants, and 31 social workers 

elected to participate. 

Participants were not required to take part in every step of the process. Thirteen 

individuals in two focus groups generated the statements. Twenty-five participants, 

including some from the focus group, were responsible for grouping and rating. The 

sorting and rating process was often completed in a group setting, but the participants 

performed the tasks individually. 

To ensure that authority influence did not distort the focus group, no supervisory 

staff were included in the sample. The participants in the focus groups and the other 

members of the study were similar to one another except by location of the hospital 

setting and the difference in the social work administrative structure within their hospital 
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settings. Social workers differed in longevity in their employment, their professional 

experience, their academic degrees, and their work assignments. 

Definitions 

Some terms and definitions are representative of both IQA and the Concept 

System©. Terms that apply to the specific analysis method are listed under separate 

subheadings. 

Terms in Common 

Concept mapping. A process that gathers information from individuals and 

presents the information in pictorial form. Concept mapping is a generic term. Both the 

Concept System© and IQA develop concept maps and are participant-oriented, inductive, 

structured, and visual in their final results. 

Axial coding (also called deductive coding). A method of analysis used to refine 

and narrow the meaning of the affinities or clusters. Affinities are defined, divided into 

categories and subcategories, and prioritized. This process answers the question, “What is 

each affinity’s relative importance?” Deductive coding is illustrated in the naming 

process for the affinities and the label analysis within the Concept System©. Deductive 

coding also occurs in the rating scales in the Concept System© and in development of the 

path diagram. 

Emergent coding (sometimes referred to as open coding). The dynamic coding 

process of the group. Categories and topics begin to emerge, but categories, topics, 

meanings, ideas, etc. may change or alter during the coding process. Through emergent 

coding, group members begin to group responses to the Issue Statement in the silent 
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nominal process into categories or affinities. This process answers the question, “What 

are the affinities?” Within the Concept System© project, this coding occurs during the 

sorting process when individual participants move from the specific statement to identify 

broader concepts. This is an inductive process. 

Focus Groups. IQA and Concept System© projects use focus groups to generate 

textual data. Focus groups are homogeneous groups of people with common interests and 

backgrounds. These two methods require no specific limit to the number of participants, 

but define as practical, to obtain a variety of opinions, between 6 and 15 per IQA and 

between 1 and 20 within concept mapping. 

Issues Statement. A short statement or open-ended question posed during the 

silent nominal session that is intended to inform focus group members of the intent of the 

research. It is the catalyst of the silent nominal process. Participants are given a statement 

or issue to consider. Issue statements may be delivered in three ways: 

• Traditional focus group approach. State the issue and ask group 

participants what they think about it. Use probing and follow-up questions 

to elicit data. 

• Short statement. State the issue, providing clarifying information as 

necessary for participant understanding of the topic. 

• Guided imagery. State the issue and guide participants to draw upon 

memories of past and present experiences associated with the issue. 

Silent Nominal Process. A technique for participants to produce as many 

descriptors or thoughts on an issue as possible within a time-limited period. The 
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brainstorming process is done silently, usually in about ten minutes. Each participant is 

given a black marker and index cards and asked to write one thought per card. Silent 

production gives each participant a chance to be “heard” in the form of written 

communication. The silent process is usually considered less threatening to participants 

and reduces the psychological or emotional risk created by speaking aloud. The process 

also encourages individual thought. 

Sorting. The process of placing statements in a statement set into different piles 

or groups based on their conceptual similarity. The sorting task is the key data collection 

activity in both IQA to identify themes and the Concept System© concept mapping to 

determine where a statement will be located on the map. 

Theoretical coding. Establishes the relationships or patterns of each affinity to 

itself or other affinities. Theoretical coding investigates the links between the affinities by 

developing “propositions” from the data. Cause and effect relationships are identified and 

analyzed. Theoretical coding is greatly enhanced by theoretical sensitivity. Within the 

IQA methodology, theoretical coding by participants is analyzed to produce the 

Interrelationship Digraph (IRD) and the Systems Influence Diagram (SID). The pattern 

matching process in the Concept System© also compares theoretical relationships and 

produces a visual assessment (the ladder graph). 

Theoretical sensitivity. The disciplinary or professional knowledge, as well as 

the research and personal experiences, that the researcher brings to her inquiry. 

Theoretical measure. A measure that asks for subjective estimates as opposed to 

what actually is or has happened. In both concept mapping and IQA, two common 
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theoretical measures are an importance rating where participants estimate how important 

each statement is or should be considered to be, and a frequency measure that asks how 

often a statement occurs. 

IQA definitions 

Affinity. A set of textual references that has an underlying common meaning or 

theme. An affinity and a cluster refer to the grouping of statements. 

Interactive Qualitative Analysis (IQA). A qualitative research method 

developed by Northcutt, Miles, et al. at the University of Texas at Austin. IQA begins 

with group process methods adapted from the TQM (Total Quality Management) 

movement to produce and analyze qualitative data. Data from both the group and 

individual components are analyzed by three different coding methods: axial coding, 

emergent coding, and theoretical coding. 

Interrelationship Digraph (IRD). The chart displaying the results of the 

theoretical coding of the cause/effect relationship of each pair of affinities on the system. 

The results are displayed as an arrow going into an affinity as a relative effect (↑) and 

those emerging from it (←) as a relative cause. The affinities are sorted into two broad 

levels: drivers and outcomes. 

System Influence Digraph (SID). The final representation of the theoretical 

coding in the form of a structural or path diagram. The diagram identifies the patterns of 

influence in the system including recursive relationships (feedback loops). The SID is the 

final product of the entire IQA process. 
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Concept System© definitions. 

Bridging value. As part of the concept mapping process, the bridging value 

assists in the interpretation of content within the map. The bridging value computes 

whether the statement was sorted with items that are close to it on the map or whether it 

was sorted with items of greater distance on the map. Statements with low bridging 

values are better indicators of the meaning of the part of the map. Clusters with low 

bridging values are easier to interpret, as they are usually more cohesive. Higher bridging 

values represent greater distance from the meaning of the specific area of the map. 

Clusters with higher bridging values are more likely to “bridge” between other clusters 

on the map. 

Cluster. A group of contiguous statements on a concept map. A cluster is 

indicated visually on a concept map by an enclosed polygon. 

Cluster analysis. A statistical method that computes all possible cluster results 

from the sorting data. In concept mapping with the Concept System©, an agglomerative, 

hierarchical cluster analysis method based on Ward’s algorithm (Everett, as cited in 

Trochim, 1989) is used to define the clusters. The facilitator managing the concept-

mapping project is responsible for deciding which number of clusters is most useful for 

the concept maps. 

Cluster map. A map showing the polygons that describe the clustering of 

statements. 

Cluster rating map. A cluster map that indicates the average rating for the 

cluster depicted by the number of layers in each cluster. 
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Cluster replay map. A map that shows how the clusters are grouped 

hierarchically as the cluster analysis replays the range of clusters during the analysis 

process to merge clusters to determine the final cluster solution. An accompanying table 

describes each replay. 

Concept System©. A software program specifically for concept mapping 

(Trochim, 1989) that uses statistical methods to construct a set of maps or pictures that 

reflect mathematical relational structures from the textual information provided by the 

individuals. Distances on the map can be interpreted as statements and clusters that are 

conceptually similar and near to each other in meaning. Concept mapping within the 

Concept System© combines group process with computer technology and uses 

multivariate statistical techniques to develop maps to show what the group thinks. 

Pattern matching. A comparison of two patterns involving both an overall 

assessment of the match from the correlation value at the cluster level and a visual 

assessment in the form of a ladder that shows each correspondence for each cluster 

between the two measures. 

Pattern matching correlation. A computation at the cluster level ranging 

between –1.00 and +1.00 indicating the strength and the directionality of the relationship 

between the variables. The variables in concept mapping are the clusters or affinities. 

Point map. Depicts the original brainstormed ideas as a point or dot on a map. 

Ideas that are closer together were sorted more frequently into the same piles by 

participants. 
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Point rating map. Shows how a specific idea is rated by its point on the map 

represented by the number of layers from 1–5, the rating values possible according to the 

measurement scale for each theoretical measure of the statement. 

Rating. A continuous measure collected for each statement in a concept mapping 

project. This is distinguished from the demographic variables collected for each user in 

the project. 

Rating sheets. A paper and pencil instrument used to collect concept mapping 

ratings on the theoretical measures. 

Similarity matrix. Describes the aggregate sorting results and is constructed in 

the concept mapping analysis. The similarity matrix is the input to the multidimensional 

scaling analysis. The key assumption in concept mapping is that higher values in the 

similarity matrix indicated greater conceptual similarity between the pairs of statements. 

Statement structuring. Refers to both the sorting and rating of statements in 

concept mapping into sets according to their conceptual relationships and how they are 

related along some scale. 

Stress value. A measure of the degree of fit of the map between the multi-

dimensional scaling solution and the dissimilarity matrix. The better the fit of a map to 

the similarity matrix, the lower the stress value. In concept mapping projects, stress 

values in the range .10 to .35 are readily interpretable. 

Data Collection Process 

Data collection began with the focus group. There is little data available from the 

Texas Hospital Association or the SSWLHC to determine whether this group is 
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representative of social workers in health care. Descriptive information was obtained 

from each participant through demographic questions about the financial structure of the 

hospital; the departmental structure and size; the supervisor; the social worker’s 

educational background, experience, and length of employment; and personal 

background, such as gender and language ability beyond their primary language. 

The methodology used focus group activities and individual activities to generate 

the data. Focus group activities included silent nominal group process and clarification of 

meaning. Individual activities were inductive or emergent coding accomplished by 

sorting and rating the generated statements. 

Opening statements informed participants of the research process and established 

that their contribution was secure, confidential, and valued. A standard of conduct for all 

group activities was set and an issues statement provided. The issue statement informed 

the participant of the overall purpose of the research and acted as a warm-up for the 

participants to start thinking. The issue statement also clarified that participation was 

voluntary and confidential. The focus group approach was to make a short statement or 

ask a question, followed by probes to encourage participation. 

Brainstorming Process 

The process to generate the data in the focus group was brainstorming. 

Brainstorming is a silent process by which focus group members produce as many 

statements about an issue as they can in a time-limited period, usually about 10 minutes. 

Silent production made it safe to write down rather than speak aloud and ensured that 

every voice was heard. Each participant was given a black marker and approximately ten 
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5 x 8 cards and was asked to write one thought on each card. In the focus group 

brainstorming sessions, the participants did not all generate the same number of cards. In 

order to facilitate the process, the researcher provided the flowing suggestions: 

• Refrain from censoring your thoughts or responses (e.g.,  

“All thoughts are OK”; “Don’t analyze, just write.”). 

• Be aware that you are in a comfortable and safe environment 

(e.g., “No one will criticize your thinking.”). 

• Ease into the task of the data production and participatory research. 

• Write as many thoughts from your experience as you can, one per card, 

until you have exhausted your ideas or until I ask everyone to stop. 

 

When it appeared the participants had had an opportunity to generate a satisfying 

number of responses, the process ended. Concept mapping limits the number of 

statements to fewer than 200. There was no prescribed time for the silent nominal 

process. 

Clarification of Meaning 

The goal of brainstorming is the identification of common meanings and 

definitions of terms. Consensus was sought on the meanings of words and any vagueness 

was addressed. Participants then taped their cards to the wall for everyone to see. There 

was no order to how the cards were taped on the wall. The researcher then reviewed the 

cards, clarifying the meaning of each card with its author. Participants were encouraged 

to ask questions about responses that were unclear, incomplete, or ambiguous. The 
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researcher listened for metaphors, images, or expressions of emotion that helped to “nail” 

the meaning of the response. 

Next, more cards were generated, particularly when emotions were revealed. This 

second round of production took approximately three minutes. The researcher’s role was 

not to supply or control content. After the statements were generated, the researcher 

typed the statements, giving each statement an identification number. 

Structuring the Data as Affinity Analysis: Coding 

The purpose of affinity analysis is to cluster or categorize the cards and refine the 

generated data (affinities). The researcher explained to the focus group that it appeared 

there were common ideas and themes on the cards. She then asked the participants to 

group the cards by theme or conceptual meaning. There was no prescribed time for this 

process. 

Open Coding 

Open coding seeks to identify the affinities or themes. Unlike quantitative data 

that collapses the data, open coding enriches the data to allow elaboration and 

description. Each participant was given a card deck. They were asked to silently examine 

all the cards and group them into whatever categories they saw emerging. There were 

four restrictions to the sorting task: 

1. There had to be at least one less pile than the number of statements. 

2. All statements could be put into a single pile. 

3. Each statement could be placed in only one pile. 

4. There could not be any miscellaneous or “junk” piles. 
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The rationale for the restrictions was to obtain information about the 

interrelationships among the statements and to create a forced choice response format 

where the participant selected the “best” grouping. The final restriction discouraged 

groupings that were not conceptually similar. If a participant could not place a statement, 

she placed it in a separate pile to indicate that it was unrelated to the other statements. 

After the sorting was completed, each participant completed a sort recording 

form. For each pile, each participant recorded a short name or title and the statement ID 

numbers of all of the statements in that pile. After the sorting was completed, the 

researcher entered the sort results into the computer program. 

Axial Coding 

The affinities were refined during the axial coding process. The multiple labels 

participants gave when grouping the statements revealed the axial codes. Coding allowed 

participants to have a meaningful view of the data and to develop a larger construct. 

Participants identified the major category or affinity. This process was achieved by group 

discussion and consensus in both the IQA and Concept System© methods; however, the 

bridging values and the cluster replay within the cluster analysis guided in the 

development. The descriptions were refined and narrowed by the group until the 

participants agreed that the concept name accurately reflected the meaning of the theme. 

Emerging Affinities or Conceptual Themes 

The sorted statements and the label for each grouping were then entered into the 

software. The concept mapping analysis aggregated the sort data and performed a 

multidimensional scaling analysis to quantify the qualitative statements generated by the 
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focus group. This produced a point map representing the items sorted most often together 

by the most participants. Proximal distance on the map represents similarity in meaning. 

The cluster analysis further refined the affinities as the analysis builds from one pile (all 

of the statements as one group) and is hierarchical, like the branches of a tree, to 

determine the best final cluster solution. After the cluster analysis, the sort label pile 

analysis was completed using the centroid points of the cluster to find the “best fitting 

label.” The final name chosen for each cluster occurred by group consensus. After each 

cluster had been named, the researcher defined it using the data to capture its meaning. 

The definitions or descriptions of the clusters were written as Focus Group Results. 

Theoretical Coding 

Theoretical coding offers insights about the relationships for further exploration. 

Within IQA and the Concept System©, theoretical coding develops when the participants 

rate the statements according to their subjective estimates on what should be as opposed 

to what actually is, such as the measure of importance of each statement. The theoretical 

measures formed the basis of comparison between the affinities as a pattern match. In the 

IQA method, creating hypotheses for each relationship (possible pair of affinities) is also 

theoretical coding. 

After the concepts or themes emerged from the data, the next phase was to 

investigate the links between the themes by developing “propositions” or hypotheses for 

each possible pair. Using a forced directional choice in a specific order, the researcher 

and focus group participants determined whether there was a direct cause–effect 

relationship or whether no relationship existed. The goal was to identify the skeleton of a 
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“theory in practice.” Theoretical coding of the affinities produced an IRD. IQA used a 

mathematical formula to determine the number of possible pairs of affinities: 

(#n of things/relationships) = n!/r!(n-r)! 

! = the factorial of the number 

Every potential relationship combination was recorded on an Affinity 

Relationship Table. The rules for coding state that there are only three possibilities for 

theoretical coding. For any two affinities, A & B, either: 

1. A influences B (A → B) 

2. B influences A (B → A) 

3. A<> B (No relationship) 

Development of the IRD 

The results of theoretical coding were placed in a tabular format to allow a visual 

and mathematical understanding of the textual data and relationships. The IRD enables 

the reader to see the relationship and the direction of the relationship between affinities. 

The output of the participants’ hypothesizing activity is summarized in Figure 5.40, 

Tabular IRD: Composite, a matrix containing all the perceived relationships in the 

system. The IRD shows whether each affinity in a pair is a cause or effect in a 

relationship or if there is no relationship. The composite IRD depicts the results of the 

theoretical coding from all four of the research sites. To create the composite IRD, the 

researcher then compared the results of the group process and the frequencies for each 

pair of relationships to capture the relationships. Based on the raw frequencies, the codes 

were tallied as an in/out analysis. The modal score was used to resolve disagreements. 
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The IRD was internally consistent as it captured all the relationships and all the arrows go 

in the same direction. The model will be externally valid to the extent it accurately 

depicts an observable reality. 

Reading across the table, the numbered affinity has either an arrow showing that 

the affinity is affected by another affinity or creates an affect. Up arrows (↑) indicate the 

extent to which the affinity is a relative cause, and left-pointing arrows (←) show that it 

is influenced by the relationship. 

Once the tabular IRD has been created, a second tabular IRD with Deltas (Table 

5.2) is developed to allow a frequency count of each affinity on two levels, as drivers and 

outcomes. Each of these levels may then be sorted into primary and mediating drivers or 

outcomes. Positive frequency counts are “drivers” and negative counts/changes are 

“outcomes.” Northcutt (2000) also develops a graphical display of the in/out analysis in 

descending order of change ∆. 

Development of the SID 

The final graphic representation of results is presented in the form of a System 

Influence Diagram (SID) (see Figure 5.42). The SID is a visual representation of the 

grounded theory developed from the data. In quantitative research, it would be equivalent 

to a structural equation. It is a form of path diagram but is distinguished from traditional 

path diagrams as recursive or feedback loops are allowed. In drawing the SID, the 

researcher considered the logic demonstrated in the drivers/effects digraphs. The 

researcher also followed “rules” in eliminating some of the redundancies. Northcutt 

(2000) advised the use of “Ockham’s Razor” as a principle: “take the simpler 
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explanation.” The SID was drawn using the Inspiration software program. In 

developing the SID, all the affinities were arranged by order of delta. Each affinity was 

placed in an oval shape. Lines/arrows were drawn to link each affinity by the direction of 

the relationship. The redundant links were eliminated to create a chain of linked 

affinities. If there was an intervening variable, it remained and the direct link was 

removed as redundant. Northcutt’s suggested rule was followed to only move by one 

category: driver to mediating driver to mediating outcome to outcome, rather than a direct 

relationship from driver to outcome, unless it really had no intervening affinities 

(factors). 

Grounded theory postulates that the data tells us all that we know. Mathematics 

has demonstrated that relationships may be nonlinear. The SID demonstrates this 

graphically. One demonstration is the recursions or feedback loops in the model. 

Feedback loops require three affinities. Classic feedback has no beginning and no ends; it 

is a loop. In considering the SID, Göedl’s theorem (as explained by Northcutt, 2000) is 

that a theory or set of discourse can either be complete (comprehensive) or consistent, but 

not both. Recursion is not a classic feedback loop. In recursion, successive terms are 

created by the previous ones. Recursive codes change themselves. Each affinity must be 

the cause/effect in the triad. This keeps the model created in the SID from being 

deterministic. 

The SID is a pictorial rationalization of the research. The objective was to sort the 

themes into a series of zones. Elements with similar characteristics of influence became 

an area of the system. IQA has four topological zones: primary drivers (fundamental 
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causes or sources of influence in the system), secondary drivers (influenced by those in 

the primary zone but still relatively causative), secondary outcomes which are influenced 

by the drivers and influence the primary outcome, and primary outcomes, those without 

influence except within feedback loops. A complex system may contain both branching 

(multiple arrows emerging from the element) and feedback (an arrow that emerges back 

from the relative outcome to a relative driver). 

The organization of the results in chapter 5 presents the group affinities or clusters 

developed in the focus group, the concept maps and the pattern matches, the composite 

IRD, and the SID. Naming and describing the affinities and presenting the concept map 

answered the “what” question in this research: What are the factors in their current 

experiences as medical social workers? These results are descriptive. Affinity 

descriptions contain detail on specific items, contrast on what the affinity does not 

represent, comparison on how the affinity or cluster is different from other related 

affinities, and richness as participants elaborate on their experiences and decisions. The 

intent was to thoroughly articulate the meaning of each affinity or cluster and to remain 

faithful to the participant’s own choice of language. 

How the factors interact in a system of attributed relationships is seen in the 

pattern matches and the SID. The pattern matches are based on the combination of the 

demographics and ratings. The pattern matching process represented the participants’ 

consensus on the factors in their daily work to demonstrate the influence of hospital 

structure on the identity, competency, and autonomy of social workers. The pattern 

matching process answers the research question “How have the changes in the structure 
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of acute health care settings influenced the identity, competency and autonomy of social 

workers?” Within this exploratory study, there was no research hypothesis, but the 

pattern matches allowed comparison between the social workers working under different 

departmental structures and supervisors. The SID presentation also answers how the 

factors relate to one another in a pattern of influence and presents a model for prediction. 

The discussion of the SID in combination with the description of the affinities also 

addresses the “why” question: “Why do structural differences influence social workers in 

different ways?” 

The grounded theory emerging from the model, as the model is toured through the 

affinities and the relationships, is discussed in chapter 6. Chapter 6 also discusses the 

theoretical implications and practical implications for the findings. The findings from the 

model were used to make prescriptive answers to the “why” questions of the research. 

The findings from the model identify problems and offer tentative solutions, as critical 

theory would do. The research model also developed understanding of situations and 

characteristics that worked positively so the profession can potentially replicate them. 

IQA offers the opportunity for prediction and prescription. 
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Chapter 5 

Results 

 

Description of the Sample 

The participants in this study were medical social workers employed in acute care 

settings in Texas. Their primary function was direct practice, not management or supervision. 

Participants were recruited through the continuing education series offered by the American 

Cancer Society, through the Texas chapter of the NASW, or through personal contact with 

social work staff in hospitals in four NASW/Texas regions. Mailings were also sent to 

NASW members who self-identified as working in health care settings in the four NASW 

regions. The researcher requested that potential participants who met the criterion of social 

work employment in an acute-care hospital, but were not members of management, return a 

pre-paid postcard expressing their interest. Those returning the postcards were contacted and 

invited to participate. Thirty-one social workers—twenty-nine women and two men—from 

thirteen hospitals in the region elected to be in the study. Participants were not identified or 

counted by race or ethnicity. African-American, Hispanic, and White social workers did 

participate, although race and ethnicity were not specified in any of the thirteen demographic 

questions asked. The demographic variables are listed in Appendix B. 

The majority of the participants defined their hospitals as “private, non-profit” health 

care systems. Two hospitals were identified as public, either city or county owned. Two 

hospitals were operated by proprietary, for-profit systems. Some of the hospitals within the 

study have since merged or been purchased by other networks, or are now managed by for-
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profit corporations. However, at the time of the study, the participants reported them to be 

non-profit. One public hospital was managed by a private health care system. 

Two participants indicated that social work was a unit-based service in their hospitals. 

The majority (23) of the sample described the structure for social work as a “merged 

department” with several disciplines represented. The remaining six stated that they worked 

in centralized departments. Nurses supervised thirteen participants. Four participants reported 

to disciplines other than nursing or social work. The remaining fourteen participants were 

supervised by a social worker. 

The venue for social work services ranged from a hospital employing one social 

worker to hospital systems with forty or more social workers. Thirteen of the participants 

worked in hospitals employing fewer than ten social workers. Eight of these participants 

reported that their departments had fewer than five social workers. Three of the participants 

were the only social worker in their hospitals, but they did not have management 

responsibility. In the systems with more than one hospital and employing multiple social 

workers, participants expressed uncertainty about the exact number employed. Those 

participants from larger departments reported social work staff numbering from eleven to 

forty social workers, with seven reporting their department employed twenty-eight social 

workers. 

Five participants were assigned to multiple hospitals within their hospital systems and 

they provided coverage of different hospitals on a scheduled basis. Fifteen provided social 

work services in specialty units such as obstetrics, pediatrics, emergency, or orthopedics. 

Sixteen provided services across the spectrum of the general hospital. 
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Participants’ social work experience ranged from two to thirty-five years with the 

three years as the mode. Fifteen had worked as social workers with a range from twelve to 

thirty-five years. The median value for social work experience was 12 years, the same as the 

median years in practice as a social worker in health care, and the mathematical average or 

mean was 8.11 years. Five participants had been employed as social workers in health care 

settings for two years. 

While nine participants had worked in their institutions between eight and twenty-

three years, fifteen had worked at their hospitals from one to two years. Nearly seventy-five 

percent of the sample had worked in the hospital setting for five years or less. 

Six participants held BSW degrees; three of these completed their graduate education 

during the research period. Twenty-five participants held MSW degrees. To address diversity 

and cultural competence in this region with its large Hispanic population and many 

immigrants, one question asked participants if they were able to speak more than one 

language. Twenty-nine participants responded, with twenty-three reporting that they were 

monolingual and six that they were bilingual. The participants reflected diversity in race or 

ethnicity, although not requested to specify either in the demographics. 

Data Collection Process 

The data collection process included concept mapping using the Concept System© 

computer program and IQA methodology (Northcutt & McCoy, 2004). The two methods are 

variations of concept mapping, producing pictorial forms to display results as “concept 

maps,” “mind maps,” or “affinity maps.” The two methodologies overlap in the 

brainstorming process, collection of demographic information, and in the sorting instruction 
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process. Concept mapping analyses and results were conducted using the Concept System© 

software (Concept System©, 1996–2001). All of the participants are reflected in the 

demographic data. Twenty-five participants provided information for analysis by the Concept 

System© program, with thirteen participants from six hospitals generating the statements that 

form the basis for the concept mapping. Thirteen participated in the IQA analysis of the 

relationships to develop the final conceptual map, with eleven of those participants included 

in the sorting and rating activities using the Concept System©. 

Brainstorming Process 

Two focus group meetings were held in two different communities. The first focus 

group had four participants and the second had nine participants. There were social workers 

from six hospitals in the two focus groups. Not all the participants knew one another, nor did 

they have any professional affiliation. The researcher discussed the purpose and methodology 

for the research with the participants. Participants completed the Informed Consent form 

(Appendix A) and a demographic information sheet (Appendix B). Each participant was 

given a marker and a set of index cards and was encouraged to write as many statements as 

she needed to describe her typical workday. Participants were requested to brainstorm 

statements in response to the following focus statement: 

 
It has never been easy to talk about us as social workers although we 

speak to helping others through major changes. Using my own work as an 
example, I think about all I have done in the hospital, what it was like as I 
began and what it was like when I left in 1998 to enter doctoral studies. I 
reflect on my priorities, my relationships, the knowledge I needed in that 
practice setting. I am not sure if my experiences were unique or common to all 
of us, then and now, because there is little published from that perspective. I 
want to present to our social work colleagues, the families we serve and the 
students who want to enter this profession an accurate picture of social work 
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today. For today, close your eyes for a moment and think about what you do 
and what it means to you as a social worker in health care. The goal of this 
project is to understand how social workers in hospitals today define our roles 
in health care and understand the factors that most influence our contributions 
to what we do in patient care. 

Today I would like you to think about your work and your own ideas 
about what it is like for you in your setting. Be specific and not general in 
your responses. Here is the sentence I would like you to complete: “I know 
it’s a typical day in social work in my place when . . .” 

 

In the first focus group, there were four social workers from four different hospitals. 

The focus group meeting was held at the American Cancer Society building in the 

community. The same non-profit health care system with multiple hospitals employed two of 

the social workers. One of those worked in two hospital sites, although she did not work with 

her colleague in the same hospital. All of the hospitals represented were listed as general 

hospitals. Two other participants from different hospital systems also worked in multiple 

hospital sites. Of the two, one social worker provided coverage to another hospital within her 

system in addition to her primary role as the only social worker in a for-profit general 

hospital. The other provided social work services to the neonatal units at two hospitals within 

her hospital system network. The four participants generated forty statements. The process 

allowed participants time to read the original statements and to add additional statements as 

they discussed them. 

The second focus group met in the conference room of the largest hospital in that 

community. Nine social workers attended from three hospitals in that NASW district. Six of 

the social workers worked for the same hospital and the other three were from two smaller 

hospitals in the area. During that brainstorming session, the group generated an additional 92 

statements making a total of 132 statements. The statements from the first focus group were 
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posted on the walls of the conference room after the first round of brainstorming. After 

reading all the statements mounted on the walls, participants discussed them in order to 

clarify their meanings. After all of the statements had been generated, the cards were 

numbered in ink from 1 to 132 and collected. The 132 statements are listed in Appendix C. 

Sorting Process 

The focus group participants were asked to sort and rank their statements during a 

second meeting in the same locations. They were asked to sort the statements for conceptual 

similarity and provide a label or title for each group of statements representing a theme for 

them. The group began a sort as a focus group activity at each initial brainstorming session 

on April 4, 2002 and April 11, 2002 using the sorting methods within the IQA process. The 

goal of this assignment was group consensus on the themes emerging from the sorted 

statements. In the initial session, the participants identified 19 possible categories and created 

labels for 10. There was insufficient time to complete the sort and labeling consensus 

process, and participants expressed fatigue as well as a need to return to work. An e-mail was 

sent to each of the participants from the second focus group on April 11, 2002, thanking them 

for their participation and asking them to track the time involved in the sorting and ranking. 

An attempt to sort electronically was planned for two weeks from the date. However, limited 

access to the software and the remote system prevented this. Individually completed manual 

sorting and ranking, using printed cards and rating sheets, were necessary to obtain the 

desired participation. 

The statements were then entered into the Concept System© software to produce a 

numbered list of the statements (Appendix C). The statements were then printed onto labels, 
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one statement to a label. Each statement label was then attached to an index card, creating a 

deck of 132 cards. Thirty copies of the decks were produced so that each participant would 

have her own materials. An envelope with a deck of cards, instructions, a sort recording 

form, and four rating sheets was given to each participant. Ten of the original 13 participants 

met with the researcher again at the same sites to sort the statements. Not all participants 

were able to attend the sorting sessions and some were called out during the session due to 

hospital workload. Group members entered and left the sorting and rating sessions according 

to their available time. Some were able to complete only a portion of the sorting and rating 

exercise. One participant at the second site volunteered to collect the remaining rating sheets 

as sealed individual packets. She then mailed these sealed packets to the researcher. The 

focus group members at the first site completed the rating sheets, and the researcher collected 

the packets at their work places. One participant hand-delivered her materials to the 

researcher’s home in the evening. 

To obtain a sample size of 25 to create statistical power for the concept mapping and 

reflect the perceptions of the larger population of hospital social workers in Texas, additional 

participants were sought to complete the sort and rating processes. These participants in other 

Texas metropolitan areas were recruited by letter, attendance at local NASW meetings, and 

through a snowball sampling process where a potential participant introduced the researcher 

to other social workers. In all locations, participants were invited to local restaurants to be 

informed about the research, provide demographic information, and complete the sort and 

ratings. The researcher provided lunch to the focus group participants as well. Participants at 

these activities recruited other participants, and the researcher delivered the packets to them 
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at their places of employment. Fifteen additional social workers joined the study and 

completed the sorting process. Twenty-five participants completed the sorting activity. 

Participants sorted the 132 statements into multiple categories (up to 21 groupings) 

according to their perceptions of conceptual similarity. This analysis by the participants was 

an open coding process, breaking down the statements (data) into concepts emerging from 

the statements. Coding allowed participants to have a meaningful view of the data and 

develop a larger construct. The coding was inductive and emergent, as the participants 

moved from the specific statement to the general conceptual similarity of groups of 

statements. Participants sorted the statements into as few as four piles of grouped statements 

and as many as twenty-one piles. The sorting was done individually and silently. 

The second phase of the sorting process was deductive coding, moving from the 

clustered statements to identify a specific label for the grouping. After each participant had 

concluded her analysis of the statements, she was asked to further define the construct by 

naming each grouping. Each participant completed a sort-recording sheet listing each “sort 

pile” or “affinity” and the statements included in the category, and provided a name for each 

theme that emerged. The sort process took each participant approximately one hour to 

complete. 

Rating Process 

After the sorting task, the ratings were completed, requiring an additional hour for 

most of the participants; some required more time. The rating sheets were returned to the 

researcher and were not discussed further during that session. While the twenty-five 
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participants were requested to complete all four rating scales, twenty-one completed all the 

ratings. 

Each participant was asked to rate the statements on four separate scales (Frequency, 

Importance, Knowledge, and Supervision). The rating scales were designed to measure the 

priority placed by the participants on activities and concepts in their current roles as social 

workers in health care, the attention given to the knowledge and skills required, and the 

autonomy in their practice. Participants completed a separate survey for each rating. Each 

statement was rated on a Likert-type scale with a 5-point rating, with 1 the minimum value 

and 5 the maximum value. The rating scales are included in Appendix D. 

The first scale (Rating name: Frequency) rated the frequency of occurrence in their 

work of each of the 132 statements. This scale reflected priorities for both the individual and 

the individual’s views of the institution’s priorities. The scale also provides information on 

the reliability and representativeness of the statements for current hospital social workers. 

Frequency ratings triangulate the focus group results of the “typical day” for the participants. 

The rating scale for Frequency asked participants to rate each statement on how frequently 

the activity or concept occurred in their work. The range was from 1, “I never do this,” to 5, 

“I always do this.” The minimum rating meant that the event “never happens” for the 

participants and the maximum rating meant that it “always happens.” 

The second scale (Rating Name: Importance) described participants’ priority for each 

of the activities and concepts. The importance scale may also reflect the hospital’s or 

department’s priorities for its social workers. The participants were asked to rate how 

important each statement was to them in their roles as social workers. The minimum rating 
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meant that the statement was “not important to me” while the maximum rating meant 

“extremely important to me.” A rating of 1 indicated that the participant would refuse the 

task. A rating of 2 indicated that the participant perceived that the activity described by the 

statement should be performed by an employee in another health care profession. A rating of 

3 meant that the statement was not important to them as a social worker. The rating of 4 

meant “important” and the rating of 5 meant “extremely important.” 

The third scale (Rating Name: Knowledge) asked participants about the specialized 

knowledge required by the activities and concepts identified by the statements. The 

instructions asked the participants to rate where they acquired the knowledge to address each 

statement. A rating of 1 meant no specific training and the rating of 5 indicated specialty 

training. A rating of 2 indicated the statement and knowledge required had been addressed 

within their social work education. A rating of 3 meant that the participant had obtained the 

knowledge through social work supervision after hiring. A rating of 4 reported that the 

knowledge had been obtained through multidisciplinary continuing education. A rating of 5 

reported that participants had acquired the knowledge by attending specialty-training 

continuing education offered by social workers. 

The fourth scale (Rating name: Supervision) asked participants to rate the decision-

making process used to act on the statements as a measure of social worker autonomy. A 

rating of 1 indicated that participants responded as required by hospital policy, with no 

discretion. The maximum rating of 5 indicated an independent practice decision for the 

participant. A rating of 2 meant that the unit supervisor’s consent was required. The rating of 
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3 meant that the decision was a “team process.” A rating of 4 meant that the determination to 

act was expected behavior for all social workers. 

After collecting the sorting and rating sheets, the researcher entered the data into the 

Concept System© software to begin tabulating the results. The sorting task is the key data 

input for producing the concept maps. The steps in the analysis included sort data 

aggregation, multidimensional scaling, cluster analysis, bridging analysis, and sort pile label 

analysis. The analysis process began by aggregating the sort cards for the 132 statements. A 

binary similarity matrix was computed electronically for each individual sort and combined 

in a total square similarity matrix for a group result. The aggregated sort data provided input 

into the multidimensional scaling analysis. While the analysis might have been computed for 

as few as five sorts, selected according to the demographic variables included in the analysis, 

stability in the sorting was obtained with 25 participants in the sorting process (Concept 

System©, 1996–2001). 

After the multidimensional scaling analysis, a point map, a graphic illustration of the 

sorted statements, was created. The proximity of the points on the map indicates that more 

participants sorted those statements together. The next steps in the concept mapping analysis 

were the cluster analysis, bridging analysis, and sort-pile label analysis to develop the cluster 

solution to be reviewed, possibly modified, and accepted by the focus group participants. 

Data Analysis by Participants 

Following the software analysis, the researcher met with the participants in four 

communities to present the point maps and the themes that had emerged from the sorting 

process. The participants in two of the communities reviewed the statements in each cluster 
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and the names suggested for each cluster. Discussion included the number of concepts to be 

included in the conceptual map based on the median and mode of the sort distribution and the 

pictorial representation of the cluster map as the clusters merged from 21 to 15 for the final 

representation. Participants were instructed that no statement could overlap nor could any 

concept overlap. The axial coding process used group consensus to refine the 15-concept 

map developed from the computer analysis and the descriptions for each concept. The 

descriptions were refined and narrowed by the group until each participant agreed that the 

concept or definition accurately reflected the meaning of the clustered statements. The 

concepts and their definitions are reported as Focus Group Results and conclude the 

participants’ involvement in the Concept System© process. 

Results: Point Map 

The point map (Figure 5.1) is based on the similarity matrix resulting from the sorting 

of the 132 statements. The point map was computed from the non-metric (textual) data and 

aggregated first into a binary square similarity matrix for one individual and then as a total 

squares similarity matrix across all 25 participants in the sorting activity. The computer 

analysis replaced manual calculations since the number of statements and the possible paired 

combinations to be aggregated from each sort data is exceptionally large: 8,778 pairings. 

Within the similarity matrix, a higher value indicated a pair of statements was conceptually 

more similar to the participants in the sorting activity (Concept System©, 1995-1999, 2000-

2001). The values for a pair of statements ranged from 0 to 25, reflecting the number of 

participants in the study. As an example, statements #3 (“Frustration in working with 

insurance companies who put your call on hold because your call is so important to them.”) 
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and #4 (“Speak with insurance companies providing clinical review.”) were sorted as 

conceptually similar by 15 of the 25 raters. In contrast, statements #11 (“Counsel 

caregivers/family members/friends in long-term and short-term care plans for a patient.”) and 

#96 (“We do things that others refuse to do.”) were never sorted together and were viewed as 

completely different conceptually. Statements #130 (“Meeting with patients and family 

regarding a new diagnosis”) and #8 (“Discuss with patients defense mechanisms for dealing 

with changes physically/mentally.”) were sorted together by 20 of the 25 participants. 

The point map is a representation of the x–y coordinates, as the output of the 

multidimensional scaling analysis plotted as a two-dimensional solution. Each point, 

representing one statement, is placed in relation to each of the other points. The closer the 

points are to one another, the more the participants sorted the statements together. The 

distance between the points is important in understanding the map while the orientation of 

the map (top or bottom or left or right for each point) is without meaning. The map can be 

rotated or flipped without changing its meaning. This is a similarity map rather than a 

preference map, and it does not reflect the importance or frequency of the statements in 

relation to one another. 

The multidimensional scaling analysis in the Concept System© software uses a stress 

value as a measurement of the goodness of fit of the model or the degree that the map 

represents the grouping data. Stress measures the proportion of the variance of the 

discrepancies from the values in the input similarity matrix. The stress value becomes smaller 

as the derived distance from the similarity data approaches the original distance provided by 

the respondents (Hair, Anderson, Tatham, & Black, 1998). In concept mapping projects, the 
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stress with values .10 to .35 produces a readily interpretable map (Concept System©, 1996–

2001). The final stress value for this map is .2600576015 after 12 iterations, indicating a 

reliable map for interpretation. 

 

Figure 5.1. Point Map 
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Some clusters are immediately recognizable both by their density and their distance 

from the other grouped statements. Statements at the top and upper right relate to clinical 

work within the hospital. Six statements describe assessing patient needs and resources and 

making plans: #20 (“I listen to patient concerns re: going home or to other facilities.”); #13 

(“Gather or procure pertinent information to meet need of the patient which sometimes 

involves research by calling around to agencies for more information or availability.”); #12 
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(“Educate patients on options for levels of care and available resources.”); #9 (“Create plans 

with patients to meet expectations of leaving hospital with continued needs met.”); and #108 

(“Advance discharge plans by making phone call/ referrals.”). There is a dense grouping of 

statements around obtaining durable medical equipment and home health or referring to 

skilled nursing facilities. 

Continuing clockwise around the outer edge, statements reflect the problems in 

obtaining services (#115 “A patient was unable to afford medication and has no health 

insurance or regular physician.”) and the social worker’s task (#103 “You have to go outside 

normal resources due to no payer source for DME, supplies, etc.”), as well as repetitive 

obstacles (#104 “Have to explain managed care to patients for the 200th time.”). 

At the bottom right are many statements about the work environment for the social 

worker: for example, #53, “I stay late on Fridays because ‘all hell breaks loose’: child death, 

nursing home transfer, ‘Non-accidental trauma,’ complicated admission, complicated 

discharge, discharge at 4 pm.”; and #39, “when you have at least 2-3 crises in 1 day aside 

from the normal, routine stuff.” Participants reflected on their feelings about their work, for 

example #87, “when ‘I’ start feeling ‘needy’ because of or due to over saturation and stress 

and workload.” 

Moving away from statements about workload, participants reflected about priorities 

and other staff members’ behavior: #40, “letting bed census run our day. $ is the priority? 

Client need is the priority?” and #101 “I get annoyed when non-social workers think they can 

do our job.” 
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The statements farthest from the dense cluster about clinical work or the work 

environment are on the opposite side of the map, such as #19 (“I feel rejuvenated and 

fulfilled about the worthwhile work I am doing.”) in close proximity to #17, “when you leave 

work completely exhausted (mentally) but know GOOD WORK happened.” 

Continuing around the map, at the most distant edge is statement #81, “collaboration 

among social workers for obtaining resource materials for patients and their families.” 

Advancing around the circle is statement #18, “you’ve helped someone reach a resource that 

‘they’ thought was nowhere to be found.” Statement #4 (“Speak with insurance companies 

providing clinical review”) is the next point on the map, moving back toward the clinical 

activities and placed in a different quadrant of the map than another insurance statement, #3, 

“Frustration in working with insurance companies who put your call on hold because your 

call is so important to them!” The map returns at the top to the clinical perspective with 

statement # 128, “I help patients and families with the horror and sadness of their losses.” 

Results: Cluster Maps 

Concept mapping using the Concept System© software relies on multi-dimensional 

scaling to depict the inter-statement conceptual similarities and to partition the statements 

into groups or clusters contiguous with each other on the map. The statistical approach uses 

the x–y coordinates as data for the cluster analysis and applies Ward’s algorithm (Everett, as 

cited in Trochim, 1989) using the distance between the points to obtain the hierarchical 

clusters. The statistical method is agglomerative, meaning that it begins with 

each statement as its own cluster and builds towards all the statements into one pile using 

Ward’s algorithm to combine two clusters at a time. 
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The cluster mapping begins with the maximum number of sort piles as determined by 

the participants’ sort task activity. Three of the participants split the 132 statements into 21 

groups. The number of groups (sort piles) ranged from 4 to 21 for the 25 participants. The 

mode (most frequently occurring) number of clusters was 14 (by 4 participants). Twelve 

participants selected 15 or more clusters (15, 16, 17, 20, 21). The median frequency for the 

sort piles is 14 and the average or mean is 13.6. The initial map, illustrated as Figure 5.2, was 

a 21-cluster solution. In the cluster replay analysis, the researcher and participants explored 

the merging of clusters to determine a final map that became the final solution. 

 

Figure 5.2 Twenty-one Cluster Map 
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The cluster analysis using Ward’s algorithm merged the clusters toward the final 

fifteen-cluster solution illustrated in Figure 5.3. The fifteen-cluster solution, determined by 

the researcher and a subgroup of the participants, provided the maximum number of 

interpretable categories and still preserved the distinctions between the statements. Fewer 

than 14 clusters loses the distinctions that may assist understanding the concepts 

theoretically. While the analysis has a statistical basis, the decision-making about each 

merger remained a subjective process for the researcher and a small group of stakeholders in 

the concept mapping process. To obtain the fifteen cluster solution, Cluster 20 merged 8 and 

9, Cluster 19 merged 13 and 14, Cluster 18 merged 10 and 11, Cluster 17 merged 18 and 19, 

Cluster 16 merged 15 and 16, and Cluster 15 merged 3 and 6 to create the fifteen cluster map. 

The participants, as stakeholders in the study, also reviewed the sort pile label 

analysis done after the map was computed as part of the theoretical coding. The analysis, 

based on the centroid computations, provided the ten “best-fitting” labels for a cluster. As the 

participants analyzed each cluster and its statements, they agreed on a final label for each 

concept in the map. Cluster 15 received a label not included in the original sorting. The small 

subgroups of stakeholders labeled Cluster 15 as Bridging Gaps. The fifteen themes identified 

as comprising a typical day for social work were: 

1. Interviewing skills 9. Team work 
2. Assessments 10. Consultation 
3. Communication with agencies and team 11. Irritations and annoyances 
4. Discharge planning/thinking ahead 12. Busy schedule/overworked 
5. Sensitivity and support 13. Anxiety 
6. Short term counseling 14. Organization among chaos
7. Rewarding 15. Bridging Gaps 
8. Advancing the profession  
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Figure 5.3. Final Fifteen Cluster Map 
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In reviewing the final map, the bridging values assist in interpreting the content areas 

of the map. The Concept System© analysis computes a bridging value for each statement and 

each cluster. The raw bridging value converted to a standardized bridging value is always 

between 0 and 1. The bridging value reveals whether the statement was sorted with others 

that are close to it on the map, or with items that are further away. Statements with lower 

bridging values are better indicators of the meaning of that part of the map. Statements with 

higher values indicate that the statement is a bridge or connection with another area of the 

map. On the map, bridging values are represented as layers. Each statement may have up to 

five layers illustrated as blocks in the point tower. The interpretive guide for the point 

bridging values is located on the top left of Figure 5.3. Each cluster may have up to five 
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layers. The legend for the cluster bridging values is on the lower left. Clusters with lower 

bridging values are denser and more easily interpreted (Trochim,1989; Concept System©, 

1996–2001). Clusters with higher bridging values “bridge” between other clusters on the 

map. 

The visual representation indicates the density or similarity of conceptual meaning in 

the clusters and statements. The upper left legend with layer values represent point or 

statement bridging values. The lower left legend provides the range for each layer of the 

clusters. The densest clusters are Interviewing skills (1), Assessments (2), Busy 

schedule/overworked (12) and Anxiety (13) with a range of 0.09 to 0.23. These clusters 

reflected the greatest agreement between the sorters on the conceptual meaning. The clusters 

numbered 5, 7, 8, 9, and 10 (Sensitivity and support, Rewarding, Advancing the profession, 

Team work and Consultation) are the greatest distance from the dense clusters, labeled Short 

term counseling, Interviewing skills, Assessments, Discharge planning/thinking ahead, and 

Communication with agencies and team. The bridging values, ranging from .52-.81, 

indicated these concepts are less conceptually clear, according to the sorters. These concepts 

then act as a bridge or link to the more cohesive, easily interpretable content in the dense, 

single layer clusters. The distance on the map and the bridging values suggests that cluster 

15, Bridging Gaps, forms a bridge to the concepts in Discharge planning/thinking ahead and 

Organization among chaos as well as to Communication with agencies and team. Cluster 10, 

Consultation, bridges with clusters labeled Communication with agencies and team and 

Irritations and annoyances. 
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Figure 5.4. Cluster Bridging Map with Point Bridging 
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Concept mapping and IQA use two different terms to describe the concepts that 

emerge from the analysis of the focus group statements. Concept mapping applies the term 

“cluster” to grouping of the data into contiguous statements on the concept map, reflecting 

the statistical analysis. The cluster is displayed on the map as an enclosed polygon. IQA 

refers to the concepts as “affinities.” The terms are synonymous in that they describe a set of 

textual references that have an underlying common meaning or theme. This theme is 

synonymous to factors or topics, emerging from the inductive and deductive analysis of the 

statements by the research participants. 

The focus group results are reported for each cluster or affinity with the sort pile 

analysis of the “best fitting” label, the shared meaning of the grouping and the individual 

statements with bridging values. Statements at the beginning of each listing are the most 
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important points for that cluster. The shared meaning and the final label for each cluster was 

discussed in small groups among participants in Austin, San Antonio, and Temple. The 

decision for the cluster label was made by consensus. 

Focus Group Results for Final Cluster Map: Statements by Cluster 
 

Cluster 1: Interviewing skills 
Sort Pile Label Analysis 
The ten most common labels for this cluster were: Interviewing skills; Calls; 

Assessment/support; Working with patient/family; Assessment/intake; Good thoughts; 
Counseling; Complicated discharges; Counseling patient & family; and Assessment process. 

 
Shared Meaning 
This cluster reflects the skills needed by social workers to validate the patient and 

family’s situation and recommend but not control. Interviewing skills requires understanding, 
observational skills, and communication skills. The skills include listening, encouraging and 
leading self-expression, focusing and questioning, responding to feelings and experiences, 
and developing a climate that is receptive to intervention. The interview is specific to 
gathering information, but also to demonstrating what may occur when a social worker and 
her patients and their families begin working together. The cluster defines both a competency 
level and a difference between social work and other professions as social workers interview 
and relate to patients, families, and other health care professionals on psychosocial and 
environmental needs and resources. Interviewing skills for medical social workers requires 
knowledge of the health care environment, the specific medical issue or illness, and treatment 
modalities, as well as the individual, family, and social system. 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
5 Assess patient and family in their comprehension of patient’s 

medical health status, short and long term implications 
0.18 

26 Visit with patient and/or family for further assessment of 
social service needs, which sometimes necessitate 
counseling. Gather info from various disciplines: nursing, 
PT, OT, MD, etc. 

0.18 

122 Discussion of support systems (family, home aides, etc) that 
are in place and of what might be needed. 

0.18 
 

11 Counsel caregivers/family members/friends in long term or 
short term care plans for a patient. 

0.18 
 

27 Meet patient/family while in area, identification of social 
request made from the contact; need may be related to 
patient/s medical/health issue or personal/social/economic in 

0.19 
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nature. 
12 Educate patients on options for levels of care and available 

services. 
0.21 

116 Educate patients on options for levels of care and available 
services. 

0.22 

25 Counsel substance abusers and provide community resources 
or recommend and arrange inpatient treatment. 

0.23 
 

1 Provide instruction to assist patients with navigation of 
insurance and hospital services. 

0.29 

  
Average bridging = 

 
0.21 

 
 

Cluster 2: Assessments 
 
Sort pile Label Analysis 
Participants labeled this cluster of statements Assessment; Assess patient; Assessment 

(clinical); General patient assessment; Things case managers do; Substance abuse; and 
Mental health/substance abuse. Assessment was the most frequent title, used 6 times in the 
10 best fitting sort pile labels based on the centroid computations in the sort pile label 
analysis. 

 
Shared Meaning 
Assessments is based on client strengths for coping rather than the “medical model” 

or problem oriented model as it considers awareness, support systems, independence, 
expectations and goals from a resource perspective. Assessments is a dynamic, mutual, 
interactional process of data collection and analysis of the patient and family support system, 
and involves reflection of the environmental influences. Assessments involves judgments and 
decision-making and is the basis for action. Within the hospital system, the Assessments 
phase is preliminary to discharge arrangements. Social workers are often called to consult 
about patients admitted with mental health or substance abuse problems. 

 
Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
105 Interview patient regarding needs and satisfaction of 

discharge plans 
0.17 

14 Interview patients to find out lifestyles and support systems 
(family, home aides, etc.) that are in place and what might 
be needed. 

0.17 

106 Investigate resources/options for patient discharge needs. 0.18 
10 Assess home situation through interviewing patients, 

families and outside agencies in order to plan for a safe 
discharge. 

0.18 
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9 Create plans with patients to meet expectations of leaving 
hospital with continued needs met. 

0.19 

6 Assess patient awareness of current medical condition and 
discuss goals for independence. 

0.19 

23 Assess patients admitted for mental health reasons (usually 
overdoses) and collaborate with psychiatry and follow-up 
with commitments or inpatient/outpatient treatment 
programs. 

0.23 
 

  
Average bridging = 

 
0.18 

 
Cluster 3: Communication with agencies and team 
 
Sort Pile Label Analysis 
Participants labeled cluster 3 Discharge planning; Health aspects; Outside 

representatives; Educational procedures; Daily social work needs; Roles and duties of 
hospital social work; Education (teaching patients); Discharge planning resources; 
Psychiatric issues; and Communication with agencies and team. 

 
Shared Meaning 
In this cluster, social workers reflect the role of social work in working with 

physician and the outside agencies in addressing patient concerns and finding supports, both 
familial resources and community agencies. Transfer of patients between community 
facilities to the specialized facilities is reflected. This cluster is about clarifying and 
understanding what is recommended and available. Boundaries are delineated, making 
distinctions about what is “outside” the inpatient system. The cluster reflects liaison work 
and the interaction of multiple systems. The team expands beyond the hospital walls. 

 
Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
131 Outside hospital representatives (Veterans Administration, 

military) call to get updates on patients that have been 
transferred from their facility to our ICU. 

0.33 

132 Outside agencies call wanting information on their client. 0.35 
78 Communicate with physicians (MDs): patient concerns and 

discharge needs. 
0.38 

121 Clarify physician (MD) orders and recommendations re 
discharge care to docs. 

0.39 

33 Assist in finding identity and/or family members for “John 
Does” usually referred by physician. 

0.42 

  
Average bridging 

 
0.38 
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Cluster 4: Discharge planning/thinking ahead 
 
Sort Pile Label Analysis 
The labels selected for cluster 4 included Discharge planning/thinking ahead; Teen 

mothers; Discharge planning/handmaiden of nurses; Tangible needs; Discharge planning: 
referrals; Linkages; Discharge planning; Community resources; Arrangements to complete 
discharges; and Discharge planning arrangements. 
 

Shared Meaning 
The cluster reflects very specific knowledge about community resources and concrete 

services. The cluster also stresses the advocacy role of social work to empower patients to be 
involved in decision-making. In this cluster, the role of coordination, completion of 
arrangements and the necessity of social workers to thoroughly know the resources are 
emphasized. This means being proactive and being very knowledgeable about resources and 
services, particularly very tangible, “concrete” specific equipment and agencies as well as the 
levels of care from family to the most high-technology, intense medical care. It also involves 
knowledge of the treatment process specific to the medical need or diagnosis. The cluster 
also reflects that while there is standardization to the discharge planning process based on 
medical need, choice and self-determination require vigilance and advocacy. 

 
Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
108 Advance discharge plans by making phone call/referrals. 0.22 
110 Coordination of Durable Medical Equipment (DME), Home 

Health Care (HHE), etc. for patient discharge care follow-up. 
0.22 

117 Arrange transportation through families, friends, community 
agencies, ambulance companies, Medicaid, air ambulance as 
determined by medical need. 

0.22 

119 Refer to skilled nursing facilities, long term acute care 
hospitals or nursing homes depending on patient needs. 

0.25 

112 Frequent referrals made to various community resources for 
DME, skilled nursing facilities (SNF) placements, 
psychiatric placement, home health needs, etc. 

0.25 

109 Make referrals to social service agencies outside hospital, 
both governmental and private. 

0.26 

111 Arrange DME, Home Health, transportation, outpatient 
therapy, etc. 

0.26 

113 Arrange home health and DME. 0.28 
34 Have to maintain wide knowledge of current community 

resources to empower patient/client in making better 
informed decisions with goal of reduced unnecessary admits. 

0.35 

107 The primary goal of each day is to assist in the discharge of 0.42 
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patients, provide emotional and clinical support to patients 
and families, and serve as a patient advocate. 

21 Assessments need to be completed on new patients: 
biopsychosocial, financial, resources, other. 

0.43 

  
Average bridging 

 
0.29 

 
 

Cluster 5: Sensitivity and support 
 
Sort Pile Label Analysis 
The labels suggested for this cluster were Discharge procedures; Support; 

Death/dying; Teen moms; Mother/baby; Collaboration; Bereavement; Staff tasks; Grief/loss; 
and Insurance follow-up. Reviewing the statements in the cluster as a group activity, 
participants suggested the best name for this theme was Sensitivity and support. 

 
Shared Meaning 
The cluster reflects the “feeling component” of the work, dealing with emotions and 

the sensitivity and the techniques to help both patients and staff feel more comfortable. The 
cluster speaks to competency in the ability to promote and facilitate understanding when 
addressing the problems experienced by patients, their families, their friends, and other 
professionals, including insurance company staff. It is a cluster that reflects that the 
experience is viewed as crisis and loss for all involved, both those who may be identified as 
patients and those who provide care. The cluster requires social work values of acceptance 
and validation. 

 
Statements by Bridging Values 

Statement 
# 

Statement Bridging 
value 

127 Bereavement specialist- work with patient, family, friends, 
colleagues. 

0.42 

71 Communicate patient needs with nursing and patient and 
family concerns/needs with therapists. 

0.44 

74 I track down and negotiate and plan meeting patient needs 
with physicians, nurses, therapists, dieticians. 

0.45 

128 I help patients and families with the horror and sadness of 
their losses. 

0.46 

22 Interview teem mothers and offer community services as part 
of a policy to see “all teen mothers.” 

0.48 

24 A teen mom came in with no prenatal care and no baby 
supplies 

0.57 

83 Help staff with referrals and financial and emotional 
problems. 

0.58 

98 Diplomacy/diplomat. 0.61 
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2 Communicate and discuss insurance benefits with patients. 0.71 
4 Speak with insurance companies providing clinical review. 0.97 

  
Average bridging = 

 
0.57 

 
 
 

Cluster 6: Short term counseling 
 
Sort Pile Label Analysis 
The labels proposed for this cluster were Support; Counseling; Supporting 

patient/family; Advance Directives; Counselor/therapist; Grief/support; Counsel; Counseling, 
Short term counseling; and Counseling re medical condition. 

 
Shared Meaning 
This cluster reflects knowledge and skills in brief therapy and counseling 

interventions related to the specific medical condition creating the hospitalization. Listening, 
gathering information, assessing and reporting abuse, and discussing/facilitating change in a 
very time-limited, urgent situation are reflected in these statements. End-of-life decisions, 
self-determination of clients, and responding with very specific tasks to meet legal 
requirements to protect the vulnerable are within this cluster. 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
8 Discuss with patient defense mechanisms for dealing with 

changes physically/mentally. 
0.23 

130 Meet with patient/family regarding new diagnosis. 0.23 
7 Discuss with patient regarding changes in body after surgery 

and how this may affect lifestyle.  
0.23 

20 Listen to patient concerns re: going home or to other 
facilities. 

0.25 

129 A patient’s daughter is upset and can’t decide to place her 
mother in a nursing home. 

0.26 

15 Work with patients to encourage self determined direction 
for their health care. 

0.28 

126 I assist patients with Advance Directives–end of life issues. 0.35 
13 Gather or procure pertinent information to meet need of the 

patient, which sometimes involves research by calling 
around to agencies for more information or availability. 

0.35 

68 Assess adults and children for potential/probable abuse and 
make appropriate Adult Protective Service (APS)/Child 
Protective Service (CPS) referrals, follow-up with 
caseworker throughout hospital stay. Usually Emergency 

0.45 
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Room (ER) referrals. 
  

Average bridging = 
 

0.29 
 
 

Cluster 7: Rewarding 
 
Sort Pile Label Analysis 
The labels proposed for this cluster were Social work community; Case management 

(more RN than social work); Try to take home, dreams, why I love what I do for a living; 
Why I became a social worker; Rewarding; Public Relations (PR): necessary to survive; and 
Educating staff re social work. 

 
Shared Meaning 
This is a cluster about taking care of yourself, and proving yourself as capable, 

skilled, and expert defines your social work identity and reinforces individual commitment. 
The concept also reflects that teaching health care professionals and serving as a resource to 
colleagues offers recognition and strengthens self-esteem as a social work professional. 
Consultation and teaching are Rewarding as a part of social work identity and sense of 
competence. This cluster speaks to the positive feelings and benefits intrinsic to social 
workers when they believe that they have had a positive impact on the outcomes for patients 
and families. The cluster reflects a belief that, while they provide quality services, learning 
about themselves and the people they serve is Rewarding. It also reflects the complexity of 
their work as exhausting and challenging, valued but very stressful. 
 
 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
79 Education efforts with docs re lack of medical necessity for 

continual days in hospital by their patient 
0.64 

125 Educate staff on appropriate/inappropriate referrals -e.g. 
acknowledging an “undesirable” living situation but 
recognizing patient’s free will. 

0.65 

19 I feel rejuvenated and fulfilled about the worthwhile work I 
am doing. 

0.68 

84 Provide Consultation to colleagues in the hospital system re 
maternal child issues. 

0.68 

90 Saying we ARE worthy. 0.75 
17 When you leave work completely exhausted (mentally) but 

know GOOD WORK happened. 
0.83 

16 I have new issues re: patient needs which I have never 
encountered. I learn something new. 

0.89 
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85 I de-stress about cases by talking to other social workers at 
the end of day (especially Non-accidental trauma (NAT). 

1.00 

  
Average bridging = 

 
0.76 

 
 

Cluster 8: Advancing the profession 
 
Sort Pile Label Analysis 
The labels given to this cluster were Rare educational tasks; Internal affairs; 

Learning; Self-education; “Keeps me on my toes”; New technology; Teaching; Advancing 
the profession; Teach social work interns; and Mentor. 

 
Shared Meaning 
The cluster notes that social work requires continually reframing possibilities and on-

going education. It also reflects personal growth adds to the social work program within the 
hospital. It is also infrequent and requires extra effort. Sometimes the social worker is 
desensitized to the situation because she is so focused on her specific tasks. To be successful, 
social workers must not be limited in their definitions of what they do, and must be open to 
other possibilities. Attending workshops, speaking about social work to other professionals, 
teaching social work interns, and mentoring require reflecting on what the social work 
profession is. This cluster speaks to identity as a medical social worker, feeling valued, and 
contributing to the profession; it is viewed as positive. 
 
 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
89 …selling social work to other professionals in hospital 

(public relations-PR), financial people. 
0.65 

96 We do things that others refuse to do. 0.70 
31 A man with psychosis bangs on the Plexiglas at the nursing 

station, screaming “I am Jesus, owner of the Cowboys and 
Ft. Knox,” and I don’t even blink or look up. 

0.81 

95 We go out of our way to think outside the box. 0.81 
35 Attend some (NOT many) seminars for ongoing Continuing 

Education Units (CEUs) sometimes having to resort to 
satellite presentations or home study course. 

0.90 

36 Teach social work student interns about acute care hospital 
social work. 

0.97 

  
Average bridging = 

 
0.80 
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Cluster 9: Team work 
 
Sort Pile Label Analysis 
The labels suggested for this cluster were Employee assistance; Team work; 

Collaborate and distress with other social workers; Working with colleagues; Personal 
outreach interventions; Networking; Social work education; Patient advocacy; Advocating 
for patient rights and support to staff. 
 

Shared Meaning 
This cluster speaks to the necessity of collaboration and Team work to accomplish the 

best outcomes in difficult situations. It involves skill in communication, building 
relationships, and caring for the people that work with you. Social workers sustain and 
support each other and those who work together. The cluster recognizes that individual 
initiative or “outreach” is necessary as sometimes the view is so negative that both the staff 
and the patients feel there is no solution. The work involves being a team player but 
remaining focused on the task of meeting the psychosocial needs. In this cluster, advocacy is 
part of Team work. The hospitalized patient and his or her family is part of the team. 
 
 Statements by Bridging Values 

Statement 
# 

Statement Bridging 
value 

72 Assisting staff in dealing with “difficult” or “noncompliant” 
patients through both patient and staff education and 
communication. 

0.59 

80 I call another social worker to consult on a complicated case. 0.72 
82 Respond to and provide information to colleagues re non-

work setting questions- basically provide referral POC info, 
won’t give opinion just referral stuff. 

0.81 

124 I advocate for patient rights. 0.86 
88 Try to find time to help my co-workers and myself with grief 

issues 
0.88 

18 You’ve helped someone to reach a resource that “they” 
thought was nowhere to be found. 

0.91 

81 Collaboration among social workers for obtaining resource 
materials for patients and their families. 

0.92 

  
Average bridging = 

 
0.81 

 
 
 
 
 

Cluster 10: Consultation 
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Sort Pile Label Analysis 
The labels for this cluster were Education; Consultation; Interdisciplinary education 

and communication; Insurance company issues; Insurance issues; Discharge planning; 
Interdisciplinary contact; Coordination with multiple disciplines; Advocacy; and Necessary, 
important evils. 

 
Shared Meaning 
This cluster reveals that social work is viewed with expertise when in a consulting 

role as an advisor to physicians, other hospital personnel, the protective/legal system of law 
enforcement, and child or adult protection. It reflects the many professionals with whom 
social workers interact in the course of their daily work. Social workers are contributors and 
may assist in identifying or defining the problem and make recommendations for possible 
means to address the problem. It also addresses that there is no set schedule for these events 
so there is immediacy or emergent nature in the response that is required. The cluster also 
reflects a sense of competency in responding to these events and individuals. 
 
 Statements by Bridging Values 

Statement 
# 

Statement Bridging 
value 

77 Receive a call from a physician (MD) with a referral. 0.44 
70 APS/CPS, police. 0.49 
94 Attend team meetings either for direct patient care outcomes 

or for on-going education. 
0.53 

44 Have flexibility in determining schedule and that impacts the 
workday work flow. 

0.66 

69 Child presents with non-accidental trauma. 0.69 
97 Social work receives referrals because we sort out the 

problem and handle or refer appropriately. 
0.71 

61 When find something amiss with chart, notify appropriate 
person for appropriate correction. 

0.73 

 Average bridging = 0.61 
 
 

Cluster 11: Irritations and annoyances 
 
Sort Pile Label Analysis 
The labels for this cluster were “Things that annoy me”; Irritations; Administrative 

issues; Things done other than direct practice; Dissatisfaction with the job: miscellaneous 
(unimportant to me); Issues not addressed; What I try not to take home: frustrations; 
disrespect; and Extras. 

 
Shared Meaning 
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This cluster reflects the frustrations experienced by social workers when it feels like 
the system charges ahead with little appreciation for the complexity of the work and the 
client needs and little understanding of social work’s role. It speaks to identity as a medical 
social worker for the contributions to patient care. It is a sense of being unrecognized, 
devalued, and without autonomy over the work. 

 
Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
40 Letting bed census run our day. Money ($) is the priority? 

Client need is the priority? 
0.24 

87 When “I” start feeling “needy” because of or due to over 
saturation and stress and workload. 

0.26 

41 Letting Bed Census plan our day 0.28 
76 Other staff interfere with social work process because “they 

have to do their job.” 
0.36 

101 I get annoyed when non-social workers think they can do our 
job. 

0.39 

99 Clients and staff expect a miracle cure. 0.45 
100 I remind patients that I am not a doctor or a nurse and I don't 

work for Child Protective Services (CPS)! 
0.46 

75 Nursing staff see me and make consult request “on the spot” 
re patient in their care. Informal consult might be first one re 
patient or could be a follow up on prior contact. 

0.47 

3 Frustration in working with insurance companies who put 
your call on hold because your call is so important to them! 

0.47 

  
Average bridging = 

 
0.37 

 
 

Cluster 12: Busy schedule/overworked 
 
Sort Pile Label Analysis 
This cluster was labeled Administrative functions and frustrations; UGH! 

Frustrations; New technology; Hospital politics; Untenable situations; Frustrations; Busy 
schedule-overworked, Frustrations I have less power over. 

 
Shared Meaning 
The cluster describes social workers as having little control over their time, as the 

environment is always “demanding, urgent.” Social workers are spending a lot of time being 
available to staff, and the environment is both frustrating and exhausting. It reflects that there 
is little time allowed for administrative support yet the expectation is that social workers have 
documentation of their productivity, as well as that there are alternate, improved ways of 



 114

doing. In this cluster, social workers express that the environment is not supportive of their 
work and that tools are not a resource if not read or used. 

 
Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
59 Patients and doctors don’t think social workers deserve 

lunch! Why do beepers go crazy at noon? 
0.09 

93 I am expected to be in a Utilization Review (UR) meeting, 
Ethics committee meeting, patient services meeting, care 
plan meeting in one day and manage to meet patient needs. 

0.10 

62 A consult is received from a resident physician (MD) for 
“assist with medication” and there is no time to write up 
progress note. 

0.11 

32 Fight with my computer (exchanged for “improved one,” 
unable to get into anything); deal with complications related 
to productivity when “tools” nonfunctional, nonfunctioning. 

0.12 

91 Being asked to work smarter not harder but receiving mixed 
messages to reverse the theme. 

0.14 

29 Being called in at night. 0.16 
67 I make Adult Protective Service (APS) and Child Protective 

Service (CPS) referrals and sit on the phone on hold for 
hours in the process. 

0.18 

86 I have gone home exhausted. 0.19 
60 Change of nursing shift results in confusion because no one 

on new shift read your notes. 
0.23 

  
Average bridging = 

 
0.15 

 
 

Cluster 13: Anxiety 
 
Sort Pile Label Analysis 
The labels for this cluster were Anxiety; Time management; Value of social work; 

Work pressures; After hours; Time management; Most frustrating aspects of my job; Normal 
day “chaos”; Beginnings of a bad day; and “Up the down staircase.” 

 
Shared Meaning 
This cluster describes expectations and boundaries. It reflects our own internal 

pressure to respond in anticipation to the demands. Hospital social workers are 
“workaholics” who feel a great sense of responsibility to their work and believe that they are 
indispensable. Participants described being “a rat on a wheel.” Upon reading the cluster 
statements, they asked, “Why are we still here?” The participants state that this is truly 
“normal chaos.” Technology also creates some Anxiety and sense of urgency with pagers and 
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statistics. For some, the uncertainties of the daily schedule and the feeling of being needed 
are invigorating and exciting but it is fatiguing as well. 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
51 My beeper starts before I make it into the hospital parking lot 

and I start the day off with ASAPs (as soon  
as possible). 

0.00 

48 Every phone (5) rings in the office. 0.01 
50 My office isn’t even unlocked and there are clients waiting 

to be seen. 
0.01 

58 Eat lunch other than at lunch time and rarely depart at 
normal time. 

0.01 

37 My pager goes off before the start of work hours…or after 5 
pm. 

0.02 

52 Late Friday afternoon crisis always impacts! 0.04 
56 When you have to cut your time short with the client because 

you have other clients waiting (regardless of need). 
0.04 

54 The 30 minute appointment slots are all filled and people 
who are not in any of them are knocking on the door 
requesting to be seen TODAY!. 

0.05 

57 My 8-5 job is more 7:30 to ?? 0.05 
65 There are unfinished application forms for pharmacy drug 

assistance on my desk awaiting proof of insurance (POI) and 
the patient is needing the drug for another month. 

0.06 

53 I stay late on Fridays because “all hell breaks loose”: child 
death, nursing home transfer, Nonaccidental trauma (NAT), 
complicated admission, complicated discharge, discharge 
after 4 pm. 

0.07 

39 When you have at least 2-3 crises in one day aside from the 
normal, routine stuff. 

0.10 

55 My beeper goes off while I’m on the phone and have 3 
patients waiting to be seen. The funny thing is I like it! It 
keeps me busy and prevents a monotonous workday. 

0.10 

64 You have to keep a paper trail because you don’t have time 
to enter stats. 

0.15 

38 I plan my activities and priorities for the day and have that 
changed before I finish my list. 

0.15 

49 …I know I won’t get everything done that needs to be done. 0.16 
92 There is another meeting to attend. 0.17 
118 I am called for consults in the skilled nursing facility, cardiac 

care unit (CCU), emergency room (ER), acute care and 
obstetrics (OB) on the same day. 

0.17 
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47 There are many patients left to see tomorrow. 0.18 
30 I go up and down elevators from office to floor to complete 

plans, make calls, document. 
0.18 

  
Average bridging 

 
0.09 

 
 

Cluster 14: Organization among chaos 
 
Sort Pile Label Analysis 
The suggested labels for this cluster were Frustration; “Clerical, UR, janitor, jack of 

all trades”; Plan and prioritize the activities of the day; Social service process; Hospital 
dictated; Organization; Rarely/never happens: no time allowed; Time consuming activities. 

 
Shared Meaning 
The cluster reflects the social service process, a need to understand the environment, 

and the need to take these events and tasks in stride. Social workers must stay focused on 
their work and “keep a cool head.” The tasks are time-consuming and often repetitive. The 
instructions are often vague; the problems are complex and continually reoccurring in the 
population seen by social workers. This is the way it is. 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
66 Challenging organized chaos from referrals by 

unit/physician/nurse; social work peer, computer 
communication system, Utilization Review (UR), unit 
director, patient/family, outside source, observation. 

0.34 

73 Consults requested and generated through computerized 
communication system are sometimes clear and easy to 
understand or sometimes vague and ambiguous. 

0.36 

28 Following up on cases while on after hour coverage: 
complex issues re patient not normally with client/patient 
work area. 

0.40 

102 There is no payer source for patient. 0.48 
120 Physician is insisting on discharge of socially needy 

patient/family. 
0.50 

104 Have to explain managed care to patients for the 200th time. 0.58 
63 A great deal of time is generated in documentation in 

patients’ charts, also maintaining statistical data for 
department’s reimbursement and track of intervention by 
discipline. 

0.61 

  
Average bridging = 

 
0.47 
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Cluster 15: Bridging Gaps 
 
Sort Pile Label Analysis 
The labels suggested for this cluster included Difficult cases; Research; 

Organizing priorities; Peer support; Arrangements to complete discharge; Organizational 
activities; Referrals; Financial issues; Day-to-day: resigned to doing the tasks; Discharge 
planning/thinking ahead. 

 
Shared Meaning 
This cluster reflects the purpose of social work in health care: to promote 

availability and accessibility and coordination of health care while addressing psychosocial 
components. It reflects social work values to serve underserved populations and the reality 
that many of the patients seen have few resources to obtain and pay for care and their 
supports are very limited. Social work helps obtain very tangible services through direct 
intervention but in order to offer those services, social workers must be effective in the 
institutional setting. This is a “mezzo” practice cluster, spanning the micro practice of direct 
services and the efforts to accomplish institutional or community change so that problems are 
addressed. 
 

Statements by Bridging Values 
Statement 

# 
Statement Bridging 

value 
46 Meet every morning to let administration know what patients 

on our units may be discharged today. 
0.48 

114 People need resources for medications and medical care. 0.48 
115 A patient was unable to afford medication and has no health 

insurance or regular physician. 
0.52 

43 Reviewing the referrals the floor have sent in order to 
prioritize which patients need to be seen first. 

0.53 

45 Assignments typically made every morning among social 
workers from consults that have been requested by either 
patient, nurse, physician, etc. 

0.54 

123 Resource list is out and used for each client seen (meaning 
the client is there in the office with more issues than just 
access to care). 

0.54 

42 Run off demographics on new patients to be seen that day. 
Include insurance information. 

0.59 

103 You have to go outside normal resources due to no payer 
source for durable medical supplies (DME), supplies, etc. 

0.72 

  
Average bridging = 

 
0.55 
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Theoretical measures: Ratings 

The research process also asked participants to postulate about the statements 

according to their subjective views, not necessarily confirming them by objective measures 

through either frequency counts (such as hospital bed census) or observations. Twenty-one 

participants completed all the sorting and rating activities. Out of the 25 participants who 

sorted the statements, 21 participants completed all four rating scales. The number of 

participants completing each rating varies, as participants may have only completed a single 

scale or up to four scales. Participants expressed that time was a factor in the completion. The 

four rating scales permit further analysis of the concept maps to reveal the frequency, 

importance, autonomy in social work practice, and the source of training for each of these 

components as perceived by the sample beyond the initial focus groups. An example of the 

theoretical measure is the rating scale for Importance, where participants described their 

priority for the activity. The four rating scales, especially the decision-making rating and the 

knowledge rating scales, report participants’ experiences with the statements and concepts as 

subjective measures, not confirmed by objective measurement. Frequency is a theoretical 

measure as it is a self-report, not validated by quantitative observations of the actual 

occurrence. The four rating scales are included in Appendix D. The results from the ratings 

scales are displayed as cluster rating maps (Figures 5.5–5.8). The results are displayed as 

heights of each point (appearing like a tower) and layers of each concept on the map. 

Frequency ratings 

Frequency represents the occurrence for social workers. The minimum rating value is 

1.00, labeled “I never do this.” The maximum rating value is 5.00, labeled “I always do this.” 
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Missing values are coded 0 for the analysis. The map displays the values for each point and 

cluster. The analysis reveals the average rating for each statement as a block in the tower. A 

single block on the point map has an average value range from 1.83 to 2.39, indicating that 

the activity does occur in participants’ social work practice but very infrequently. The second 

block represents an average rating from 2.39 to 2.96; indicating that it also rarely happens. 

The third block indicates an occasional occurrence, with an average rating of 2.96–3.52. The 

fourth block reveals an occasional activity for social worker with a rating of 3.52–4.09. 

 

Figure 5.5. Cluster Rating Map with Point Ratings for Frequency 

Cluster rating map: Frequency
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1      3.20 to 3.37
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The highest block displays an activity that occurs often to always, with values of 

4.09–4.65. Thirty-seven statements had ratings equal to or greater than 4.00, indicating that 
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they occurred frequently in a typical day. The four highest-ranked statements with five 

blocks in the point tower were: 

Statement 
# 

Statement Frequency 
rating 

98 Diplomacy/diplomat. 4.52 
124 I advocate for patient rights. 4.52 
96 We do things that others refuse to do. 4.61 
97 Social work receives referrals because we sort out the 

problem and handle or refer appropriately.  
4.65 

 
 

Statement 29, “Being called in at night,” with a rating of 1.83, was the least likely to 

occur for the participants, as was statement 31, made by one of the BSW social workers, “A 

man w/ psychosis bangs on the Plexiglas at the nursing station, screaming ‘I am Jesus, owner 

of the Cowboys and Ft. Knox’ and I don't even blink or look up,” rated 1.87. “Speak with 

insurance companies providing clinical review” (statement #4, rated 2.04) also rarely 

occurred. 

The sixteen statements with ratings from 2.04 to 2.96 included: 

Statement 
# 

Statement Frequency 
Rating 

69 Child presents with non-accidental trauma. 2.57 
70 Adult Protective Services (APS), Child Protective 

Services (CPS), police. 
2.57 

46 Meet every morning to let administration know what 
patients on our units may be discharged today. 

2.61 

65 There are unfinished application forms for pharmacy 
drug assistance on my desk awaiting proof of 
insurance (POI) and the patient is needed the drug for 
another month. 

2.70 

36 Teach social work student interns about acute care 
hospital social work. 

2.70 

131 Outside hospital representatives (Veterans 
Administration, military) call to get updates on 
patients that have been transferred from their facility to 
our Intensive Care Unit (ICU). 

2.74 
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3 Frustration in working with insurance companies who 
put your call on hold because your call is so important 
to them! 

2.83 

28 Following up on cases while on after hour coverage: 
complex issues re patient not normally with 
client/patient work area. 

2.83 

37 My pager goes off before the start of work hours … or 
after 5 pm. 

2.87 

40 Letting bed census run our day. $ is the priority? 
Client need is the priority? 

2.87 

22 Interview teen mothers and offer community services 
as part of policy to see “all teen mothers.” 

2.91 

41 Letting bed census plan our day. 2.91 

61 When find something amiss with chart, notify 
appropriate person for appropriate correction. 

2.91 

50 My office isn’t even unlocked and there are patients 
waiting to be seen. 

2.96 

 

The average ratings for the cluster layers are from 3.20–3.37 as a single layer, to 

3.87–4.03 for a five-layer cluster. The Frequency statements found most often are within the 

following clusters: 

Cluster 10, Consultation, Statement #97 (Social work receives referrals because we 

sort out the problem and handle or refer appropriately; 

Cluster 8, Advancing the profession, Statement #95 (We go out of our way to think 

outside the box) and #96 (We do things that others refuse to do); 

Cluster 9, Team work, Statement #124 (I advocate for patient rights); and 

Cluster 5, Sensitivity and support, Statement #98 (Diplomacy-diplomat). 

 

Cluster 8, Advancing the profession, also contained Statement 31 (“A man with 

psychosis banging on the Plexiglas at the nursing station, screaming ‘I am Jesus, owner of 
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the Cowboys and Ft. Knox,’ and I don’t even blink or look up”) as one of the two least likely 

to occur. This lowers the overall average for Advancing the profession to a single layer. As 

the map is viewed, the three single-layer clusters rated as occasional activities are Advancing 

the profession (Cluster 8), Communication with agencies and team (Cluster 3) and Busy 

schedule/overworked (Cluster 12). The most frequently occurring clusters with five layers 

each are Interviewing skills (Cluster 1), Assessments (Cluster 2), Discharge planning/thinking 

ahead (Cluster 4). Bridging Gaps (Cluster 15) has four layers.  

Importance Ratings 

The second rating scale was the Importance scale (Figure 5.6). In this rating, 

participants reported their priority for the activity as essential to their role as a social worker. 

The minimum rating value, 1.00, was “I would refuse to do this task.” Rating values of 2.0 

indicated that another health care professional should do the activity/task. A rating value of 

3.0 meant “not important to me as a social worker,” while the maximum rating value of 5.0 

meant “extremely important.” The point rating analysis results ranged from 2.22–4.78. None 

of the participants would refuse to do any of the activities/tasks indicated on the statements. 

Participants expressed that several activities/tasks should be done by another health care 

professional. These statements included providing clinical review (Cluster 5, Sensitivity and 

support), being on hold with insurance companies (Cluster 11, Irritations and annoyances), 

letting bed census affect social work daily planning (Cluster 11) and meeting with 

administration on a daily basis to let them know about patients and possible discharges 

(Cluster 15, Bridging Gaps). 
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Figure 5.6. Cluster Rating Map with Point Ratings for Importance 

Importance Rating Map
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The range for the cluster layers was 3.16 (not important to me as a social worker) to 

4.42 (important to very important). The first three layers were all below 3.91, indicating that 

the participants did not perceive seven of the clusters as essential to their role as social 

workers. The single layer clusters are Irritations and annoyances (Cluster 11), Busy 

schedule/overworked (Cluster 12) and Anxiety (Cluster 13). Two clusters, Communication 

with agencies and team (Cluster 3) and Organization among chaos (Cluster 14), have two 

layers. Bridging Gaps (Cluster 15), Sensitivity and support (Cluster 5) and Advancing the 

profession (Cluster 8) each have three layers, indicating a priority 3.91 or less, an average 

rating meaning not important to these social workers. Team work (Cluster 9), Rewarding 

(Cluster 7) and Consultation (Cluster 10) are important themes, with ratings of 3.91–4.17. 
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The priorities for the sample were Short term counseling (Cluster 6), Interviewing skills 

(Cluster 1), Assessments (Cluster 2) and Discharge planning/thinking ahead (Cluster 4). 

Comparing statements for Importance (priority as an essential part of role as social 

worker) and Frequency, there are four statements that are among the least frequent and rated 

among the least important by social workers. Statement #4, “Speak with insurance companies 

providing clinical review”(Cluster 5, Sensitivity and support), is rated 2.04 for Frequency and 

2.22 for Importance. Statement #46, “Meeting with administration” (Cluster 15, Bridging 

Gaps), is also rated 2.48 which is midrange between “should be done by another health care 

professional” and “not important to me as a social worker.” This statement is also rated 2.61 

(between rarely do this and occasionally do this) in Frequency. “Following up on cases while 

on after-hour coverage- complex issues” (Statement #28, Cluster 14, Organization among 

chaos) is rated 3.14, “not important to me as a social worker,” and 2.83 in Frequency (rare to 

occasional). “Frustration in working with insurance companies who put your call on hold 

because your call is so important to them!” (Cluster 11, Busy schedule/overworked, statement 

# 3) is 2.83 in Frequency and 2.39 in Importance. Communication with agencies and team 

(Cluster 3), with two layers for Importance and one for Frequency, includes statement #131, 

“outside hospital representatives (VA, military) call to get updates on patients that have been 

transferred from their facility to our ICU,” rated 2.74 in Frequency and 2.91 in Importance. 

There are also statements viewed as most frequent and most important although the 

cluster averages overall are viewed as not important. Within Sensitivity and support (Cluster 

5), Statement #98, “diplomacy-diplomat” is rated as most important (4.39) and is one of the 

most frequent occurrences (4.52). Statements #95 (“thinking outside the box”) and #96 (“we 
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do things that others refuse to do”) in Cluster 8 (Advancing the profession) are rated 4.48 for 

importance and also occur the most frequently (4.39). The most important (4.57) and most 

frequent (4.26) statement in Communication with agencies and team (Cluster 3) is #78, 

“Communicate with physicians (MDs) re patient concerns and discharge needs.” As a cluster, 

Rewarding (Cluster 7), is ranked as important but occurring occasionally. The cluster 

includes statement #125 (“educate staff on appropriate/inappropriate referrals (e.g., 

acknowledging an “undesirable” living situation but recognizing a patient’s free will”) rated 

highest among the statements in that cluster for Importance (4.48) and is also among the most 

frequent (4.22). 

The clusters and statements rated as most important are consistent with the statements 

that are most frequent. Within Interviewing skills (Cluster 1), statement #122, “discussion of 

support systems (family, home aides, etc.) that are in place and of what might be needed” 

(Frequency rating, 4.26) is rated the most important (4.52 within that cluster 4.52 along with 

statement #11, Counsel caregivers/family members/friends in long term or short term care 

plans for a patient (Frequency 4.17). Cluster 2, Assessments, matches Frequency (4.39) and 

Importance (4.78) for statement #10, “Assess home situation through interviewing patients, 

families and outside agencies in order to plan for a safe discharge.” 

In Cluster 4, Discharge planning/thinking ahead, prioritizes statement #107, “the 

primary goal of each day is to assist in the discharge of patients, provide emotional and 

clinical support to patients and families, serve as a patient advocate” (frequency, 4.30) as the 

most important (4.57), while statement #34, “Have to maintain wide knowledge of current 

community resources to empower patient/client in making better informed decisions with 
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goal of reduced unnecessary admits” (Frequency, 4.48) is also closely matched with 

Importance (4.55).Cluster 6, Short term counseling, places statement #15, “work with 

patients to encourage self determined direction for their health care,” as the highest priority( 

4.43) and Frequency (4.04.) 

Knowledge Rating 

The third rating scale assesses Knowledge. The Likert type scale with five values 

rated where participants obtained the knowledge to address the activities and concepts of the 

statements. The minimum rating value of 1.00 indicated no specific training. Training 

acquired within their social work education was rated a 2.0. A value of 3.0 indicated that the 

training occurred through social work supervision after hiring. The fourth value, 4.0, reported 

multidisciplinary continuing education, and the highest level, 5.0, indicated specialty training 

offered specifically for social workers by social workers. The point ratings averaged from 

1.45–3.73, indicating no specific training for the lowest blocks, and training through social 

work supervision as the maximum point rating range. The cluster ratings averaged 1.98–2.99, 

so most knowledge was acquired within social work education. 

Single layer clusters are Irritations and annoyances, Busy schedule/overworked, and 

Anxiety, with ratings of 1.98–2.18. Within these clusters, most participants had not received 

any specific training for any of the statements. In Cluster 11, Irritations and annoyances, 

only one statement among the nine was reported in their social work education: statement 

#75, “Nursing staff see me and make consult request ‘on the spot’ re patient in their care. 

Informal consult might be first one re patient or could be a follow-up on prior contact.” 

Learning to cope with the process of CPS referrals (statement #67 in Busy 
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schedule/overworked, “I make APS and CPS referrals and sit on the phone on hold for hours 

in the process.”) was also part of participants’ social work education. 

Interviewing skills (cluster 1), Assessments (cluster 2), and Short term counseling 

(cluster 6) were those with the highest Knowledge ratings; they also contained the highest 

point ratings. Participants reported that many of the specific skills were learned under social 

work supervision after hiring in these clusters. 

 

Figure 5.7. Cluster Rating Map with Point Ratings for Knowledge 

Knowledge rating map
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Supervision Rating 

The final rating scale, Supervision, asked participants to describe their decision-

making process to act on the situation described by each statement. The five choices ranged 

from no autonomy due to hospital policy as the minimum value, to the maximum value for 

independent practice decision. The midrange values were team decision making, with the 

lower rating a decision made by patient care teams on nursing units and the upper rating 

made as a team decision in the social work department. The range for autonomy in decision 

making for the individual statements as point blocks was 2.59–4.86. The lowest range for a 

point was 2.59–3.05, meaning that supervisor’s consent was required for the activity. 

Figure 5.8. Cluster Rating Map with Point Ratings for Supervision 

Supervision rating map
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The six statements that required the unit supervisor’s consent are listed below: 

Statement 
# 

Statement Rating

73 Consults requested and generated thru computerized 
communication system are sometimes clear and easy to 
understand or sometimes vague and ambiguous. 

2.91 

61 When find something amiss with chart, notify appropriate 
person for appropriate correction. 

2.86 

91 Being asked to work smarter not harder but receiving mixed 
messages to reverse the theme. 

2.86 

4 Speak with insurance companies providing clinical review. 2.76 
40 Letting bed census run our day. $ is the priority? Client need is 

the priority? 
2.68 

46 Meet every morning to let administration know what patients 
on our units may be discharged today. 

2.59 

 
 

Two blocks in the point rating indicated a team decision was made to act on the 

statement with ratings from 3.05–3.45. These statements include: 

Statement 
# 

Statement Rating

22 Interview teen mothers and offer community services as part of 
a policy to see “all teen mothers.” 

3.45 

1 Provide instruction to assist patients with navigation of 
insurance and hospital services 

3.41 

23 Assess patients admitted for mental health reasons (usually 
overdoses) and collaborate with psychiatry and follow/up with 
commitments or inpatient/outpatient treatment programs. 

3.32 

2 Communicate and discuss insurance benefits with patients. 3.27 
29 Being called in at night. 3.18 
60 Change of nursing shift results in confusion because no one on 

new shift read your notes. 
3.18 

93 I am expected to be in a UR meeting, Ethics committee 
meeting, patient services meeting, care plan meeting in one day 
and manage to meet patient needs. 

3.09 

 

The participants’ 30 highest rated statements visually displayed as a five-block tower 

with ratings from 4.41–4.86. These are statements for which the participants perceived they 
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had the most independence in practice decisions. The top ten statements for independent 

practice decisions, rated above 4.67, are the following: 

Statement 
# 

Statement Rating

18 You’ve helped someone reach a resource that “they” thought 
was nowhere to be found. 

4.86 

17 When you leave work completely exhausted (mentally) but 
know GOOD WORK happened. 

4.82 

19 I feel rejuvenated and fulfilled about the worthwhile work I am 
doing. 

4.77 

85 I de-stress about cases by talking to other social workers at the 
end of day (especially NAT). 

4.73 

88 Try to find time to help my coworkers and my self with grief 
issues. 

4.73 

100 I remind patients that I am not a doctor or a nurse and I don't 
work for CPS! 

4.73 

49 I know I won't get everything done that needs to be done. 4.68 
82 Respond to and provide info to colleagues re non-work-setting 

questions basically provide referral POC info, won't give 
opinion just referral stuff. 

4.68 

86 I have gone home exhausted. 4.68 
38 I plan my activities and priorities for the day and have that 

changed before I finish my list. 
4.67 

 
 

The top statement is in Team work (Cluster 9), as are statements #82 and #88. Three 

statements (#17, #19, #85) in the top five are in Rewarding (Cluster 7). The other four 

statements are in Irritations and annoyances (Cluster 11), Anxiety (Cluster 13) and Busy 

schedule/overworked (Cluster 12). 

The range for the cluster ratings was 3.63–4.50, revealing decision-making to be 

perceived as a team process or a social work departmental expectation for the participants. 

The clusters rated highest were Team work (4.50), Rewarding (4.45), Advancing the 

profession (4.30), Short term counseling (4.19), and Anxiety (4.16). 
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Clusters rated the lowest for autonomy in decision-making were Organization among 

chaos (3.63), Communication with agencies and team (3.74), Consultations (3.74), Bridging 

Gaps (3.74), and Busy schedule/overworked (3.76). 

The four rating scales address preparation for practice, the institutional and individual 

emphases for social work as reported occurrences and priorities, and social worker’s 

autonomy in the work place. Statements listed by cluster ratings for each of the four 

theoretical measures are included in Appendix D. 
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Results: Pattern Matching 

The 13 demographic variables (Appendix B) allow comparisons between the 

participants on the four rating scales. Within the nominal variable level, there are additional 

categories to further classify each participant. There are 27 possible nominal variables for the 

analysis and a range within the numeric variables obtained as demographic data. The 

Concept System© permits analysis between the rating scales as well as the demographic 

variables, allowing for multiple possible combinations. The rating values are continuous 

measures. The possible combination of variables and ratings for the pattern matching 

analysis exceeds 141 combinations. However, not all of the variables had sufficient numbers 

for comparison. In the pattern matching analysis, the researcher selected the variables for the 

right and left axis. The analysis computed a cluster level correlation between the variables 

and displays the ladder graph. The correlation value always ranges between –1.0 and 1.0+. 

The strength of the interrelationship between the variables is indicated by the magnitude of 

the correlation statistic. The directionality of the relationship represented by a positive or 

negative value indicates if the relationship is synchronous or inverse. The Concept System© 

computes a relative pattern match where the scales for the two variables in the ladder graph 

are based independently on the minimum and maximum values for each of the two variables. 

The pattern matches are also consensus matching; the correlation is the degree of consensus 

between the groups on each measure or the consensus of a group between two measures. The 

correlation is the overall estimate of consensus. The pattern match as a ladder graph 

demonstrates the consensus or disconnect between the clusters. 



 133

With the limited sample for the study, as well as the very small numbers within 

various sub-samples in the demographic variables, there is little statistical power. The 

findings report only agreement between groups and quantify the meanings by highlighting 

the contents. There was no control for other variables. The results may be helpful in 

developing additional measurement scales, but must be interpreted with caution. The pattern 

matching analysis begins with the comparison between measures for the Concept System© 

participants as a group. The following characteristics of social work service structure all had 

more than five participants: assignments across hospital sites, assignments to specialty units, 

centralized departments, merged departments, social work degrees, supervised by social 

worker, supervised by nurse, department size under ten, department size with three or fewer 

social workers, departments with sixteen or more social workers. The individual 

characteristics of the social workers could also be grouped. Descriptive categories for the 

participants included length of employment, experience and bilingual status. There were at 

least five participants with less than two years experience. There were also at least five 

participants with more than five years experience. Similarly there were at least five 

participants with longevity in their hospital greater than five years and those with less than 

five years employment. There are six between measure comparisons. The most relevant 

findings are discussed in this chapter. Included in Appendix E are supplemental pattern 

matches that offer additional detail for the between group comparisons. 
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Figure 5.9. Pattern Match: Frequency and Importance 

r = .74
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The consensus between the Frequency and Importance ratings was strong, with a 

correlation coefficient of .74. The direction of the relationship was positive, indicating a 

synchronous relationship between the ratings. The range for Frequency was 3.2–4.04, while 

the range for Importance was 3.16–4.42. Interviewing skills and Discharge planning/thinking 

ahead are the most frequent activities while Assessments is rated as most important. The 

order of the clusters by Frequency indicates Communication with agencies and team is the 

least frequent activity, but is considered more Important than Anxiety, Irritations and 

annoyances and Busy schedule/overworked, clusters that occur more frequently. Advancing 

the profession is more important than Bridging Gaps, Sensitivity and support, or 

Organization among chaos, but is near the bottom of the graph in Frequency. There is also a 
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disconnect with Team work and Consultation in the match between Frequency and 

Importance. 

 

Figure 5.10. Pattern Match: Frequency and Knowledge 

r = .64
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The consensus between the Frequency rating and the Knowledge acquisition rating 

was moderately strong, with a correlation coefficient r = 0.64. The direction of the 

relationship was positive, indicating a synchronous relationship between the ratings. 

Participants indicated they acquired the skills for their daily activities primarily within their 

social work education. The lowest range, 1.98, indicates participants perceived there was less 

preparation in their social work education for Irritations and annoyances and Anxiety in their 

daily work. The scales are most in agreement for Team work, Organization among chaos, 
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and Busy schedule/overworked. There is little agreement between the ratings for 

Communication with agencies and team, Short term counseling, Sensitivity and support, and 

Advancing the profession. The participants indicated they received training for these 

activities but do them far less frequently. 

 

Figure 5.11. Pattern Match: Frequency and Supervision 

r = .12
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The correlation coefficient is r = .12. The consensus between Frequency of the 

clusters and Supervision required as a practice decision is low, although the direction of the 

relationship is positive. The Frequency range is 3.2–4.03, while the range for Supervision is 

3.63–4.5, indicating that the participants rated most decisions as a team process or made 
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within the social work department as an expectation for all social workers. There is one 

consensus, a match, between the ratings for Busy schedule/overworked. The clusters 

considered the most independent practice decisions are Team work, Rewarding, Advancing 

the profession and Short term counseling. Participants reported they had the least decision-

making autonomy for Organization among chaos, but rate the activities as occurring more 

frequently. 

 

Figure 5.12. Pattern Match: Importance and Supervision 

r = .34
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There is low to moderate consensus between the perceived importance of the themes 

and the decision-making process to act. The correlation coefficient value is r = .34, and the 

direction of the relationship is positive. Importance ratings range from 3.18 to 4.42, moderate 

to extremely important. Decision-making to act on the concepts ranges from 3.63 (a team 
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decision) to 4.5 (within social work but frequently an independent practice decision). There 

are no visible matches, although the group is closest for Busy schedule/overworked. This 

concept is one of the least important to social workers and it is a team decision rated very 

closely to Bridging Gaps, Consultation, and Communication with agencies and team. 

Participants viewed Organization among chaos as the area in which they had the least 

decision-making authority, yet it is rated much higher, more important than Communication 

with agencies and team, Anxiety, Busy schedule/overworked, and Irritations and annoyances. 

Team work, Rewarding and Advancing the profession are activities determined primarily by 

participants as independent practice decisions or made among social workers as a 

department. These activities are rated much lower for importance when compared to clinical 

activities of Assessments, Interviewing skills, Short term counseling, and Discharge 

planning/thinking ahead. Participants perceived far less independence in their activities in 

their clinical tasks. 

The discrepancies between the knowledge as preparation for practice in hospitals and 

the decision making related to their social work practice are clear in the minimal agreement 

revealed in the correlation statistic (Figure 5.13). There is almost no consensus in the patterns 

(r = .03) The range for knowledge acquisition is 1.98–2.99, indicating that the participants  



 139

Figure 5.13. Pattern Match: Knowledge and Supervision 

r = .03
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reported they learned to address the 132 statements in their social work education. As a 

group, the participants indicated the least preparation for Irritations and annoyances. 

Assessments was reported as the highest level of educational preparation for the participants 

completing the ratings. The range of 3.63–4.5 for autonomy in practice decisions indicates 

that participants perceived most of their practice decisions to be within their work team or 

expected of all the social workers. They perceive the highest autonomy in the Team work and 

Rewarding aspects of their daily activities, but there is little match with their educational 

preparation for these themes. The closest match is Busy schedule/overworked. 
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There is strong consensus (.90) in the pattern matches for Knowledge and Importance 

(see Appendix E). As a group, the participants indicated the least preparation and importance 

for irritations and annoyances as a theme. Assessments were prioritized in both knowledge 

acquisition and importance. There was a discrepancy between Team work and Rewarding, 

indicating an inverse relationship where the clusters are rated more important but received 

less emphasis in their skill development. 

 

Ratings by Management Structure 

Figure 5.14. Pattern Match: Hospital Management Structure and Frequency 

r = .73
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Twenty-three participants completed the Frequency ratings. Nineteen described their 

setting as private/nonprofit hospitals. Four reported they worked for either a proprietary for 



 141

profit system or a public hospital setting. The correlation coefficient value for the ratings 

between the two groups is r = .73. The range for Frequency for private non-profit group was 

3.12–4.01. The range for the comparison group was 3.21–4.22. The most frequent activities 

are Interviewing skills, Discharge planning/thinking ahead, Assessments and Bridging Gaps. 

The two groups are matched for Interviewing skills (represented by the level, topmost rung 

on the ladder), and closely matched for Bridging Gaps. The two groups report differing 

frequencies for each of the remaining 11 concepts in the study. The group working for non-

profit hospitals reported frequency by descending order as Team work, Rewarding, Short 

term counseling, Consultation, Organization among chaos, Anxiety, Sensitivity and support, 

Advancing the profession, Busy-schedule-overworked, Irritations and annoyances and, as the 

least frequent, Communication with agencies and team. The descending order for the second 

group are Irritations and annoyances, Organization among chaos, Consultation, Short term 

counseling, Communication with agencies and team, Sensitivity and support, Rewarding 

,Team work, Anxiety, Busy schedule/overworked and, as their least frequent activity: 

Advancing the profession. 

The visual comparison of the two groups displays Team work as a far more frequent 

activity for those working in non-profit settings. This group also finds more Rewarding 

activities and more opportunity for Advancing the profession. They report fewer Irritations 

and annoyances. There were fewer social workers in the departments in proprietary hospitals 

and in the public hospitals In contrast, the participants from these two settings reported 

Irritations and annoyances as more frequent occurrences and are much more likely to 

communicate with agencies and teams. The pattern match reveals those in nonprofit hospitals 
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are less likely to report activities described as Sensitivity and support. This group in the 

propriety or public hospitals reported less Anxiety than those working in the non-profit 

structure. They are least likely to participate in activities described as Advancing the 

profession.Two participants from the proprietary or public hospitals completed the ratings for 

Importance, Knowledge, and Supervision. As the group is so small, there were no pattern 

matches calculated for these ratings. 

Ratings by Departmental Structure 

The pattern matches compared departmental structure for each rating scale. Twenty-

one social workers completed the frequency ratings depicted in Figure 5.15. The ratings were 

strongly correlated (r = .77) between those working in merged departments (n = 16) and 

those in centralized departments (n = 5). 

The two groups were matched in their Frequency ratings for Bridging Gaps. The 

range for the merged departments was 3.36–4.21 and for centralized departments was lower, 

2.88–3.8. Those in merged departments rated statements in Discharge planning/thinking 

ahead as occurring most frequently. Participants in centralized departments rated 

Interviewing skills as the most frequent activity. Centralized departments found more 

frequent Rewarding activities as well as Team work and Advancing the profession. There was 

more Anxiety in merged departments. Merged departments were more likely to Communicate 

with agencies and team and less likely to experience Irritations and annoyances. They also 

spent more time making sense of the current environment, Organization among chaos. 

Irritations and annoyances occurred much more frequently in centralized departments. 
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Figure 5.15. Pattern Match: Departmental Structure for Social Work: Frequency 

r = .77
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These social workers were more likely to report Busy schedule/overworked than those in 

merged departments. They also described a lower frequency of Anxiety than those in merged 

departments. Social workers in centralized departments were least likely to Communicate 

with agencies and team.Figure 5.16 illustrates the strong correlation (r = .81) between the 

two groups when comparing the two groups as to their preparation for practice. The range for 

the ratings by those in merged departments was 1.76–3.0 while those in centralized 

departments indicated all of the concepts were within social work education (2.2–2.87). 
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Figure 5.16. Pattern Match: Departmental Structure and 

Knowledge

r = .81
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Social workers in centralized departments indicated their social work training 

prepared them for most of the tasks, whereas social workers in other structures reported less 

specific educational activities to prepare them to respond to Irritations and annoyances and 

Anxiety. The two groups were matched that they received less education to respond to 

Anxiety or internal stressors. The groups were closely matched on Interviewing skills. 

However, those with centralized departments indicated greater preparation in Advancing the 

profession, Sensitivity and support, Consultation and Team work. Discharge 

planning/thinking ahead received greater emphasis for those in other structures. Those in 



 145

merged departments said that Assessments and Short term counseling skills were acquired 

after hiring by social work supervision. 

 

Figure 5. 17. Pattern Match: Structure and Importance 

r = .77
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Twenty social workers from centralized and merged departments rated importance. 

The correlation between the two groups was moderately strong (r = .77) for overall 

consensus with the groups matched for Assessments as the most important concept for social 

work activity. Social workers in centralized departments rated Advancing the profession, 

Consultation, Team work, Bridging Gaps and Organization among chaos as more important 

activities for social work than those in merged departments. Those in merged departments 
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rated Interviewing skills, Short term counseling, Discharge planning/thinking ahead and 

Sensitivity and support as the most important activities. Social workers in centralized 

departments were also more concerned with Busy schedule/overworked than those in merged 

departments who rated this concept as the least important. Anxiety was least important to 

participants in centralized departments. 

 

Figure 5.18. Pattern Match: Supervision by Structure 

r = .8
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This pattern match compares social worker decision-making within the clusters 

according to the structure of social work services. Ratings for autonomy in decision-making 

compared those in merged departments with those in centralized departments. There was a 

strong correlation between the two ratings (r = .8). The two groups were perfectly matched, 
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rating Team work as the most independent practice decision. The groups were also matched 

for Anxiety and Organization among chaos, with Organization among chaos rated the least 

independent activity. Those in merged departments rated Advancing the profession as 

requiring greater autonomy than those in centralized departments. Those in centralized 

departments perceived greater autonomy in Interviewing skills, Assessments, Short term 

counseling and Discharge planning/thinking ahead. 

Consultation was matched as a departmental decision. Centralized department social 

workers perceived greater autonomy in decision-making in the following themes in their 

typical day: Interviewing skills, Short term counseling, Assessments and Discharge 

planning/thinking ahead than those in merged departments. Those in centralized departments 

also rated Irritations and annoyances, Bridging Gaps and Advancing the profession as 

concepts where that they had less independence in decision-making but within the team 

process. 

Social workers who are “itinerant” (assigned to more than one hospital in a system), 

have very similar activities as those who work in a single hospital (see Appendix E). Both 

groups report their least frequent activity is Communication with agencies and team. The 

itinerant social workers are more likely to see patients and families with the least resources 

(Bridging Gaps). The Importance ratings were also very strongly correlated (.95). 

Assessments is most important. The patterns also match for Team work and Consultation. 

Those traveling to different sites rate Discharge planning/thinking ahead as more important 

than the participants who may be assigned to multiple units within their hospital. In both 

groups, Discharge planning/thinking ahead was the most frequent activity. Those assigned to 
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multiple units are more frequently involved in activities that promote making sense of their 

organization, Organization among chaos. However, these social workers reported less 

Advancing the profession, Team work, or Consultation. Figure 5.19 compares activities for 

those working in specialty units with those with multiple assignments. There is a moderate 

correlation (r =. 81) between these groups. 

 

Figure 5.19. Pattern Match: Unit Assignments and Frequency 

r = .81
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Workers in specialty units emphasize Interviewing skills, Bridging Gaps and Team 

work. Workers in multiple units emphasize Assessments as the primary activity, with little 

consensus with those in specialty units. Sensitivity and support, Organization among chaos 

and Rewarding are more frequent activities for those assigned to multiple units. Workers in 
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specialty units are more likely to participate in Advancing the profession than those in 

multiple units and perceive one of their least frequent activities as Sensitivity and support. 

The groups are matched with the cluster, Communication with agencies and team, as the least 

frequent activity. Interviewing skills, Bridging Gaps and Consultation were also closely 

matched. 

Department Size 

The participants came from hospitals employing few social workers and from those 

who employed as many as forty social workers. As this study considered structural factors, 

size of the department is also reported in the pattern matches. Sixteen participants worked in 

hospitals employing eleven or more social workers. Nine participants from departments with 

fewer than eight social workers completed the ratings for frequency. 

Figure 5.20 displays the Frequency ratings as consensus between participants in large 

and small departments. Fourteen participants worked in hospitals with more than eight social 

workers. The consensus between the participants grouped by departmental size was 

moderately strong (r = .78). The range reported by participants in the smaller departments for 

frequency, 3.41–4.34, was higher than the range (3.03–3.99) for the larger departments. 

Discharge planning/thinking ahead is the most frequent activity reported by participants in 

the smaller departments. The two groups are closely matched for Organization among chaos 

and Consultation. The greatest disparity is Team work, occurring with more frequently in 

large departments. The participants from larger departments also report more Short term 

counseling. The participants from large departments communicate the least with agencies and 
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teams. Small departments are least likely work toward Advancing the profession through 

continuing education and mentoring students. 

 

Figure 5.20. Pattern Match: Department Size 

r = .78
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Supervisor by Discipline 

The disciplines supervising the social workers in the study were primarily nurses or 

social workers, although four participants had an employee from some other profession as 

their administrative superior. The next series of pattern matches explores the correlation 

between the supervisor’s profession and the ratings. 
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The match shown in Figure 5.21 compared social work activities according to the 

discipline of the supervisor. The sample size for each group was equal: 9 to each group. The 

frequency of activities by range was higher for the group supervised by nurses: 3.47–4.56. 

 

Figure 5.21. Pattern Match: Supervisor by Discipline and Frequency 

r = .59

Supervision by nurse (9) supervision by social worker (9)
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The range for social workers supervised by another social worker was 2.84–3.79. The 

correlation coefficient, indicating the amount of agreement between the two ratings is a 

positive .59 indicating a moderate correlation for between the groups. Discharge 

planning/thinking ahead was the most frequent activity under nursing supervision and it is 

closely matched with those supervised by social workers although social workers report more 

Interviewing skills as a more frequent activity. Social workers supervised by social workers 

were much more frequently engaged in Rewarding activities and Team work activities than 
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those supervised by nurses by nurses. Social workers with social work supervision engaged 

in more Consultation and Advancing the profession activities but they also experienced more 

frequent activities categorized as Irritations and annoyances, Anxiety and busy schedule/ 

overworked. Those supervised by nurses were least likely to participate in activities 

categorized as Advancing the profession. Those supervised by social workers were least 

likely to Communicate with agencies and team. Organization among chaos was closely 

matched between the two groups. 

 

Figure 5.22. Pattern Match: Importance Ratings by Supervisor Discipline 

r = .94

Supervision by nurse (10 supervision by social worker (8)
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Comparing the match between participants supervised by nurses and those supervised 

by social workers shows an extremely strong correlation between the ratings: r = .94. The 



 153

range under nursing supervision was 3.27–4.64 while the range for the ratings by social 

workers was 3.15–4.14. In comparing the ratings, Assessments and Discharge 

planning/thinking ahead were matched among the most important activities. The ratings for 

activities associated with Busy schedule/overworked were least important and appeared to be 

equal between the groups. The group under social work supervision found Interviewing 

skills, Short term counseling, Team work, Rewarding, and Advancing the profession to be 

more important than those supervised by nurses. Those supervised by nurses rated activities 

for Communication with agencies and team more important than those supervised by social 

workers. 

Figure 5.23. Pattern Match: Knowledge Rating by Supervisor Discipline 

r = .87

Supervision by nurse (10 supervision by social worker (8)
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The amount of agreement between the ratings of participants under nursing 

supervision and those under social work supervision was also strongly correlated (r = .87). 
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The range of ratings for participants working under nursing supervision was lower, indicating 

little training for some of the concepts, with a range of 1.58–2.96. These social workers were 

less likely to report their knowledge to respond to these activities was acquired by social 

work supervision after hiring. There was a match between the groups for Interviewing skills 

and they were closely matched for Sensitivity and support. Social workers supervised by 

other social workers indicated their Short term counseling skills developed under social work 

supervision after hiring. The range for the participants under social work supervision 

described all of the activities as within social work education or through social work 

supervision. The group supervised by nurses reported no specific education to respond to 

Irritations and annoyances or Anxiety. 

Figure 5.24. Pattern Match: Supervision by Profession of Supervisor 

r = .4

Supervision by nurse (10) supervision by social worker (8)
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The correlation between the ratings is lowest for the rating scale on decision-making 

in comparison with the ratings for importance, frequency and knowledge. The correlation 

coefficient for the pattern match is moderate (r = .4). There are visible differences in the 

perception of autonomy in decision making although the range between the two groups is 

similar. The ten participants in this rating who were supervised by nurses described Team 

work as the most independent practice decision, followed by Rewarding, Advancing the 

profession and Anxiety. Participants supervised by social workers perceived far greater 

independence in decision making than those supervised by nurses in Short term counseling, 

Rewarding, Discharge planning/thinking ahead, Interviewing skills, Advancing the 

profession, and Assessments. Those supervised by nurses indicated decisions to act on 

Irritations and annoyances, Consultation, Bridging Gaps and Communication with agencies 

and team. Social workers under nursing supervision rated the decision to act on Organization 

among chaos as the least independent of their decisions, while those with social work 

supervision rated Bridging Gaps as lowest. 

A series of pattern matches compared the experiences of those supervised by nurses 

for each of the ratings. In the matches between frequency and importance, frequency and 

knowledge, and importance and knowledge, the direction of the relationships was positive. 

However, the correlation between supervision and each of the rating scales is negative for 

those with a nurse as supervisor. The results for the pattern match of the frequency rating 

with the supervision rating that measures independence in practice decisions found a negative 
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or an inverse relationship between frequency and supervision for social workers supervised 

by nurses. The correlation coefficient for the pattern match was –.46. 

 

Figure 5.25. Pattern Match: Nurse as Supervisor: Frequency and Supervision 

r = -.46

Nurse as supervisor/frequency Nurse as supervisor/supervison (N=10)
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While Discharge planning/thinking ahead, Interviewing skills and Assessments were 

the most frequent activities; there is a striking visual discrepancy in the match. The more 

frequently social workers engage in these activities, the less decision-making occurs as an 

independent practice decision for them. This is also true for Bridging Gaps and Organization 

among chaos. Three themes emerge as most independent or autonomous for the social 
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workers: Team work, Rewarding and Advancing the profession. The inverse relationship is 

apparent on the ladder graph: Advancing the profession is the least frequent activity for those 

supervised by nurses yet is one of the highest range for a practice decision. 

The pattern matches for importance and supervision and knowledge and supervision 

for the participants with nurses as supervisors also were negatively correlated. 

 

Figure 5.26. Pattern Match: Nurse as Supervisor: Importance and Supervision 

r = -.11

importance, n=10, RN supervisor Supervision,n=10, RN supervisor
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For the ten participants in this match, there was a very low correlation between 

importance and supervision, and the direction is negative, indicating an inverse relationship 

(r = –.11). The disconnect is visually identifiable: there is little match between the ratings. 

While the social workers perceive Assessments, Interviewing skills and Discharge 

planning/thinking ahead as the most important, these are among the lowest activities in terms 

of their own decision-making process. Only Organization among chaos is lower. The range 

of importance rating is 3.27–4.69. The range for supervision is 3.56–4.69. This rating 

indicates that the participants perceived that their decision-making occurred in a team 

process, primarily within the department. For these social workers, Team work was the most 

independent activity, followed by Rewarding and Advancing the profession. Clinical 

activities are less independent decisions than managing Anxiety and Irritations and 

annoyances. Short term counseling as a practice decision is rated a more independent 

practice decision than Consultation, Sensitivity and support, Bridging Gaps, Interviewing 

skills, Communication with agencies and team, Discharge planning/thinking ahead, 

Assessments, or Organization among chaos. In this match, the more important to the social 

worker, the less the decision is an autonomous one. There is also a negative correlation 

between knowledge and supervision when the social worker was directly supervised by a 

nurse (r = –.38). 
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Figure 5.27. Pattern Match: Nurse as Supervisor: Knowledge and Supervision 

RN as Supervisor:
knowledge & decision making

r = -.38

knowledge,  n=10, RN supervisor Supervision,n=10, RN supervisor
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The range for knowledge in this group, 1.58–2.98, indicates the social workers in this 

pattern match reported they received little to no training to respond to Irritations and 

annoyances or Anxiety. They also report that within their social work education, Assessments, 

Short term counseling, Discharge planning/thinking ahead and Interviewing skills were most 

emphasized. No one in this group indicates they obtained their skills after hiring. The range 

for supervision (3.36–4.69) is the same in each of the three pattern matches. In this match, 

there is an inverse relationship between knowledge acquisition and their decision-making to 

act on each of the clusters in a typical day. The group perceives the least autonomy in 
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Organization among chaos. They report less independent decision-making in their clinical 

practice, except for Short term counseling. The closest match between their preparation for 

practice and their decision-making is Busy schedule/overworked. 

In contrast, the pattern matches for participants with social work supervisors are all 

positively correlated in the consensus between the groups for each paired rating analysis. The 

pattern match comparing the ratings for frequency with the ratings for supervision 

(autonomous practice decisions) results in a positive correlation coefficient value of .49. 

 

Figure 5.28. Pattern Match: Merged Departments by Supervisor and Knowledge 

Merged departments:
supervision & acquiring knowledge

r = .87

RN supervision w/in merged (10) SW supervision in merged department (8)
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The ratings for knowledge acquisition were strongly correlated between the two 

groups in merged departments who were under nursing supervision and those under social 

work supervision (r = .87). The ten participants working under nursing supervision in merged 

departments had lower ratings (1.58–2.96) than the eight under social work supervision 

(2.17–3.17). Those under nursing supervision indicated that they had learned to respond to 

the statements in the clusters within social work education or had received no specific 

training. The closest pattern match was Interviewing skills for the two groups while 

Sensitivity and support ratings were also a close match. Those under nursing supervision 

reported they had received no specific training to respond to Anxiety and Irritations and 

annoyances. Short term counseling received the highest rating for knowledge acquisition by 

those under social work supervision with the group reporting that their skills had been 

acquired after hiring, while under social work supervision. 

While the majority of the sample held MSW degrees, the pattern matching allowed 

comparison between those with MSW degrees and those with BSW degrees for each of the 

ratings and the combinations (Figure 5.29). Twenty-two participants completed the frequency 

ratings. Five of the raters held a BSW degree and seventeen have a MSW. The correlation 

between the two groups for frequency was very strongly positive (r = .84). 

The range for the BSW frequency rating is 3.16–4.09 while the MSW frequency 

rating is quite similar: 3-21–4.06. The ladder graph illustrates two perfect matches: 

Communication with agencies and team and Anxiety. Communication with agencies and 

team is the least frequent activity for both groups. There is also a close match for Bridging 

Gaps. The BSW social worker’s primary activity was Discharge planning/thinking ahead 
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Figure 5.29. Pattern Match: Social Work Degree and Frequency 

Social Work Degree & Frequency

r = .84

BSW (5) Frequency MSW (17) Frequency
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while the MSW social worker was more often interviewing. The MSW social worker also 

provides Short term counseling more frequently than her colleagues. The frequency for most 

of the activities is generally higher for BSW participants than for MSWs. 

Four of the BSW participants in merged departments were compared with twelve 

MSW participants in that same departmental structure for frequency. The consensus between 

the groups was moderately strong (r = .81). In this pattern match, the range for the MSW 

frequency rating is 3.31–4.18 and the BSW range is 3.36–4.36. As in the previous 

comparison, Interviewing skills and Short term counseling were more frequent for the MSW 
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participants. Bridging Gaps was a more frequent activity for the MSW than the BSW 

participants. The two groups have a near match for Discharge planning/thinking ahead, 

which is at the top of the ladder in both charts. In this match, for BSW participants in merged 

departments, the least frequent activity was Communication with agencies and team while 

Busy schedule/overworked occurred less often for the MSW participants. 

Figure 5.30. Pattern Match: Educational preparation Merged Departments BSW/MSW 

Educational preparation: Merged departments

r = .96

MSW in merged department 17 BSW in merged department (5)
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There is extremely strong consensus between the groups for their educational 

preparation for each of the affinities or dimensions in their daily experience as social workers 

in acute care. The range for knowledge acquisition for the MSW is 2.07–3.0, indicating that 
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their social work education prepared them to respond to the statements describing their work 

experiences. BSW participants rated their preparation lower (1.66–3), expressing that they 

received little formal education to respond to Anxiety or Irritations and annoyances. The 

groups were matched for Irritations and annoyances and Anxiety. There was a close match 

for Busy schedule/overworked. Preparation for Team work was also a match for the 

participants in merged departments. 

Fifteen participants in merged departments also completed the supervision ratings. 

The pattern matching results comparing the consensus between BSW participants and MSW 

participants is much lower than their consensus on their educational preparation. This match 

compares autonomy in decision-making and the correlation coefficient r = .39. BSW 

participants perceived that more decisions were made within the social work department or 

were independent practice decisions (range 4.11–4.75) while the MSW participants in 

merged departments had a lower range (3.32–4.57). Organization among chaos received the 

lowest rating for the MSW social worker. 

Less experienced participants were matched with experienced participants for the 

frequency of each of the concepts (Figure 5.31). The consensus was exceptionally strong (r = 

.90). The two groups are matched for Interviewing skills as the most frequent activity and 

Communication with agencies and team as the least frequent. The range for each group was 

very similar, 3.16–4.11 for the less experienced participants and 3.21–4.01 for those with 

more than four years experience. Experienced participants did more Assessments, Bridging 

Gaps and Team work. They also reported more Anxiety. They reported fewer Irritations and 

annoyances than their less-experienced peers. 
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Figure 5.31. Pattern Match: Social Work Experience and Frequency 

Social Work Experience: frequency

r = .9

experience <3, n=5 frequency experience >4, n=18 frequency
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Comparing the groups for knowledge acquisition, it must be noted that social workers 

with much experience may no longer have clear recollection of where they developed the 

skills to address the concepts in their work. As in the frequency ratings, there was little 

difference between the groups; the consensus was extremely strong (r = .95). 
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Figure 5.32. Pattern Match: Social Work Experience with Knowledge Acquisition 

Social Work Experience:
knowledge acquisition

r = .95

experience <3, n=5 , knowledge experience >4, n=17, knowledge
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The range of the ratings is higher for the less experienced participants, indicating 

Short term counseling skills are learned after hiring. These participants indicated most of 

their preparation for the clusters was acquired within their social work education (2.08–3.16) 

and that they received less preparation to respond to Anxiety and Irritations and annoyances 

(1.94–3.0). Those with more experience report Assessments is learned from on the job social 

work supervision. 

There was less consensus between the groups on decision-making and autonomy in 

their practice. The correlation remained positive but is moderate for consensus (r = .60). 
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Language Skills 

The final pattern matches compare bilingual particpants with monolingual 

participants in the sample completing the rating scales. Seven particpants were bilingual and 

six completed at least one of the rating scales. When the two groups were compared, all the 

correlations were positive with importance and knowledge acquisition having the strongest 

correlations. As the matches demonstrate, there is less correlation between the groups for 

frequency and for decision-making. 

 

Figure 5.33. Pattern Match: Language Skills and Frequency 

Language skills & Frequency

r = .72
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The correlation between the two groups in the frequency rating is moderately positive 

(r = .72). The two groups are matched that Communication with agencies and team was the 

least frequent activity. The bilingual group reported greater frequency in Assessments, 

Bridging Gaps, Consultation, and Organization among chaos. There is also a close match 

with Anxiety and Team work between the two groups, as well as with Rewarding and Short 

term counseling. Participants who were not bilingual listed Interviewing skills and Discharge 

planning/thinking ahead as their most frequent activities. 

The two groups are closely matched in their ratings for importance. The correlation is 

strongly positive (r = .92). The range between the two groups is also very similar. The groups 

are matched in that Assessments was their most important activity. At the lowest rung of the 

ladder graph, they are also matched, indicating Irritations and annoyances as least important. 

Visually, the ladder graph indicates a near perfect match for Sensitivity and support, and 

close matches for Organization among chaos, and Busy schedule/overworked. Interviewing 

skills and Discharge planning/thinking ahead were more important to monolingual 

participants, while the bilingual participants viewed Advancing the profession as a more 

important activity. 
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Figure 5.34. Pattern Match: Language Status and Importance 

Language status: importance

r = .92

Not bilingual: importance 17 Bilingual importance 5

 4.43

 3.21

 4.49

 3.2
irritations & annoyances
busy schedule-overworked
anxiety
Communication w/ agencies & team
organization among chaos
sensitivity & support
bridging gaps
discharge planning / thinking ahead
interviewing skills
advancing the profession 
Rewarding
Consultation
short term counseling
team work
assessments

irritations & annoyances
anxiety

busy schedule-overworked
Communication w/ agencies & team

organization among chaos
sensitivity & support

advancing the profession 
bridging gaps

Rewarding
Consultation

team work
short term counseling

discharge planning / thinking ahead
interviewing skills

assessments

 



 170

Figure 5.35. Pattern Match: Knowledge Acquisition and Language Skills 

Language skills & Knowledge

r = .89

knowledge/bilingual (5) knowlege/monolingual (17)
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There is also a strong, positive correlation (r = .89) between the two groups for 

knowledge acquisition. The range (1.84–2.77) for bilingual participants is lower than the 

range for monolingual participants (2.02–3.05). The two groups are matched for Assessments 

at the top and Irritations and annoyances at the bottom. There are close matches for 

Interviewing skills, Sensitivity and support, Consultation and Rewarding. Bilingual 

participants had lower ratings for Short term counseling and Organization among chaos than 

their monolingual peers. 
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Figure 5.36. Pattern Match: Language Skills and Decision-making 

Language skills: decision making

r = .63

Supervision, bilingual,n=5 supervision, not bilingual,n=17
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The correlation (r = .63) is also positive for decision-making activities between the 

two groups. The range for bilingual participants is higher (3.64–4.86) than for monolingual 

participants (3.61–4.42). The groups are closely matched for Team work as the most 

independent practice decision. As the graph reveals, bilingual particpants generally indicated 

that they had less autonomy in their practice decisions than their monolingual peers. They 

reported Discharge planning/thinking ahead at the lowest level. Organization among chaos 

is the lowest level for the comparison group. Interviewing skills and Communication with 
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agencies and team are the two activities rated higher for the bilingual participants when 

compared with monolingual participants. 

When the ratings scales are compared only for bilingual participants, the strongest 

relationship exists between knowledge acquisition and importance (r = .85), very similar to 

the comparison ratings in matches for the sample as a whole and the other demographic 

variables. The degree of agreement between knowledge and frequency is much less (r =. 39), 

although both matches are positively correlated. 

 

Figure 5.37. Pattern Match: Knowledge and Frequency for Bilingual Staff 

Knowledge & frequency
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r = .39
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Bilingual participants rated the 15 clusters for knowledge acquisition. The range, 

1.84–2.77, indicates at the lowest level that these social workers perceived they received little 

training to respond to Irritations and annoyances. At the highest level, they reported that they 

acquired the skills for Assessments within their social work education. Their least frequent 

activity was Communication with agencies and team, with a rating of 3.04. The most 

frequent activity, rated 4.03, was Assessments. There is a perfect match for Assessments 

between the ratings. There is a close match with Interviewing skills. Three activities, 

Advancing the profession, Sensitivity and support, and Communication with agencies and 

team have a higher rating for knowledge acquisition than frequency. The bilingual 

participants reported less training and more frequent occurrences of Bridging Gaps, 

Organization among chaos, Rewarding, Busy schedule/overworked, and Irritations and 

annoyances. The most visible lack of a match is for Irritations and annoyances and 

Organization among chaos. 
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Figure 5.38. Pattern Match: Knowledge and Importance Among Bilingual Staff 

Knowledge & importance:
Bilingual social workers

r = .85

knowledge/bilingual (5) Importance

 2.77
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The pattern match for knowledge and importance is strongly correlated (r = .85). The 

bilingual participants considered Assessments to be the most important and had the highest 

rating for knowledge acquisition. Irritations and annoyances were rated least important, and 

participants indicated that they received the least training to act on these situations. There are 

close matches for Discharge planning/thinking ahead and Bridging Gaps. The most visible 

discrepancies are with Rewarding and Organization among chaos. Both of these activities 

were rated as more important than the training the participants received in these areas. Team 

work is also considered a more important activity, but it received less emphasis. In contrast, 
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Interviewing skills was given more attention in their training, but the bilingual participants 

rated it as less important. 

 

Figure 5.39. Pattern Match: Bilingual Staff Rate Frequency and Supervision 

Bilingual staff:
frequency & decision-making

r = - .32

Bilingual: frequency (5) Bilingual: supervision (5)
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The pattern match shows an inverse relationship between frequency and supervision 

for the bilingual participants (r = –.32). In contrast, monolingual participants had a positive 

relationship between these two ratings (r = .25). Bilingual participants described the 

decision-making process as occurring as a team process, primarily within their departments. 

The range is higher (3.64–4.86) than the monolingual participants (3.61–4.42), with Team 
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work indicated as the most autonomous practice decision made by the bilingual participants. 

At the end of the range is Discharge planning/thinking ahead. For these participants, the 

more frequent an activity the less it is an independent practice decision. The ladder 

graphically displays the relationship with the steep lines of the most frequent activities 

descending to the bottom of the ladder. The bilingual participants stated that they had less 

autonomy over Assessments, Interviewing skills, Discharge planning/thinking ahead, 

Bridging Gaps, Consultation, Organization among chaos and Irritations and annoyances. In 

only three concepts did they perceive a more independent or positive direction: Rewarding, 

Team work, Advancing the profession and Communication with agencies and team. There is 

a closer match between frequency and decision-making for Busy schedule/overworked. 

The correlation between the two ratings for the participants that did not speak a 

second language was positive. The match for this group was closest for Communication with 

agencies and team as the least frequent and least autonomous decision. This group perceived 

Consultation and Bridging Gaps as activities where they have less autonomy. 

Concept Mapping Summary 

Each of the four most frequent statements came from clusters with high bridging 

values: 

• Receive referrals because we sort out the problem and handle it 

appropriately (Consultation). 

• Do things that others refuse to do (Advancing the profession). 

• I advocate for patient rights (Team work). 

• Diplomacy/diplomat (Sensitivity and support). 
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The least frequent statement was being called in at night from the cluster, Busy 

schedule/overworked. Rated as least frequent and least important were the following: 

• Speak with insurance companies providing clinical review (Sensitivity 

and support) 

• Meet w/ administration re what patients may be discharged today 

(Bridging Gaps) 

• Follow-up on complex cases (Organization among chaos) 

• Communicate with outside representatives (Communication with 

agencies and team) 

 

Discharge planning/thinking ahead remained the dominant activity for the 25 

participants in thirteen hospitals completing the sorting and rating process. In merged 

departments, the predominant structure in this study, Discharge planning/thinking ahead was 

the most frequent activity. There is little difference between participants assigned to float 

between hospital locations, multiple units, or those assigned to specialty units on the 

frequency of their activities. New employees reported the same frequency of their activities 

as experienced workers. 

There is a strong correlation between the activities for BSW level participants and 

MSW participants, with both groups matching that Communication with agencies and team 

was their least frequent activity. Communication with agencies and team was least frequent 

for BSW participants, participants with social work supervisors, participants in centralized 
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departments, and participants with nurse supervisors, particularly if they were in specialized 

departments. There is a match between bilingual participants and monolingual participants 

for Communication with agencies and team: it was the least frequent activity. 

Assessments was the most important activity regardless of departmental structure, 

their assignment to either multiple units or specialty units, or their language skills. When 

participants had nurses supervisors, Assessments was the most important activity. However, 

participants with social workers as supervisors rated Short term counseling as most 

important, closely followed by Team work. Autonomy and knowledge acquisition were 

influenced by structure, specialization, professional affiliation of supervisor, and bilingual 

status. 

The participants supervised by social workers had positive correlations in the pattern 

matches between frequency and supervision (autonomy in decision-making). The consensus 

among participants with social workers as supervisors was less than those supervised by 

nurses in the pattern match for frequency and knowledge. Participants with social workers as 

supervisors perceived that the clusters were addressed in their social work education and that 

they received additional training under their social work supervisors after hiring. Participants 

with nurses as their supervisors indicate that knowledge for practice was acquired before they 

entered the work place or, for the lower rungs of the ladder, not addressed in their education 

at all. The knowledge acquired to provide Discharge planning/thinking ahead and develop 

Interviewing skills, the most frequent activities, occurred in their social work education and 

not in the work place. When the ratings are compared by departmental structure and 

supervision, ten participants working in merged departments with nurses as supervisors were 
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matched with six participants working in merged departments with social workers as 

supervisors. The ratings were strongly correlated (r = .91) for consensus between the groups. 

There was a perfect match at the lowest level of importance. Busy schedule/overworked was 

the least important concern between the two groups. Both groups also rated Irritations and 

annoyances and Anxiety as less important. Those with nurses as supervisors rated 

Assessments as the most important concept. Those with social workers as supervisors rated 

Short term counseling, Team work, Interviewing skills, Rewarding, Consultation and 

Advancing the profession as more important than their peers under nursing supervision. 

Those under nursing supervision rated Communication with agencies and team more 

important than did their peers with social workers as their supervisors. 

Those under nursing supervision rated Team work and Rewarding as the activities 

most likely to be independent practice decisions, while the two groups were closely matched 

in their ratings for Advancing the profession and Anxiety. Short term counseling was the most 

autonomous practice decision for those under social work supervision. This group also rated 

Discharge planning/thinking ahead, Assessments, Interviewing skills, Sensitivity and support 

and Organization among chaos as more independent decisions than did those supervised by 

nurses.Participants who worked in merged departments, had nurses as their supervisors, were 

bilingual, or had BSW degrees, had lower ratings for knowledge acquisition. Those with 

experience greater than four years also reported lower ratings for Irritations and annoyances. 

These participants reported they had received little education to respond to Irritations and 

annoyances, Anxiety or Busy schedule/overworked. 
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The newly-hired participants who had social workers as their supervisors reported 

that they acquired Short term counseling skills after they were hired. Most of the participants 

reported their skills were obtained in their social work education and not after they began 

working in their hospital setting. Those with nurses as supervisors did not report additional 

skills acquired after hiring. Skills for Interviewing, Assessments, Sensitivity and support and 

Short term counseling were developed after hiring under social work supervision, but less 

likely to occur if supervised by nursing. 

The participants primarily reported decision-making as a team activity. Hospital 

policy was not a factor in their decisions but structure, supervisor, experience, and language 

skills differentiated the groups. Participants in both merged and centralized departments rated 

Team work as their most independent practice decision. Those under nursing supervision also 

rated Team work as their most independent practice decision. These participants also rated 

Organization among chaos as their least independent decision. Diminished autonomy for 

clinical practice resulted in merged departments and under nursing supervision. Experienced 

participants described Busy schedule/overworked and Organization among chaos as the 

decisions over which they had least control. 

There were five findings with negative correlations among the pattern matches. All of 

the negative correlations involved supervision or decision-making ratings. Participants with 

nurses as supervisors had a negative correlation between frequency and supervision, 

importance and supervision, and knowledge and supervision. Less experienced participants 

who were also among the newly hired had a negative correlation between knowledge and 
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supervision. Bilingual participants also had a negative correlation between frequency and 

supervision. 

IQA Results 

While the participants ranked each statement unaware of the conceptual dimensions 

for the concept mapping project, the IQA methodology also involves theoretical measures in 

determining the relationships between the concepts. Thirteen participants also contributed to 

the theoretical coding of the concepts, investigating the links between the concepts as 

hypothetical relationships. 

In this process, all but two of the participants had completed the earlier sorting and 

rating process. Three of the participants were among the initial focus group members. Four 

small group meetings occurred to discuss the concepts and their theoretical relationships in 

four communities. One participant met with the researcher individually. In two of the groups, 

an independent recorder not affiliated with either the participants or the School of Social 

Work documented the proceedings. The outcome of each possible pair of relationships was 

recorded on the Affinity Relationship Table form. The proceedings were also tape-recorded 

to obtain additional information about the perceived relationships. Participants gave 

examples from their work settings as well as formulating “If/then” statements using text from 

the original 132 statements. For each pair of relationships, participants were asked to select 

one possibility from three forced directional choices in a specific order, evaluating whether 

there is a direct cause/effect relationship or if no relationship existed. 

The results of the five sessions with the participants were entered on Tabular IRD 

forms. The composite was produced via a straightforward adaptation of a statistical 
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procedure called the Pareto Protocol (Northcutt & McCoy, 2002). To obtain a composite of 

the five sessions, the frequency of each pair of relationships recorded for directionality was 

entered on a Pareto Table. Because each group session may have coded the directionality or 

influence of each pair of concepts differently, each direction was recorded and tallied for 

frequency. The frequency count determined the direction of the relationship based on the 

overwhelming majority of the participants’ directional coding. Affinity pairs that account for 

eighty percent (the Pareto Principle rule) determined the direction. Pairs that have similar 

frequency counts were examined for conflicts (e.g. 5→9 or 9→5) and highlighted with a “?” 

for consideration as a possible recursion. These relationships are entered into the Combined 

IRD form. 

Interrelationship Digraph (IRD) 

The results of theoretical coding were placed in a tabular format to allow a visual and 

mathematical understanding of the textual data and relationships. The IRD is a table that 

enables the reader to see the relationship and the direction of the relationship between 

affinities or concepts. 

Reading across the table, the numbered affinity will either have an arrow showing the 

affinity is affected by another affinity or creates an affect. Up arrows, “↑”, indicate the extent 

the affinity is a relative cause and “←” arrows show it is influenced by the relationship. 

Once the tabular IRD was created, a second tabular IRD with Deltas to allow a 

frequency count of each affinity on two levels, as drivers and outcomes was constructed from 

the data. Each of these levels may then be sorted into primary and mediating drivers or 

outcomes. Positive frequency counts are “drivers” and negative counts/changes are 
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“outcomes.” The second IRD table presents a graphical display of the in/out analysis in 

descending order of change and display the tentative assignments. Finally, a tabular IRD with 

mirror links removed is created to show only the direct links and facilitate the drawing of an 

SID. 

The affinities are numbered consistent with the earlier sorting process: 

1. Interviewing skills 
2. Assessments 
3. Communicating with agencies 

and team 
4. Discharge planning/thinking 

ahead 
5. Sensitivity and support 
6. Short term counseling 
7. Rewarding 

8. Advancing the profession 
9. Team work 
10. Consultation 
11. Irritations and annoyances 
12. Busy schedule/overworked 
13. Anxiety 
14 Organization among chaos 
15. Bridging Gaps 
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Figure 5.40. Tabular IRD: Composite 

Tabular IRD: Composite 
 

Tabular IRD  
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 OUT IN ∆ 
1  ↑ ↑ ↑ ← ↑ ↑ ← ↑ ↑ ← ← ← ← ↑ 8 6 2 
2 ←  ↑ ↑ ← ↑ ↑ ← ↑ ↑ ← ← ← ← ↑ 7 7 0 
3 ← ←  ↑ ←  ↑ ← ↑ ← ← ← ← ← ↑ 4 9 -5 
4 ← ← ←  ← ← ↑ ← ← ← ← ← ← ← ↑ 2 12 -10 
5 ↑ ↑ ↑ ↑  ↑ ↑ ↑ ↑ ↑ ← ← ← ← ↑ 10 4 6 
6 ← ←  ↑ ←  ↑ ← ↑ ↑ ← ← ← ← ↑ 5 8 -3 
7 ← ← ← ← ← ←  ↑ ↑ ↑ ← ← ← ← ← 3 11 -8 
8 ↑ ↑ ↑ ↑ ← ↑ ←  ↑ ↑ ← ← ← ← ↑ 8 6 2 
9 ← ← ← ↑ ← ← ← ←  ↑ ← ← ← ← ↑ 3 11 -8 
10 ← ← ↑ ↑ ← ← ← ← ←  ← ← ← ↑ ↑ 4 10 -6 
11 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑  ← ← ↑ ↑ 12 2 10 
12 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑  ↑ ↑ ↑ 14 0 14 
13 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ←  ↑ ↑ 13 1 12 
14 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ← ← ← ←  ↑ 10 4 6 
15 ← ← ← ← ← ← ↑ ← ← ← ← ← ← ←  1 13 -12 

 
Count the number of up arrows (↑) or Outs  
Count the number of left arrows (←) or Ins 

Subtract the number of Ins from the Outs to determine the (∆) Deltas 
∆ = Out- In 
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Figure 5.41. Tabular IRD: Sorted in Descending Order of ∆ 
 

Tabular IRD – Sorted in Descending Order of ∆ 
 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 OUT IN ∆ 

12 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑  ↑ ↑ ↑ 14 0 14 
13 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ←  ↑ ↑ 13 1 12 
11 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑  ← ← ↑ ↑ 12 2 10 
14 ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ↑ ← ← ← ←  ↑ 10 4 6 
5 ↑ ↑ ↑ ↑  ↑ ↑ ↑ ↑ ↑ ← ← ← ← ↑ 10 4 6 
8 ↑ ↑ ↑ ↑ ← ↑ ←  ↑ ↑ ← ← ← ← ↑ 8 6 2 
1  ↑ ↑ ↑ ← ↑ ↑ ← ↑ ↑ ← ← ← ← ↑ 8 6 2 
2 ←  ↑ ↑ ← ↑ ↑ ← ↑ ↑ ← ← ← ← ↑ 7 7 0 
6 ← ←  ↑ ←  ↑ ← ↑ ↑ ← ← ← ← ↑ 5 8 -3 
3 ← ←  ↑ ←  ↑ ← ↑ ← ← ← ← ← ↑ 4 9 -5 
10 ← ← ↑ ↑ ← ← ← ← ←  ← ← ← ↑ ↑ 4 10 -6 
9 ← ← ← ↑ ← ← ← ←  ↑ ← ← ← ← ↑ 3 11 -8 
7 ← ← ← ← ← ←  ↑ ↑ ↑ ← ← ← ← ← 3 11 -8 
4 ← ← ←  ← ← ↑ ← ← ← ← ← ← ← ↑ 2 12 -10 
15 ← ← ← ← ← ← ↑ ← ← ← ← ← ← ←  1 13 -12 

 
 

Tentative SID Assignments 
12 Busy schedule/overworked 
13 Anxiety 
11 Irritations and annoyances 
14 Organization among chaos 
5 Sensitivity and support 
8 Advancing the profession 
1 Interviewing skills 
2 Assessments 
6 Short term counseling 

3 Communicating with 
agencies and team 

10 Consultation 
9 Team work 
7 Rewarding 

4 Discharge planning/ 
thinking ahead 

15 Bridging Gaps 
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Primary Driver Busy schedule/overworked, Anxiety, Irritations and annoyances 

Secondary Driver: Organization among chaos, Sensitivity and support, 
Advancing the profession, Interviewing skills 

Circulator / Pivot 
Secondary Outcome: Consultation, Team work, Rewarding 

Primary Outcome: Discharge planning/thinking ahead, Bridging Gaps 
 

System Influence Digraph (SID) 

The SID is a visual representation of the grounded theory developed from the 

data. It is a form of path diagram but distinguished from traditional path diagrams as 

recursive or feedback loops are allowed. In drawing the SID, the researcher considered 

the logic demonstrated in the drivers/effects digraphs. The SID represents the influence 

of each of the affinities on the final outcome, Bridging Gaps in the social system of 

health care. The SID may be drawn with several software programs; the option in this 

research was the Inspiration concept mapping tools. In developing the SID, all the 

affinities are arranged by order of delta. Each affinity was placed in a shape (an oval). 

Lines/arrows were drawn to link each affinity by the direction of the relationship. The 

redundant links were eliminated, creating a chain. If there was an intervening variable, it 

remained and the direct link was removed as redundant. The rule in drawing the system 

was to only move by one category: driver to mediating driver to mediating outcome to 

outcome, rather than a direct relationship from driver to outcome unless it really has no 

intervening affinities (factors). 

The concept maps represent mathematical relational structures based on the 

unifying “typical day” experience. Statements that are closer together are closer together 

conceptually. Clusters that are closer to or next to each other are closer in meaning. The 
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ratings address the knowledge base and autonomy for the participants as they reported 

both frequency and importance of their reality of social work. Mathematics has 

demonstrated that relationships may be nonlinear. The SID demonstrates this graphically 

in the recursions or feedback loops. The SID or combined “mind map” of the 

relationships between the affinities (clusters) enriches the Concept System© results to 

propose theory for further analysis as a predictive model or use in developing action 

plans. 

As there were only 13 participants in this composite, rather than the 25 suggested 

by Northcutt for statistical stability and to reduce the possibility of one participant’s 

views being dominant, the system that is portrayed may not be generalizable to the larger 

population of medical social workers. As four of the five sessions were group, rather than 

individual, activities, the composite also reflects the consensus of the group’s reality and 

a subordination of the individual in the group setting. This was predictable as there is a 

presumption that each small group reflects a shared reality in their respective work 

environments and as medical social workers in acute care settings. One of the purposes of 

participatory research and the IQA process is a shared construction of the system as a 

“mindmap” of the reality of social work using the range of meaning developed in each of 

the clusters or affinities. It does reflect the systemic view of the participants’ experience 

as social workers in hospitals today. The SID is discussed in Chapter 6. 



 188

 

Figure 5.42. System Influence Digraph (SID) 
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Chapter 6 

Discussion 

 

The primary research question for this study asked to what extent, if any, do 

changes in the health care environment influence the identity, competency, and autonomy 

of hospital social workers. The major changes that have taken place in the American 

hospital environment began with the implementation of cost containment measures such 

as the federal government’s implementation of the Diagnostic Related Groups (DRGs) 

and reduced inpatient length of stays. The research question is important because 

hospitals have historically been among the oldest, largest, and most respected settings for 

social work practice. Traditionally, social work services existed in organized, centralized 

departments under a social work manager. Over the past decade, major changes have 

included a widespread move from free-standing nonprofit or governmental institutions to 

multi-hospital for-profit chains; the initiation of case management and managed care in 

the form of organized, commercial financial plans to control access to services; reduction 

in centralized departments; increases in merged departments containing multiple 

disciplines to provide support services; and increases in the number of supervisory staff 

who are not social workers. Although the profession, through its affiliation with the 

NASW and the SSWLHC, has been tracking changes in hospital structure since 1992, 

there has been little research on the effect of these changes on social work practice. The 

professional literature (Berger, 2001; Berger & Mizrahi, 2001; Herbert & Levin, 1995; 

Mizrahi & Berger, 2001) suggests that social workers in hospitals have not been willing 
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or able to change, and that social work identity in health care remains poorly defined and 

at risk for reduced competency and autonomy in the new health care environment. 

Nationally and internationally, the literature (Berger, 2001; Berger & Mizrahi, 2001; 

Herbert & Levin, 1995; Mizrahi & Berger, 2001) suggests that social work in hospitals 

may be endangered unless social workers are proactive and positive, building both a 

power base and a knowledge base for practice. This literaturealso suggests that social 

workers can reclaim previous domains of practice through effective management and 

skills. A few social work managers in the national surveys viewed case management as 

an opportunity; however, the profession of nursing is viewed as a threat to social work 

practice when program supervisors are nurses (Mizrahi and Berger, 2001). In addition, 

the reduction-in-force for social work managers could have implications for social work 

education, as there will be fewer opportunities for placement and less supervision for 

developing social work practitioners. The existing generalist social work curriculum, 

according to social work managers, does not adequately teach social workers counseling 

skills. Bartlett (1940) recommended that social workers study the hospital environment 

and their reactions to it in order to develop a defined identity for social work in health 

care systems undergoing structural changes. Germaine (1980), in the ecological model, 

defined identity, competency, and autonomy as core elements of social work’s 

adaptedness or adaptations as a profession in health care. This study’s initial appraisal 

asked, “What is going on?” with social workers’ professional identity, competency, and 

autonomy, specifically for those working in hospitals. To demonstrate how the changed 

hospital environment has influenced identity, competency, and autonomy for social 
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workers in acute care settings, 31 social workers from thirteen hospitals across Texas 

participated in a concept mapping exercise to develop a picture of social work practice in 

hospitals today. 

The findings of the concept mapping process revealed fifteen major conceptual 

themes identified by the participants in the study. Those fifteen themes constituted the 

participants’ “typical day,” and were measured for frequency, importance, knowledge 

acquisition, and decision-making. The 13 demographic variables allowed the themes and 

their measurement ratings to also be compared according to the type of departmental 

structure for social work services, the primary supervisor for social workers in the 

department, and the characteristics of the social workers in the study. The Concept 

System© considered the pattern match between the rating scales and the demographic 

variables, allowing comparison by groups. The correlational statistics reflect the 

consensus between the groups and the rating scales to reveal the influence of 

departmental structure and the supervisor’s profession on the participants and their social 

work practice. The 15 themes were described and compared through the sorting and 

rating process and connected in a system of influence. The system influence digraph 

(SID) reveals how the participants perceived that these themes interrelate as a system, 

identifying the themes that act as “drivers” and outcomes and the feedback loops within 

the system. The SID presents a “road map” for social workers as they work their typical 

day providing social work services in the hospital setting. A theory emerges, grounded in 

the data, from the concept mapping process. This chapter discusses the results of the 

process and their meaning to the participants in the study. The participants wanted the 
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social work profession and social work educators to have a picture of the current 

person:environment fit of the profession in health care. The possible consequences of the 

appraisal are discussed in chapter 7. 

The participants in this study confirmed, at least regionally, earlier research 

findings with managers nationally (Berger, 2001; Berger et al., 1996) that practice in a 

merged department is commonplace for social workers in hospitals. The structure most 

often reported was a merged department. Nurses supervised nearly half of the 

participants. Social work assignments were equally split between those working across 

the many product lines in the hospital (assigned to provide general coverage to many 

hospital service areas) and those assigned primarily to specialty units such as obstetrics, 

oncology, orthopedics, or emergency services. Five participants provided coverage across 

hospital sites within their systems. Sixty-nine percent (9 of 13) of the hospitals where the 

participants were employed were described as “private/nonprofit.” When completing the 

demographic questions, participants were often uncertain how to describe their hospitals’ 

corporate structure because of mergers and acquisitions of the hospitals, including those 

belonging to cities or counties. The 1998 national studies (Berger, 2001) reported 

turnover or change in managers, and this Texas study also found that there were many 

social workers without longevity in their settings. Nearly 50% of the participants had 

been employed for less than three years, and nearly 75% had been employed for less than 

five years. Those with long-term employment raised the mean average of years of 

experience in health care to 9, but five participants had just two years of experience in 

health care settings and only five years of total social work experience. The participants 
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were predominately monolingual and held MSW degrees, although nearly 25% of the 

sample was bilingual, speaking English and Spanish. Two participants were male; 

however, women accounted for more than 90% of the data. Therefore, in discussing these 

results and their implications, feminine pronouns are used. 

Systemic Influences: Touring the Model 

This study encouraged the participants to consider each of the dimensions of their 

daily work as part of the environment for social work practice in hospitals. The SID is a 

strong (80% or more) representation of the model of practice for the sample in the study 

that considered the relationships between the themes. Exploring the relationships among 

the themes of practice, the participants perceived that three themes, Busy 

schedule/overworked, Anxiety, and Irritations and annoyances, drove their system of 

hospital social work practice. These themes of their daily experience set the tone for their 

interventions with patients and their families. The labels the participants applied to these 

themes suggest that they approached their work expecting that the environment would 

offer challenges or stressors. There was a sense of tension because of their frustrations, 

many uncertainties and pressures, too little control over scheduling and time 

management, and lack of recognition. They noted that these issues were often not 

addressed, and were issues they tried “not to take home.” There was a pervasive attitude 

that they were never able to complete the workday and construct a boundary between 

their professional and personal lives. The workday began in the hospital parking lot with 

beepers notifying them that work was already piling up. They found a day of normal 

“crises,” with late afternoons and Fridays particularly tough, perceiving inadequate 
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administrative support. The three themes (Busy schedule/overworked, Anxiety, and 

Irritations and annoyances) represent their professional mood. Some participants 

experienced an adrenaline rush, a sense of excitement from being in demand and always 

having new challenges. However, the majority of the participants’ statements suggested 

that stress was a constant companion. They arrived at work aware that the environment 

was harsh and they recognized, at least theoretically, that these emotionally-charged 

factors influenced their primary goal of Bridging Gaps. 

Bridging Gaps by making a difference for those with the fewest resources is the 

outcome in the SID. The participants recognized that their purpose was to promote health 

care and resource availability and accessibility. They knew that they would be dealing 

with the most difficult social situations as ongoing problems. The patients and their 

families that they treated often had little income, no insurance, and no regular health care. 

To bridge gaps, the participants identified four moderating or secondary themes: 

Organization among chaos, Sensitivity and support, Advancing the profession and 

Interviewing skills. Organization among chaos included the skills to make sense of their 

organization by effective use of technology to communicate, to complete statistics, and to 

understand multiple referral points and the workings of managed care. They already 

perceived Anxiety coming into the system, and they experienced limited control of the 

environment (as indicated by their low sense of autonomy in decision-making in 

Organization among chaos.) They started their workday uncertain of their competency to 

make any significant change in the system. In addition to organizational knowledge, the 

SID indicates that the participants also understood that their hospitals were emotional 
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pressure cookers for patients, families, and staff. Participants understood that they had to 

have empathic skills to support their patients, as well as the knowledge to relate their 

patients’ needs to insurance providers and quality assurance staff. To be effective, the 

model recognizes the emotional intensity of the environment and demands strong 

organizational intelligence. 

The participants stated that these themes demonstrate that it is essential to market 

social work, mentor students, and attend advanced training for Advancing the profession. 

By “keeping on my toes,” these social workers developed more effective Interviewing 

skills and Assessments. Assessments is the pivot variable of the two major loops of the 

SID. Assessments pivots to Communication with agencies and team or Short term 

counseling. 

Communication with agencies and team and Short term counseling both 

influenced Team work. Team work involves caring for the people you work with and 

involves advocacy for those with less voice. In the model, the participants recognized the 

complexity of the problems and that, frequently, the general outlook of everyone in the 

system was negative, believing that a solution was unavailable. In this affinity, they were 

building relationships by reaching out and creating partnerships with families, their social 

work colleagues and, occasionally, other hospital personnel and local agencies. Team 

work often meant mutual goal-setting. Team work tended to include an educational 

component to ensure that everyone was “on the same page” for the discharge plan. 

Collaboration existed with other social workers and with patients and families. 



 196

The social worker who communicates with networks of families, other hospital 

personnel, and local agencies expands the team. However, for the social workers in the 

study, Team work was usually discipline-specific, restricted to working with other social 

workers and not with other health care professions. To participate in Team work activities 

was viewed as an independent practice decision, a personal and professional choice over 

organizational or departmental expectations. Participants recognized that Team work 

enhanced discharge planning, and that it was important, but it was also not frequent. 

Instead, the discharge plan was more narrowly defined. The participants focused on the 

immediate needs of the individual patient and her family rather than on more systemic 

needs and solutions. This is consistent with previous research on social work professional 

identity reflecting a value shift from a larger to a smaller perspective as social workers 

practice over time in the changing health care system (Carpenter & Platt, 1997). 

Empowerment in recognizing patients’ self-determination was identified as Team work 

and Rewarding, but not as Interviewing skills or Assessments. 

Discharge planning attempted to standardize care by directly linking patients and 

their families to community services (such as transportation, other social service 

agencies, and levels of health care that are specialized for post-acute care hospitals). 

“Safe discharge plans” to reduce unnecessary admissions was the activity of Discharge 

planning/thinking ahead. Since the theme included “thinking ahead,” participants showed 

that they were very aware that they needed to understand specific access requirements 

and anticipate needs and solutions. Patients were to make “informed choices” of available 

resources. The goal for the participants was patient empowerment in decision-making. 
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The theme reflected a great deal of time spent in “indirect” services (using the telephone 

rather than discussing face-to-face with patients and families) and knowledge of 

community resources and treatment process according to diagnosis. Without funds to pay 

for care, the options for patients were increasingly limited. If the hospital did not get paid 

for social work contacts with community agencies, and the participant had little practical 

experience with facilitating a more responsive system and empowerment beyond her 

classroom training and her social work colleagues, the opportunity to improve patient 

outcomes was less likely. This research suggests that professional values and skills to 

make systems more accessible and effective were displaced for these participants in their 

new environments as a result of the structural changes in health care. 

The affinity, Discharge planning/thinking ahead, leads to outcome: Bridging 

Gaps, meeting the needs of patients with complex social issues. Bridging Gaps, like 

Discharge planning/thinking ahead, involved coordination of care. Participants had to be 

skilled in identifying what could actually be done each day. The participants were not 

interacting with families. The theme involved research and an understanding of 

administrative processes within the hospital. Bridging Gaps spanned hospitals’ 

organization and communities’ resources and was the outcome of the daily work in the 

model. Bridging Gaps implies getting results for patients with the fewest personal and 

social resources and communicating with hospital administration. Bridging Gaps 

influenced how the participants perceived the Rewarding components of their work and 

their Consultation in the system. As the participants moved through their day, they 

internalized whether or not they had been successful at Bridging Gaps. A successful day 
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produced Rewarding statements. If they felt they had learned something new and had 

taught others about issues and outcome, then they felt rewarded. They also felt 

Rewarding if they had somehow modified the way social work was implemented in the 

hospital; for example, when they educated staff about appropriate and inappropriate 

referrals. Rewarding pivoted back to influence Team work or Consultation. Consultation 

as a theme was perceived positively. In Consultation, the participants received referrals 

because they were competent, knowledgeable, and willing to get involved. In 

Consultation, the participants perceived themselves as peers of physicians and as 

professionals with expertise, particularly in the problems of child abuse and adult abuse. 

Their success with discharge planning and Bridging Gaps influenced their perceptions of 

what was Rewarding about their work, but it also influenced Consultation. This follows 

logically that there should have been an increased frequency for Consultation if the 

outcomes for patients improved as a result of social work intervention. Consultation 

returned as an influence to Organization among chaos. 

Recursions or Feedback Loops 

Within the SID model of practice, three feedback loops emerged: a Liaison Loop, 

a Counseling Loop and a professional Maintenance Loop. The Counseling Loop and the 

Liaison Loop have the same themes, except that each circle or loop includes one different 

conceptual theme: either Short term counseling or Communication with agencies and 

team. The loops begin with Organization among chaos making a chain of connecting 

factors. The loop containing Communication with agencies and team is discussed as the 

Liaison Loop. The loop containing Short term counseling is discussed as the Counseling 
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Loop. Inside each loop is a smaller loop consisting of four themes: Team work, 

Discharge planning/thinking ahead, Bridging Gaps and Rewarding. The smallest loop is 

labeled the Maintenance Loop. Each of these loops influences the system of direct 

practice within acute care settings as circular causality. The loops are also influenced by 

environmental structure (department, supervisor) and personal characteristics of each 

participating social worker. The SID and its recursive loops have implications for social 

work identity, competency, and autonomy, particularly in the current environment of 

merged departments. 

The loops are driven by the three themes: Busy schedule/overworked, Anxiety, and 

Irritations and annoyances. Within the model, these are indications of professional mood. 

Professional mood influences the Counseling Loop and the Maintenance Loop, as 

illustrated in Figure 6.1. 

 
Figure 6.1. Liaison Loop containing Maintenance Loop 

 

Key 

Professional mood: Busy schedule/overworked, Anxiety, Irritations and annoyances. 
Maintenance Loop: Rewarding, Team work, Discharge planning/thinking ahead, 
Bridging Gaps. 
Liaison Loop: Organization among chaos, Sensitivity and support, Advancing the 
profession, Interviewing skills, Assessments, Communication with agencies and team, 
plus Maintenance Loop themes). 
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Liaison Roles 

The Liaison Loop directs social work practice beyond the walls of the institution 

and the immediacy of the problems presented for the hospitalized patient and her family. 

The primary activity of the participants was discharge planning. Up to this point, the 

social workers were responding to their day based on bed census, organizational 

priorities, the needs of the hospital staff who are also experiencing grief and loss, their 

professional obligations, and their clinical skills in interviewing and Assessments. 

However, Communicating with agencies and team links the inpatient environment to its 

referral sources and the legal structures that affect patient care. Most of the participants 

communicated primarily with doctors. They did not act as a link between child protective 

services, the police, or even the smaller hospitals or health care systems that referred their 

patients. They no longer assumed a service role acknowledged to be within the social 

worker’s most competent domain (Kulys & Davis, 1987) or considered by physicians and 

social workers in rural health care settings as important for community development to 

benefit their patients (Egan & Kadushin, 1997). Their knowledge of the inner workings 

of these systems was limited to the participant being a referral to, rather than planning 

with, the outside systems for continuing care. Someone else might have fulfilled these 

tasks, although the study did not address who or what occurs. 

Nothing in this study indicated that the participants took on leadership roles to 

develop new services or to link systems of care. When hospitals are often not owned or 

managed locally, the issue of community importance to health care needs further 

exploration. Despite the emphasis on the increased need for public health services and 
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local preparedness of communities to meet environmental threats and to serve an aging 

population with chronic disease and less financial coverage, there were few linkages 

developing to create a comprehensive system within the four geographic regions of the 

study. In the theoretical model for this study, the participants made a connection between 

making sense of their organizations, participating in professional training or continuing 

education, and linking to communities and their agencies and programs. The Liaison 

Loop reflects two critical generalist practice skills: advocacy and innovation. Within the 

loop, social workers may be recognized as resources for the organization and the 

community. They become involved in program development, not only for their individual 

patients’ needs but also for the well-being of their organizations and their communities. 

Within the profession of social work, service to the community is part of ethical behavior. 

Social workers who are building these links with law enforcement, referral sources, and 

child protection are more likely to know resources and community needs than those 

primarily engaged in working solely with individuals. They take on leadership. To do 

this, the social worker must address job security, self-concept, professionalism, and 

issues of power (Carpenter & Platt, 1997; Germain, 1984). 

The Liaison Loop occurred less frequently than the Counseling Loop, and was 

perceived as less important. The participants also expressed that they had less autonomy 

in the Liaison Loop and less knowledge about the relationships. For the participants, it 

was a feedback loop demonstrating that if they were not confident enough in their skills, 

their authority, or their job security to step into a Liaison role, liaison occurred less often 

and was determined to be less important. They indicated that they had received very little 
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preparation in their social work education for the Liaison role, and it had not received 

attention in their continuing education. There was more “power” associated with the 

Counseling Loop; it was perceived as more autonomous practice, receiving more 

attention in their college education and their continuing education. Participants rated their 

individual work with patients as far more important than work with agencies and teams. 

The Liaison Loop also differs from the Counseling Loop in the perspective of the 

team. Team work only included statements about collaboration with other social workers, 

not statements about interdisciplinary meetings. Meetings attended by participants were 

listed under Busy schedule/overworked as diverting their attention from patients’ needs. 

From this perspective, efforts to focus on the organization’s needs were less important 

than service provision to patients and their families. Team work involved advocacy for 

patients’ rights and help to locate resources. It also involved outreach to social work 

peers, rather than to those in other disciplines. Viewed as an independent practice 

decision, Team work was viewed more as a request for help for themselves as a social 

work group than as members of the hospital organization. Team work could be viewed as 

peer supervision for those in the Counseling Loop, or to enable a discharge plan to be 

developed in the Liaison Loop. Team work is “brainstorming” to obtain resources. 

Counseling Roles 

The Counseling Loop (Figure 6.2) emphasizes primary relationships with patients 

and their families, in contrast to the Liaison Loop where participants interpreted patients’ 

needs and hospital services to either the referring agencies or community authorities. 

Within the Counseling Loop, participants described opportunities to listen to and discuss 
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how patients’ lives would be affected by their physical status. The counseling 

opportunities revolved around “self-direction” to respond to a new diagnosis or end-of-

life issues. Advance directives, feelings about nursing home placement, or the 

involvement of child or adult protective services were part of Short term counseling 

activities. Counseling was not a frequent activity for any of the participants, although it 

was prioritized as a very important independent practice decision. The emphasis was on 

Interviewing skills, Assessments, and provision for Discharge planning/thinking ahead. 

 

Figure 6.2. Counseling as a system of hospital social work 
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The Counseling Loop reflects an entirely different attitude from that of the 

Liaison Loop. In the Counseling Loop, the participants took a path that was 

psychodynamic, focused on feelings. Counseling required time, although certainly it has 

become limited by shortened length of stays. In the Counseling Loop, the participants 

were much more concerned with their patients than with the patients’ families, based on 

the statements included in the theme. The Counseling Loop is a model for brief therapy in 

the hospital. This model suggests that counseling is far more likely when a social worker 

has already established her reputation as competent, and when social work services are 

well established within the hospital system. Otherwise, social workers will bump up 

against stereotypical views that other disciplines are better prepared to discuss 

psychological aspects of illness with patients. Based on the ratings, the Counseling Loop 

was highly valued by the participants, requiring skill and autonomy. A comparison can be 

made to social workers in private practice who are sought for their individual expertise, 

and who consider themselves to be the professional peers of physicians. Although active 

in discharge planning to facilitate post hospital services, the Counseling Loop themes 

suggest that the participants viewed their role as therapeutic. 

Maintenance Roles 

After the discharge plan was developed and implemented, participants reflected 

on priorities. The professional Maintenance Loop demonstrates their priorities for job 

satisfaction: Team work, Discharge planning/thinking ahead, Bridging Gaps, and 

Rewarding, as illustrated in Figure 6.3. 
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Figure 6.3. Maintenance Recursive Loop 

 

 

The participants rated Team work and Rewarding as their most independent 

practice decisions and placed these four within the top five themes for frequency. They 

reported educational preparation and importance for these themes in their work, although 

Team work and Rewarding were rated as more important than their educational 

preparation for these elements in their work day. There is little correlation between 

frequency and autonomy in decision-making for these themes. However, it does appear 

that the participants found reasons to come to work every day: they found personal 

satisfaction in what they did; they were prepared educationally; and their work was 

important to them. Job satisfaction occurred in this loop. As a theme, Rewarding 

indicates a teaching/learning mode: sharing information and gaining new knowledge. 

These findings for job satisfaction are similar to the themes found by Kadushin and Kulys 

(1995) with social workers in acute care: job challenge, concrete resource provision, 

autonomy, and ability to help patients and their families. Rewarding and Team work 
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reflected high autonomy as independent actions in the hospital social work system. These 

participants perceived these themes as decisional choices, actions that they chose. They 

reported these activities as less frequent in their current work. At the same time, they 

perceived less autonomy in Discharge planning/thinking ahead and Bridging Gaps. The 

high autonomy for these social workers was in Rewarding and Team work, while the 

diminished autonomy in Discharge planning/thinking ahead and Bridging Gaps 

negatively influenced their professional maintenance. Discharge planning, with its 

specialized knowledge of community resources and specific outcomes, despite the 

system’s influence on the workers’ decision-making autonomy for practice decisions, 

remained Rewarding for the participants. 

When placed within the larger system, the model suggests that when the 

participants experienced little autonomy as they made sense of their organization, 

provided support to their colleagues, communicated with outside agencies, and responded 

to requests for Consultation, they looked for job satisfaction from their work with 

patients and their families, but may have been disparaging of the hospital setting as a 

place to work. If participants valued the Counseling Loop over the Liaison Loop, and 

perceived limited opportunity to offer counseling or experienced little autonomy in the 

counseling services offered, the model suggests that they would perceive fewer internal 

rewards. The model also suggests that social workers in the Counseling Loop seek 

Consultation from their social work peers and seek advanced clinical skills for 

counseling. These are social workers who strive to develop specific expertise for specific 

medical conditions. If there is no reinforcement to do this, the work environment is not 
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perceived as positive. If participants’ expertise was not recognized by their hospital 

systems, and the participant perceived little opportunity to advance personally and 

professionally, the SID suggests that professional Maintenance is reduced for both the 

individual and for hospital social work as a practice specialty. This may explain a 

comment made by a participant that she felt hesitant for the researcher to speak to social 

work students about this study because the impression of medical social work would be 

too negative! The structure of the work place does impact the Maintenance Loop and the 

Rewarding aspects of the work. 

The ecological model recognizes reciprocal relationships and a loop of influences 

over time, as continuous transactions that shape the ongoing process of hospital social 

work. In the model, appraisal determined if “what is going on” was perceived as a 

challenge or a stressor. Within the model, coping with unpredictable events was 

described as more difficult than coping with predictable ones, and lack of control had 

profound effects. The Hospital Social Work SID model reflects participants’ individual 

coping styles and the environmental and personal resources they used to build a niche for 

themselves or to relocate to a different environment. 

To deepen understanding of this model, the following sections of this chapter 

explore and discuss the environmental and personal resources the participants brought to 

their practice. This appraisal (Germain, 1984) considers the ecological fit between social 

workers and their resources, and tries to understand what has happened and how social 

workers may be coping. The secondary appraisal of “what can be changed” through 

interventions in social work education and social work practice in health care are 
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discussed as implications and recommendations in chapter 7. If perceived as “stress,” the 

response of social workers may be negative feelings and immobilize the individual social 

worker and have negative implications for social attribution. The SID as a model for 

prediction suggests that the current hospital social work practice environment has 

externally-generated stressors that are influenced by professional mood and affect 

professional ability for Bridging Gaps and truly change outcomes for the people served 

and lead to personal job satisfaction. 

Environmental Influences: Structure 

This study confirms that organizational structure does impact social work 

practice. When comparing merged departments to centralized departments, participants in 

merged departments were much less likely to work toward Advancing the profession 

through continuing education, supervision of student placements, or “selling social 

work.” They experienced fewer rewards, practiced less Team work, and experienced 

more Anxiety. Discharge planning/thinking ahead was the primary activity. They placed 

less importance on their activities as consultants, on making sense of their organizations, 

or on Advancing the profession. They also reported that they received minimal 

professional education within course content or in-service training to respond to the 

stressors grouped as Irritations and annoyances and Anxiety. They described that they 

were unprepared to work in a host setting and, in comparison to their peers in centralized 

departments, they reported less preparation for Team work. They also reported less 

attention to Sensitivity and support (responding to the “feeling” or emotional content of 

their work and how to relate this information to insurance reviewers) or Consultation. 



 209

Participants in merged departments considered the emotional content of their work to be 

more important than did their peers in the centralized departments, but they also reported 

that they had fewer opportunities to act as “bereavement specialists,” respond to loss by 

patients and families, or offer support to hospital staff in the form of assistance with 

referrals and financial and emotional problems. 

Communication with agencies and team was the least frequent activity, regardless 

of department structure or unit assignment. As a composite, the most frequent social 

work activities were Interviewing skills, Discharge planning/thinking ahead, and 

Assessments. These were the most frequent whether or not the participant worked in a 

merged department or was assigned to a specialized unit, as long as she worked in a 

single hospital site. If she worked in more than one hospital, Bridging Gaps or seeing 

those with the least resources was more common than Assessments. Those working in a 

single hospital described Busy schedule/overworked as least frequent. While the pattern 

matches were strongly correlated between settings, Discharge planning/thinking ahead 

was the most frequent theme in merged departments. For the majority of the participants 

therefore, discharge planning was the most frequent social work activity, and, while 

frequently arranging placements and home care, none communicated often with referring 

systems and outside agencies other than physicians. The responses of the participants 

from both organizational structures had the least autonomy in Organization among chaos. 

They perceived that they had less control or power in their interactions with 

administration and in the daily reports they generated and responded to as referrals. They 

reported the same educational preparation to make sense of their organization. 
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The social work profession must develop the credibility and identity of social 

workers as resources within hospital organizations and communities. The SID identifies 

the Liaison Loop as an avenue for Bridging Gaps, as did Germain (1984) when she 

addressed social work in health care. Germain suggested that the liaison role requires a 

sense of comfort in one’s professional identification. The findings of this study indicate 

that Communication with agencies and team is not a frequent activity. Some participants 

considered this theme to be out of their domain, to be done by someone else, yet the 

focus groups identified these activities as part of their typical day. This suggests 

awareness of this Liaison Loop as appropriate social work activity and as a personal 

activity within the hospital system, consistent with the social justice perspectives of 

social work as a profession. The participants in centralized departments placed greater 

importance on Organization among chaos. Few of the participants felt empowered within 

their organizations. Although committed to identifying patient needs and offering 

support, they felt as though they were offering “Band-Aids” for the immediate individual 

needs. While they were aware of the Liaison Loop, social justice activities were not a 

priority for the participants and were not part of their current professional identity in the 

merged departments. 

In terms of credibility in Consultation and offering employee assistance to 

hospital staff, participants from merged departments did not have a visible identity as a 

resource in the ratings of frequency or feel that they had the autonomy to offer the 

service. They had less autonomy in following the Counseling Loop, as they had less 

autonomy in Interviewing skills, Assessments, Short term counseling, and Discharge 
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planning/thinking ahead. They reported a lower level of preparation for both Sensitivity 

and support and Consultation. 

These participants worked in merged departments under nursing supervision, and 

many had been in their positions fewer than three years. Within this context, 

organizational structure affected participants’ identity, competency, and autonomy. The 

scope of practice appeared quite different according to department structure. The change 

to a merged department definitely presented a life stressor for these social workers. 

There are other similarities related to department structure. Participants received 

minimal education to respond to their Anxiety about workplace demands. Assessments 

was their most important activity, and they reported that they received the most 

educational preparation for this aspect of their daily social work practice. Team work was 

the most independent activity for the majority of these participants, followed by activities 

they viewed as Rewarding and Advancing the profession. They perceived these themes as 

independent practice decisions expected of social workers. They rated Team work and 

Rewarding as more important than Advancing the profession through continuing 

education, providing training for social work students, or marketing. They found their 

work Rewarding, but attending a continuing education program, training other social 

workers, or “selling social work” across the hospital happened very infrequently. 

When the patterns were matched across the ratings, these participants perceived 

very little match between what they did, their knowledge for the activities, and their 

autonomy in their actions. The picture that emerged was of a trained workforce that 

perceived little relationship between what they knew and did, and their authority to do the 



 212

work. The workforce was separated from both hospital administration and the insurance 

industry in reporting its work and its impact on patient care. While they rated these 

activities as less important, they also reported that they had less discretion in their 

actions. They communicated with physicians but did little liaison work with systems 

outside the discharge planning network. They had little contact with law enforcement, 

child protection, or even the referring facilities and communities. The findings are similar 

whether the participant was new to her setting or experienced, although the experienced 

participant reported more frequent Team work. 

As a composite, these participants did not receive specialty training after their 

formal social work education, even though health care is generally considered a specialty 

practice requiring specialized knowledge (Cowles, 2000; Kerson, 1981; Lewis, 1982). 

The knowledge and skills used in their daily work were not obtained from either their 

profession’s continuing education or multidisciplinary training. The study also revealed 

that participants perceived that social work education and its continuing educational 

components failed to prepare them for an environment filled with structural change, 

stress, competing disciplines, and greater concern for physical health than psychosocial 

health. Therefore, their skills as hospital social workers were not increasing, a concern 

identified by managers in the national studies (Berger & Mizrahi, 2001). The participants 

were providing clinical services to patients but were not building on their skills, teaching 

other social workers, informing administration or third party payers, or communicating 

with the community that links health care to law enforcement, child protection, or 

agencies that transfer patients to hospitals. 
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When it came to Bridging Gaps for patients and families with limited economic 

and continuing medical treatment resources, the participants continued to be skilled at 

Assessments and believed that they were effective problem-solvers, willing to “do things 

others refuse to do” and that were “diplomatic” patient advocates. The study suggests that 

despite these skills and their belief in their efficacy, an outcome within the system of care 

is that patients, hospital administrations, and insurance carriers do not recognize social 

workers as vital to hospital services or to health care. These findings indicate that the 

participants were not cementing their place within hospitals as experts in psychosocial 

care, as predicted by the worried scholars and managers in earlier studies (Berger, et al., 

1996; Borgman & Caito, 2001; Egan & Kadushin, 1995; Globerman & Bogo, 1996; 

Herbert & Levin, 1995; Kulys & Davis, 1987; Michalski, Creighton, & Jackson, 1999). 

As “go between” professionals (Austin, 2001), the participants were isolated within their 

systems, from their profession, and from policy decision-making. The experienced 

workers reported greater frequency at Bridging Gaps. Within this study, however, nearly 

50% of the participants had been working in their hospitals for less than three years. 

While individually the participants may have been highly effective, collectively their 

message was of anonymous, not autonomous, practice by social workers who do not 

function as a specialized discipline to improve health care outcomes for those with the 

least resources. 

Nurse or Social Worker as Supervisor 

This study also reveals that work experiences are different whether supervision is 

provided by a nurse or by a social worker, particularly in merged departments. 
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Participants supervised by social workers also viewed Discharge planning/thinking 

ahead as their most important activity. While discharge planning remained the 

predominant activity for participants supervised by nurses, there was less Team work, 

fewer Rewarding activities, less Consultation, and less Advancing the profession. Having 

a nurse as a supervisor affected their perception of what was important. They reported 

Team work, Rewarding, Consultation, and Advancing the profession as less important 

activities as well. The messages were “Do your job well,” and “Work smarter,” but there 

was little sense that their daily experiences offered much Maintenance Loop opportunity 

to make the current system more responsive to patient needs. 

Participants with nurses as supervisors reported no formal training or preparation 

for Irritations and annoyances, and no additional training beyond their social work 

education. It appears that participants with social work supervisors perceived their 

supervisors to be more likely to acknowledge multidisciplinary or interdisciplinary 

stressors in the workplace and to offer in-service education or continuing education on 

this dimension of their daily work. While the participants may not have learned from 

course content to prepare for host settings, social work supervisors did seem aware of this 

need. In this study, building skills in Short term counseling was less likely with a nurse as 

supervisor. If the participants had a social worker as a supervisor, they received advanced 

training in Short term counseling from the supervisor after they joined the staff. These 

participants reported more autonomy in Short term counseling, Discharge 

planning/thinking ahead, Assessments, Interviewing skills, and Advancing the profession 

than their counterparts with nurse supervisors. 
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When matched for frequency and autonomy, participants with nurses supervising 

merged departments experienced an inverse relationship in their activities. In other 

words, the more they performed an activity, the less decision-making autonomy they had. 

Team work, Rewarding, Advancing the profession, and Anxiety were reported as the most 

autonomous but were far less frequent. Discharge planning/thinking ahead, Interviewing 

skills, Assessments, Bridging Gaps and Organization among chaos were the most 

frequent; however, as their frequency increased, the participants perceived that they had 

less decision-making autonomy. The inverse relationship also existed between 

supervision and each of the remaining rating scales. Participants with nurses as 

supervisors had less autonomy in the areas they rated most important. They also had less 

autonomy in decision-making for the activities emphasized most in their social work 

education. 

For the participants working in merged departments with nurses as supervisors, 

the activities they considered the most important and were most prepared to do were not 

autonomously practiced in the setting but constrained and authorized by the 

organization’s administration, particularly nursing administration, not by an attending 

physician. Although prioritized as both important and frequent, participants’ contact with 

treating physicians was adjunct to their decisions on their intervention. The 

organizational hierarchy, not an attending physician, affected social work practice. While 

participants prized their ability to use the environment to meet patient needs and promote 

more responsive systems, they did not empower themselves or their patients, even when 

“advocating for patient rights.” The results indicate that the participants from merged 
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departments with nurses as supervisors experienced fewer rewards and had less control of 

client referrals or outcomes than those supervised by social workers. 

Language Skills: Monolingual or Bilingual Status 

While having a nurse supervisor negatively impacted the autonomy of 

participants, bilingual participants had an even more difficult position than their peers. 

The bilingual participants experienced an inverse relationship between the frequency of 

the work and their autonomy, while the participants not using a second language did not. 

While the English-only participants perceived a positive relationship between their 

control of the daily factors in their professional work, the Spanish-speaking participants 

described that they had less control in decision-making over what they did the most often, 

the clinical tasks. The evidence is that the perceptions of the bilingual social workers 

were quite different from those of their monolingual peers. The bilingual participants 

with nurses as supervisors had a greater negative correlation, as did the bilingual 

participants in merged departments. Only one bilingual participant had a social worker as 

a supervisor. While one participant cannot be representative of all bilingual social 

workers with social workers as supervisors, the correlation between the frequency and 

autonomy was moderately positive. Working in merged departments, bilingual social 

workers with nurses as supervisors had negative consequences for their autonomy. 

During the study, one of the bilingual participants changed positions to a larger 

department with a social worker as departmental supervisor. This suggests that she was 

attempting to regain some of her professional autonomy by working in an environment 

she perceived as more supportive of social work. 
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The bilingual participants, however, perceived more independence in their role as 

consultants than the monolingual participants. They also experienced Anxiety less 

frequently despite the inverse relationship between the frequency of their activities and 

their decision-making to respond. The bilingual participants were busier and more in 

demand. The bilingual social workers had less control over the clinical aspects of their 

work, and yet were called on as consultants more often. They were heavily involved in 

Bridging Gaps and Organization among chaos, meaning that they were seeing the 

patients with the fewest resources and developing plans to obtain medications and follow-

up care, and interacting more frequently with the multiple referrals generated 

electronically, by unit directors, social work peers, physicians, and families. 

In an environment where many health providers are unable to speak the languages 

of their patients, bilingual social workers should be highly valued as skilled professionals 

and problem solvers. This research suggests that bilingual participants did not feel that 

they were recognized within their institutions. In contrast to their skills, they had less 

decision-making authority and fewer chances to advance their own skills, supervise 

students, or communicate with outside agencies and team. They perceived the least 

autonomy in Discharge planning/thinking ahead. They perceived solutions or options to 

be constrained and prescribed within the organizational hierarchical system. Yet, in 

contrast to their monolingual peers, they perceived a greater level of autonomy in their 

decision making in Consultation and Bridging Gaps, so they may have felt more 

empowered than their colleagues within the organization to control their time and 

referrals. 
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The bilingual participants also reported more Advancing the profession activities 

in addition to their involvement with Bridging Gaps and Organization among chaos. 

These social workers made “marketing” social work a priority, as well as meeting 

patients’ needs. They experienced less Anxiety, so it appears that they had an 

understanding that it was not their failure to get the job done that was a factor in their 

daily experiences. They were probably more secure in their jobs, especially with the 

rising demand for bilingual health care providers. These participants evidenced strong 

professional identity and a commitment to increasing their competency. Two completed 

the MSW degree during the research process. Two were recruited while attending a local 

NASW meeting. One observation made by the researcher is that these individuals were 

often the ones who made the extra effort to participate in the study: three recruited 

additional participants and drove long distances to attend the meetings to determine the 

interrelationships between the affinities that became the model. 

Social Work Degree 

This study found a strong correlation or agreement between the BSW and MSW 

participants on the daily activities when rated for frequency. The BSW participants 

emphasized discharge planning. The MSW participants indicated that their primary daily 

activity was interviewing patients to determine needs and satisfaction. MSW participants 

were more involved in Short term counseling, Communication with agencies and team, 

and Bridging Gaps. This indicates that MSW participants emphasized different skills in 

their hospital work. While previous studies expressed concern that hospitals would staff 

with BSWs who are less expensive and less prepared for counseling (Egan & Kadushin, 
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1997; Herbert & Levin, 1995), it appears that the advanced training and skills of MSWs 

were reflected in their activities in the hospital. The BSWs appeared to have a greater role 

in providing “concrete services” such as transportation, placement, and equipment. 

The BSWs reported more Team work and Rewarding activities, but they also felt 

more Irritations and annoyances, felt a greater sense of Busy schedule/overworked, and 

were less likely to Communicate with agencies and team. They also reported less 

educational preparation, indicating that they received no specific course content within 

their educational training to handle the workplace demands. Competency in use of the 

professional self, or the interface between the individual social worker and the 

organization, was an under-developed skill for BSW participants. They may have sought 

supervision and support from their colleagues and felt the work was Rewarding, but will 

be at greater risk for “compassion fatigue” if there are no organizational supports for 

social work. 

For the BSW participants, the professional affiliation of the supervisor becomes 

important in maintaining an identity as a “social worker doing discharge planning” rather 

than as a “discharge planner,” and in increasing social work competencies. One intriguing 

finding was that the BSW participants were pursuing or obtained graduate degrees during 

the course of the study. Nothing in the regulatory process required the MSW degree for 

social work in hospitals, nor was there a requirement for supervision once a social worker 

had her degree, but these individuals were motivated to do so. In that sense, their 

professional identity was strong and may have included the perception that autonomy 

would increase with the advanced degree. Their education was a priority and their 
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internal status was enhanced by their increased competency, even if the degree did not 

change their status in the institution. This research suggests that further exploration on the 

career path for BSW social workers in health care is indicated. 

Length of Employment and Experience 

Fifteen of the participants were experienced social workers with more than four 

years experience in health care. Nine participants had been with their hospitals for more 

than six years. However, five participants had been with their hospital systems for just 

one to two years. When compared for experience, the two groups are quite similar in 

what they emphasized doing: Interviewing skills, Discharge planning/thinking ahead, and 

Assessments. The two groups matched that the least frequent activity was Communication 

with agencies and team. The experienced participants reported that they were much more 

involved in Bridging Gaps and Team work and did more Consultation. They also 

internalized more of the Professional mood. Their Anxiety was greater than their less-

experienced colleagues who were more likely to express Irritations and annoyances. In 

that sense they projected inwardly that they perceived less fit with their environment. 

This perception diminished their sense of both competence and autonomy. Both groups 

expressed that they had little preparation in their social work education to respond to the 

factors in Professional mood: Anxiety, Irritations and annoyances, and Busy 

schedule/overworked. The less-experienced participants reported more job frustration 

related to their institutions’ failure to recognize social work contributions. The 

experienced participants were more likely to see it as a result of crisis management that 

made them feel as though they had less mastery of the environment—that they had failed 
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to make a dent in the institutional system that calls social workers to respond emergently. 

Both groups were more likely to select the Counseling Loop over the Liaison Loop, as 

both groups rarely communicated with outside agencies. The experienced participants 

were called for more consults and had more contact with administration and more contact 

with those with the fewest resources, more Rewarding and more Team work, so they 

perceived more professional Maintenance. Despite less opportunity for Advancing the 

profession, these participants seemed to have found internalized reinforcement to remain 

in the environment, even when confronted with change in their departments and the loss 

of social work supervisors. Their own competence was recognized; they had been their 

own harshest critics. The systems seemed to recognize individual competence even 

though their hospital environment had not recognized social workers as managers or 

leaders in health care. The newer participants may have found fewer reasons to remain, 

even if they had considerable social work experience in hospitals, as they were not yet 

recognized and there was little reinforcement and autonomy. They downplayed 

Irritations and annoyances as less important to the service they provided, but the lack of 

recognition of hospital social workers as valuable members of the healing team and the 

identification with those with the least power was always an influence on their ability to 

provide care. Individuals were recognized as effective but the profession was not. 

Summary 

These participants have shared their professional lives in this study. By answering 

“What is going on?” they identified that they felt poorly prepared for the lack of 

recognition for social work within their hospitals, had less opportunity to develop new 
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skills if they worked in merged departments, and had diminished professional autonomy 

under nursing. Traditional Liaison roles with the community rarely occurred for these 

social workers. Some were viewed as leaders within the profession but they were not 

managers in their organizations. They were and are committed to the profession and 

genuinely wanted to describe what it was like to work in their hospitals. Their model of 

practice began with their sense of self as competent and autonomous social workers, 

influencing their ability to provide services to patients. They indicated that the emotional 

climate of their work environments was tense and unsupportive. Those in departments 

with social workers as supervisors sought support from each other on difficult cases. For 

the remainder in merged departments under nursing supervision, the lack of recognition, 

isolation, limited competencies, and lack of autonomy were indicators that the 

environment for hospital social work presented a life event that required adaptations. 

Chapter 7 discusses the implications and recommendations for social work education, 

practice, and research. 
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Chapter 7 

Implications for Education, Practice, and Research 

 

Overview 

This dissertation started with a basic assumption or anticipation that social work 

in hospital settings would be adjusting well to changes in the environment. The quality of 

the adjustments would be based on professional preparation and past examples by social 

work departments in response to the DRG system when hospitals faced severe financial 

change. However, the findings suggest just the opposite. Overall the findings suggest that 

social work identity, competency, and autonomy are in serious jeopardy in hospital 

practice, and the profession is adrift. Medical social workers are not clear how to impact 

organizations undergoing change. There are few strong role models who are highly 

visible in their organizations. Social workers in health care are isolated, not connected 

across hospital systems or with professional organizations. The findings indicate social 

workers do not function as interdisciplinary team members, nor do they increase their 

professional leverage. While these social workers perceived their role was to “bridge 

gaps,” the findings suggest they have ambivalence about this residual view of social work 

as welfare work and even about the liaison role for social workers. 

Part of the responsibility for the direction of these findings must rest with the 

preparation and objectives provided by schools of social work. After graduation, the 

responsibility rests with both supervisors and practitioners to continue to develop skills 

and promote empowerment within their systems. The research raises questions about the 
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models used by social workers and by social work educators, as well as questions about 

orientation and focus, gender, and undergraduate and masters level education. The 

findings suggest neither social work education nor the social work profession in its 

licensure process and continuing education offerings are meeting the needs of social 

workers in health care today to enhance identity, competency, and autonomy. 

This research suggests multiple reasons to be concerned about the future of social 

work as a profession. Instead of building social work in health care, adding the social 

component to quality treatment and problem solving, it appears, at least in this region of 

Texas, that former managers failed in their organizational tasks to embed social workers 

in health care. Rather than a growing field in health care, expanding professional 

opportunities and staff, this study found fewer experienced workers, fewer social workers 

with social work supervisors, and many social workers who reported that their social 

work education did not adequately prepare them for their work environment. In the 

merged departmental structure, these social workers had little equilibrium, and little to 

balance the negative professional mood or increase their organizational skills or services 

to patients and their families. The implication from this research is that leadership, team 

membership, and an understanding of organizational dynamics are all missing from 

hospital social work practice. Social work education and the social work profession have 

failed to provide a base for building a strong identity in health care. The participants in 

this research truly perceived little support, and were isolated from their peers within their 

organizations and their communities. 
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The participants in this study wanted social work educators to be informed about 

the challenges of hospital social work, and unless some immediate action is taken there is 

little hope that social workers will want to enter and remain in this specialty. Even though 

salaries in hospitals are purportedly higher than in other not-for-profit organizations, 

apparently the identity of hospital social work is as a “stepping stone” to other work 

environments. This research found that the mental health, or private practice, model is the 

dominant professional identity and that hospital social workers were not involved in 

research or community change. Yet this research also suggests that clinical practice skills, 

such as Short term counseling, only developed under social work supervision. So, while 

working in a setting with rapidly expanding technological capabilities to treat disease, 

there is less attention given to developing resources and competencies that address 

psychosocial needs for both individual and community health. As experienced social 

workers retire, and managers who do not value the contributions of social workers 

continue to reduce their numbers, the visibility of social work will fade. 

This research implies diminishing effectiveness of all social work services, as 

social work will have little cognition of the biological connection to the social 

environment or effective interventions except the limited exposure in their social work 

education at a time when there are fewer placements in health care. It raises questions for 

how social workers in other settings, such as schools, child welfare, or public or private 

mental health settings, will relate to health care issues for their clients when social 

workers in health care do not concentrate on Communication with agencies and team. 
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Professionals tend to recognize their profession as the most qualified, in all realms 

of practice (Huntington, 1981) Nurses and social workers may be working side-by-side, 

but this study supports previous research that old rivalries have not diminished (Cowles 

& Lefcowitz, 1992; Gockel, Alvelo, & Farris, 2001; Kulys & Davis, 1987; Mizrahi & 

Berger, 2001). Within this study, social workers’ autonomy was inversely affected when 

working under a nurse supervisor. When a department had been merged with nursing, 

and social workers were not appointed as new departmental managers, the possibility that 

the social work manager failed to adequately advocate for the profession, identify with 

the profession, or demonstrate the competency of the departmental social workers must 

be considered. The success of the social work manager and the removal of the manager 

both imply competence. In both instances, beyond individual competency, the profession 

itself must address the adaptedness of social work to health care. 

Rather than meeting the environmental challenge as did the early exemplars in 

hospital social work’s history (Kerson, 1981), these participants described a hostile 

environment where their identity was described as what they were not: “I am not a doctor 

or a nurse and I don’t work for CPS!” There was little effort to restore or promote their 

dignity; they described themselves as “handmaidens to nurses” and as doing “things that 

others refuse to do.” Other hospital personnel interfered with social work processes 

because “they have to do their jobs” or because “non-social workers think that they can 

do our jobs.” Their professional identity was minimized, without a clear sense of “team” 

or of roles on teams with managers who give “mixed messages” on their value, as well as 

by being few in number and often not identified as social workers. Under these 
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circumstances, hanging on to a positive “professional mood” was difficult, and it should 

come as no surprise that there has been turnover in staff and managers. 

This study found that, in this region of Texas, the primary organizational structure 

for social work in hospitals is no longer a centralized social work department. The 

merged department influenced identity, competency, and autonomy by increasing social 

worker Anxiety, and decreasing the Rewarding aspects of their work and the opportunities 

for Advancing the profession and autonomy in Interviewing skills, Short term counseling, 

Assessments, and Discharge planning/thinking ahead. The study found that the majority 

of the participants worked in merged departments with other disciplines, and nearly half 

had nurses as their supervisors. Fewer social work departments and fewer headed by 

social workers suggest a decline in social work autonomy as well as social work identity. 

This study found that nursing administrators and nursing reviewers defined social work 

services to hospital administrators, to health care providers, and to health care financing 

plans. Social workers were not defining social work services as resource development, 

based on social need, nor did they perceive their role was to clarify social work’s unique 

contributions or to build community or systemic resources. The participants were not part 

of the process that measures hospitals by their community orientation (Texas Department 

of Health, 2001) using indices such as identifying and assessing unmet needs, focusing 

on community benefit by developing long term plans for improving community health, 

identifying the primary language, race and ethnicity of their patients, and working with 

local providers to develop written assessments of capacity. This finding raises serious 

questions about social work’s competencies now and in the future to provide the dual 
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focus required by hospital social work practice for Assessments, Organization among 

chaos, Discharge planning/thinking ahead, and Bridging Gaps. 

Even within larger hospitals employing many social workers, social work 

departments were usually merged with other departments, and supervisors were likely to 

be nurses. Organizational characteristics of the department and the hospital and 

constituents’ preferences are the strongest determinants of departmental priorities (Ezell, 

Menefee, & Patti, 1997). The merged department indicates underdeveloped social work 

identity and autonomy. Declining numbers of social workers, declining numbers of social 

work managers, and significant turnover of both, combined with a decline in social work 

autonomy in decision-making directly related to patient care, implies an institutional 

structure that is condensing social work as a professional realm of practice. 

To attribute loss of social work status in health care to managed care would be to 

fail to recognize the historical patterns over the past 40 to 50 years (Kerson, 1984; Lurie, 

1992; Rehr, 1984). Social work adapted successfully to the demands of the prospective 

payment system after expressing concern about its impact (Dinerman, Seaton, & 

Schleslinger, 1986). The “safe passage legislation” developed from concern that patients 

would suffer harm if discharged prematurely. In fact, an entire system of care beyond the 

hospital boundary developed with Medicare. Length-of-stay continued to decrease and 

specialty services within social work expanded for oncology, nephrology, neonatal care, 

orthopedics, home health, hospice, and emergency rooms, as well as for employee 

assistance programs. This was entrepreneurial social work in Advancing the profession 

well beyond the regulatory requirements, which also targeted the environment to develop 
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resources. Kerson (1984) found that social workers rose to the challenges of the 

environment and responded to need, taking leadership roles during times of war, disease 

epidemics, and changing financial structures for health care during its first fifty years. 

During the next 25 years, there was expansion with Medicare regulation and 

implementation of diagnostic related groups (DRGs). Kerson also found that social 

workers often returned power to men and to other disciplines after crises had been met. 

Social work was effective at discharge planning during the 1980s. National 

studies connected a loss of managers and departments in the 1990s, a diminishing status, 

at the very time managed care and hospital mergers became major factors in the provision 

of health care. During the 1980s and 1990s, nurses entered the utilization review process 

and social workers were asked to identify specific attributes of social interventions for 

discharge. An example is social work intervention leading to problem resolution for a 

homeless patient admitted with a fracture. The shift was to specificity and documentation 

of outcomes from previous attention to educational qualifications and process. Social 

work in health care has always been directed to those with the fewest resources, and has 

attempted to facilitate their adjustment to the institutional environment. While social 

work continues to advocate for individual patients’ needs, this research indicates that 

social workers are not equally prepared for the challenges of restructuring of their own 

environments (Neumann, 2001). 

Implications for Education 

Has social work education abandoned social work practice in health care? There 

is a need to explore the curriculum, placement procedures, and research in schools of 



 230

social work to determine if there is a commitment to continue a presence in health care. 

Conducting a study similar to this research in an area with distinct health care social work 

concentrations is recommended to determine if hospital social workers in other areas also 

perceive that their social work education did not prepare them for the changing work 

environment. 

This study found that the participants were unprepared by their social work 

education for their host settings. Bogo, Rafael, and Roberts (1993) suggested that within 

social work education, social workers develop their identity as “clinical social workers” 

rather than as generalists practicing “traditional social work.” In the context of this 

study—fewer students in placement in hospital settings and social workers less likely to 

interact with social work programs—the implication is that there is less identification as a 

social worker in health care and less preparation for the changing organizational 

environment (Berger & Ai, 2000). 

The participants in this study were very clear about wanting social work education 

to have a picture of the environments where they worked. The experienced participants 

indicated that it was difficult to fill placements and that students had not been prepared 

by educators for the intensity of hospital social work. This suggests there is little linkage 

between schools of social work and hospitals as placements. It may be another reflection 

of limited Communication with agencies and team and Advancing the profession. While 

Herbert and Levin (1995) raised the issue of medical social work’s accountability to the 

profession, there is also clearly the issue of social work education’s accountability to 

medical social workers. 
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Managers have suggested the need for social work academics to be more involved 

with health care as a practice arena, through knowledge about management in health care, 

marketing, program evaluation, and clinical performance indicators. Social workers in 

health care need assistance in developing their skills in mezzo practice, particularly 

within multidisciplinary teams, and in understanding complex systems and how to make 

their “paper trail” make a difference in their own work life as well as for the population 

they serve. Social work education needs to prepare medical social workers to be more 

effective within their organizations. The participants in this study spoke out about the 

factors that influence their practice. Figure 7.1 illustrates how the provision of social 

work services is influenced by the current environment. 

The current split between clinical and administrative sequences in graduate 

education should be reviewed. Program curricula should require student-practitioners to 

demonstrate an understanding of the political economy of their placements, and to 

demonstrate how their interventions improve an agency’s capacity to serve its clients or 

provide a community benefit. Integrative graduate seminars, in which students discuss 

their field placements and their course work, need to emphasize how students can make a 

difference in their agencies and to encourage students to plan for change in both external 

and client systems. 

This research indicates that social work education has concentrated on the 

Counseling Loop rather than the Liaison Loop. Additionally, social work education failed 

to prepare these participants for either liaison activities or for the hierarchical for-profit 
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systems currently in existence. Social workers in the field are not linked with social work 

education. 

 

Figure 7.1. Ecological perspective: Influencing social work practice 

 

 

Recalling the statement by the participant that the emerging picture of medical 

social work may be too negative to show to students, several issues emerge. One is the 

adequacy of the models or theories followed by social work education. Although the 

theoretical framework for this research is ecological systems theory, the framework is not 

universally adopted by social work professionals and is taught as one of several social 

work theoretical perspectives. Ecological theory is concerned with person-environment 
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fit and adaptedness where personal resources and environmental resources are 

maximized. Within this professional approach, social work educators and practitioners 

emphasize empowerment, building resources from strengths to cope effectively with life 

stressors and create more responsive systems. A strengths perspective indicates that we 

do not know what the possibilities may be, that individually and collectively we have 

more capability and opportunity than may be perceived. The health care environment 

does not emphasize strengths (or uncertainties), has very little support for those with the 

least voice in its hierarchical systems, and downplays the dual focus of the environment 

and the individual. Social work students need to be prepared for the environment both in 

terms of their own professional survival and their ability to serve clients. 

This suggests that students need additional exposure to organizational literature 

and the opportunity to experientially explore these models in their coursework and 

practicums. Falck (1988) proposed the membership perspective to clarify social work 

interventions as social rather than individual, and to place boundaries on social work as a 

profession. Only activities that can be defined as membership behavior fall within the 

realm of social work. This model also presumes that the social worker is a member of a 

helping group, the social agency or, in this situation, the hospital. The hospital exists as 

community service and aid is sought when the condition or situation is beyond an 

individual’s means. In this sense, acute medical care is always a residual model and 

social workers must have“knowledge of human behavior, knowledge of the allocation 

and division of human resources and knowledge of the social worker as the professional 

member of the helping group” (Falck, 1988, p. 108). Within this model, social workers 
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must be very aware of their use of self and of their influence on the reactions of others. 

This theoretical model promotes research on the effectiveness of interpersonal helping or 

technique and its ascribed meaning; that is, on having social workers confirm their 

usefulness within their organizations and to their clients. The membership perspective 

may offer a tool to encourage social workers to clarify professional identity and 

competence, to use “words and symbols that clearly define social work and are 

recognized for doing so”(Falck, 1988, p. 118). 

Social work education currently emphasizes Title IV-E programs to encourage 

social work students to pursue careers in child welfare. It appears that hospital social 

work requires the same attention, because the hospital environment can be very similar: 

high demand, multiple problems, little positive attention, a large bureaucracy, and the 

residual view that hospitals are used only in unusual situations. As social workers also 

must deal with the common perception that they work for Child Protective Services, this 

research indicates a clear need for social workers to learn to describe who they are and 

what they do. The social work curriculum needs to include identity issues in addition to 

the knowledge and skills to respond to the health care environment. 

The participants who completed the IQA recognized the impact of the three 

themes, Anxiety, Busy schedule/overworked, and Irritations and annoyances on their 

daily practice. These participants, particularly those who worked under nursing 

supervision, indicated that they were not prepared for the milieu by their social work 

education. This finding has implications for social work competency in the hospital 

setting. As social workers, the participants were not prepared for the biopsychosocial 
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aspects of health care or the organizational dynamics of for-profit or non-governmental 

structures (Berger and Ai, 2000). They were prepared for a world that operates Monday 

through Friday, rather than on a 7-day, 24-hour schedule. They had not been prepared for 

an environment where no one knows what social workers do or an environment that does 

not provide social work staff for weekends even though problems faced by patients 

sometimes must be resolved to allow a weekend discharge. In this environment, social 

workers must be able to communicate patient needs and to develop plans that can be 

activated by another hospital worker. This study found that the participants did not learn 

those skills, nor is the problem receiving attention in their work environment, unless they 

are supervised by social workers. 

The ability to communicate thoughts and ideas clearly, and the concepts of mutual 

influence and conditional accessibility (Falck, 1988) required in the membership 

perspective also suggest that social work programs should require facility in a second 

language of all students. In some schools of social work, the language requirement can be 

met by statistics! However, the ability to form relationships and communicate concretely 

and competently must not stop when patients are not proficient in English. As schools of 

social work recruit and pursue funding for students, addressing the needs of underserved 

populations is critical. The few health-care professionals who are bilingual are always in 

demand. This research suggests that bilingual social workers are more connected with 

their profession and their clients. 

Another issue for social work education is the stress of a highly technical world 

that depends heavily on computer communication. This research suggests that social 
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workers must learn computer skills and be able to communicate what they do using 

outcome measures. The participants reported that their notes were not read and they 

struggled with communication systems in their hospitals. Another implication is that 

social workers in health care need to be more effective with these tools. Computer skills 

are slowly being incorporated into the social work curriculum, but these participants 

faced the additional challenge of explaining their social work activities and outcomes. 

The implication is that social work education and social workers in health care need an 

alliance to develop effective skills to relate social work objectives in measurable terms 

that can be understood by both patients and other health care professionals. Social work 

education must develop evidence-based programs that define social work tasks and social 

work competencies in their knowledge base and their relationships 

Within the medical record, social workers continue to complain that their notes 

are not read. This suggests that, while demographic information may be computerized, 

Discharge planning/thinking ahead and Assessments are still not highly visible or 

prioritized by other health care professionals. Technological advances have occurred 

within medical practice to influence patient records and patient care, as evidenced by the 

current attention to the Health Information Privacy Protection Act (HIPPA) legislation 

related to privacy and continuing care across disciplines. Psychosocial information, 

unless related to payment, may be minimized further as peripheral to or not attributed to 

social workers (Kulys & Davis, 1987; Mizrahi & Berger, 2001; Netting & Williams, 

1996). 
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Willingness to adapt and positive orientation are reported as factors in 

maintaining social work in health care (Berger & Mizrahi, 2001). Managers and social 

workers involved in the record-keeping discussion influence social work’s identity in 

continuing care and risk management. If technology is perceived as a barrier and a 

frustration, and social workers’ contributions are not read, as these participants indicated, 

then there is a real question whether they will “attack the problems” to find solutions or 

will defer to the institution’s structure and hierarchy (Bartlett, 1940; Gockel et al., 2001; 

Kerson, 1980). 

Social work education also needs to explore course content in order to prepare 

students for placement in health care. This research suggests that the participants had 

very little preparation for interdisciplinary practice. While there are schools of social 

work that offer a health care sequence, these participants were critical of their own 

preparation. The relationship between the SSWLHC and the Council on Social Work 

Education has not resulted in a national standard for a specialty sequence in health care. 

Can the social work profession protect hospital social work as a career setting 

without formal training agreements with hospitals? How does social work education 

relate to the preparation of other disciplines in health care? The results of this study 

suggest that exposure of other health care professionals to social workers is increasingly 

limited in hospitals. Hospitals that are training grounds for nurses and physicians may or 

may not have strong social work departments. The social workers in this study who 

supervised students may not have had adjunct faculty status, so there may be no formal 

way to advance educational programming. Many courses in existing programs are 
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restricted to social work majors, so exposure to students in nursing, medicine, or business 

administration is minimal at both the graduate and undergraduate level. This allows 

social work students little opportunity to practice presenting social work values and 

knowledge. Additionally, while other disciplines continue to assume that they can absorb 

the knowledge and skills to address social needs effectively, they do not perceive that 

social workers can do the same with medical terminology or treatment protocols (Kulys 

& Davis, 1987; Netting & Williams, 1996). Therefore, social work departments should 

increase their students’ understanding of the biological factors of human behavior in the 

social environment. Cross-disciplinary courses in medical terminology (actually offered 

in Information Management in some universities), genetics, pharmacology, and the 

continuum of health and disease should be a part of social work programs, linked to the 

implications for social policy and economics and to direct social work practice with 

individuals, families, and communities. 

Social work educators must also demonstrate their commitment to the profession 

by their involvement in professional organizations and with continuing education. 

Membership in the NASW and the SSWLHC should encourage future professionals to 

commit to professional development. The participants in this study did not find that 

continuing education courses met the needs of their daily work. Presentations at CSWE 

health sequence sessions appear to have far less emphasis than other sessions. This also 

appears true at SSWR conferences. With changing population dynamics, there is a need 

for research on both the populations and the social services offered and outcomes. Given 

that so many social workers are new to health care, both the professionals currently in the 
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field and those in social work education must develop combined approaches to prepare 

social workers for this challenging environment. This research suggests there has been 

high turnover of staff, although there is little documentation available, and preparation for 

practice could certainly be one of the factors. 

Implications for Practice 

There are at least two ways to view the implications of this study: from the 

management perspective and from the line-staff perspective. However, both suggest 

declining social work influence in hospital settings. Earlier research indicated that the 

activities of the departmental director affected both service quality and the status and 

influence of social work departments (Ezell, Menefee, & Patti, 1989). According to the 

participants, the structure of the merged department focuses on productivity over service 

quality, community contacts, or educational roles. Paticipants’ supervisors, if they were 

nurses, were not adding to social work influence, nor were they supporting bilingual 

social workers to enhance service quality. The participants recommended research to 

identify practice strategies to neutralize or counteract structural forces that negatively 

affect service quality. This research suggests that the participants did not have such 

strategies to employ. 

The social work literature identifies managed care as a factor in decreased social 

work identity and autonomy in hospitals. Managed care is seen as a life stressor rather 

than a challenge; social workers are unable to recognize opportunities for empowerment 

practice (Hawkins, Veeder, & Pierce, 1998). Berger and Mizrahi (2001) found that 

managers who were optimistic expanded social work opportunity. Using the ecological 
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model, these were social workers who viewed life events as challenges they could master. 

They were successful in creating a niche for their practice by their professional use of self 

in the hospital environment. When the number of middle managers declined in hospitals, 

some social work managers either rose in power or lost their positions. Social work staff 

depended on managers to protect their practice autonomy, as well as to encourage skill 

development (Gockel, Alvelo, & Farris, 2001). This study found that the participants had 

limited access across their organizations and limited access to patients and their families. 

Their boundaries have diminished rather than expanded. This raises questions about 

social work managers before the trend toward merged departments. One implication is 

that social work managers may have been immobilized and/or too stressed to take action 

to protect their departments, to protect practice autonomy, or to promote increased 

competency. 

This research did not ask participants if they had formerly been managers of their 

organizations. If former middle managers remained with their organizations as direct 

practitioners under nurse managers, their professional mood was likely to be extremely 

negative. Their influence had already been minimized if their supervisory roles had been 

reduced. Their influence on their social work colleagues, however, may have had an even 

greater effect, sending the message that social workers are not masterful or even 

competent in the hospital environment. This might explain the literature that claims it is 

time for social workers to seek new environments, to leave hospital social work and 

migrate to other health care settings. 
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This study confirms that social workers are less visible and less likely to “span 

boundaries” (Kerson, 2002; Trachtenberg & Woodrow, 2001) and achieve new power for 

themselves and social work. There was no sense of cohesiveness for the participants; they 

often did not even know how many social workers worked in their hospitals, or where the 

other social workers worked. They did not know each other well. There was heightened 

Anxiety and little sense of a social work team. The merged environment itself was 

unfamiliar, uncharted territory, even though their descriptions of their social work 

activities were very familiar. They worked in settings where staff turnover and 

management change occurred frequently. Hospital mergers between sectarian and for-

profit hospitals or competing systems were common. So even if they were experienced, 

participants may have been working for someone unfamiliar with social workers and with 

them individually. 

The question that social work managers in both centralized and merged 

departments need to ask themselves is, “How can I prepare my staff to be effective 

managers of uncertainty?” One answer is that managers first must acknowledge how 

difficult it is to be a social worker in these settings. Managers should look for social 

workers’ strengths in problem solving rather than conclude that social work staff are 

unable or unwilling to change (Mizrahi & Berger, 2001). The sense of being undervalued 

and out-of-step (“going up the down staircase”) with ongoing demands pervades social 

workers’ professional mood and must be addressed. Although the average number of 

years in social work practice was considerable among the participants, half had joined 

their hospitals after the last national survey of managers in 1998, and many were 
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relatively inexperienced, having fewer than three years experience. The findings suggest 

that while hospitals continue to primarily employ MSW social workers, these participants 

did not have seniority or enough longevity in their positions to have established identities 

within their hospitals. Since newer social workers have likely had little preparation to 

address the lack of or devalued social work identity, managers need to focus on how 

social workers present what social workers do. Social work programs in hospitals may 

function under “Family Support” or “Case Management,” and social workers may be 

identified by the title “Discharge Planner” rather than “Social Worker.” In fact, 

Discharge planning/thinking ahead was a primary activity of the participants in this 

study, and therefore was a major factor in their identity. 

The participants’ identity directly related to their role as providers of direct patient 

services. They saw their role as patient advocates and problem solvers, professionals who 

advocate for self-determination and patient choice. They enjoyed providing a concrete 

resource and emotional support, but continually dealt with hospital staff and patients who 

did not know what social workers do. 

Information technology is one of the external forces identified by Bartlett (1940), 

Germain (1980), and Kerson (1981) that modify social work function unless continually 

evaluated by social workers to develop a methodology for collaboration to meet patient 

needs. Technological competence is part of the knowledge base for social workers’ daily 

activities. Within their autonomy for practice, the participants in this study described 

activities involving computers and technology as team decisions, expected of all social 

workers. They referred to “keeping a paper trail” of daily statistics, application forms, 
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documentation, and to “fighting” with updated computers. The themes Busy 

schedule/overworked, Anxiety, Organization among chaos and Bridging Gaps all 

included statements about computer technology. Since these themes were prioritized as 

less important, less frequent, and having less emphasis in their educational preparation, 

an inference may be made that social workers in hospitals today function as “low 

technology” professionals. 

The participants did not use laptop computers while making their patient contacts 

or in their daily reporting of their activities. They did not mention technology in their 

direct contact with patients and their families, in referrals, or in communication with 

agencies and insurance companies. Telephones and hand-written case notes were their 

primary tools to communicate what they did and what their clients needed. They were 

expected to “think outside the box,” attend meetings, and “work smarter,” but technology 

was either underutilized or perceived as contributing to their frustrations while on the job. 

As these participants were all direct practitioners and not in administrative roles, another 

inference is that their managers had not incorporated technology into social work 

services. 

To “go out of our way to think outside the box” has become an essential task for 

both social workers and social work managers. While these participants may have 

downplayed its importance compared to their clinical work, managers who build skills in 

time management and organizational politics (Gummer, 1990) in their staff assist the 

social work staff in addressing organizational and patient needs. Without the competency 
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to “work smarter, not harder,” hospital social workers will not be able to juggle the 

competing interests of the multiple units that many of them serve. 

The participants placed weekend call among the most negative aspects of their 

work. The weekend call and follow-up on after-hours events were part of the themes of 

professional mood. Although this study did not ask directly about scheduled hours or 

whether departments were staffed for 7-day coverage, one finding was that no 

participants routinely covered the weekends. Some departments hire coverage solely for 

weekends, and also contract with firms like Social Work PRN® to provide temporary 

assistance; however, an implication of this study is that social work continues to be 

perceived as relating primarily to agencies that are open only during weekdays. As 

discharges to home-health plans and skilled nursing facilities now occur at any time, one 

question that remains is how social workers are perceived to facilitate those discharges. It 

appears that the participants in this study continued to delegate responsibility to other 

groups or disciplines when they were not scheduled to work. In this situation, it is likely 

that the vacuum will be filled by another discipline. 

During informal discussions with the participants, one issue that arose was 

reimbursement-pay by their hospital systems. In some Texas locations in major 

metropolitan areas, social workers are not paid beyond $1.00 an hour to be on-call. They 

are not paid for either their telephone time or their call-in time should they have to return 

to the hospital. In these instances, although they have the autonomy to make the decision 

to come to the hospital, they do not receive administrative sanction to do so. The 

participants in the merged departments really did get the message to “work harder, not 
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smarter,” as indicated by the focus group statements. Certainly it is expected that lack of 

compensation influenced both professional mood and Bridging Gaps. 

This study also suggests that hospitals may not address obtaining medications and 

follow-up care for those with the least resources on the weekends, or that it is not 

performed by social workers. The research also indicates that participants were less 

prepared for an environment that is continuously open for business. Participants 

expressed that coverage and planning for discharges that do not occur during the week 

were not addressed by their education. Weekend and after-hours coverage has been 

discussed by social work organizations, but it appears that it is time to focus on this issue 

for both quality of care and social work identity in hospitals. 

Woodrow and Ginsberg (1997) urged social workers in health care to target the 

work environment as part of social work intervention to benefit patients and families. 

However, findings from this study suggest that this is not occurring. Program 

development to augment and support discharge plans and community needs is not 

perceived as a role for direct practice social workers in hospitals today, either by the 

social workers themselves or by their organizations. Social workers are increasingly 

restricted, especially if their managers are nurses, but few of the participants in this study 

defined their community practice as part of their social work identity in hospitals. The 

Counseling Loop was prized over community liaison roles and organizational roles 

despite job satisfaction in providing concrete resources and the continuing perspective 

among health care professionals that this is not a primary role for social work (Cowles & 

Lefcowitz, 1992). If seen as effective problem solvers, social workers should experience 
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increased demand. Attendance at team meetings for direct patient care outcomes was 

sorted as a consultative activity. However, attendance at meetings was also listed under 

Anxiety and Busy schedule/overworked and meeting with administration over possible 

discharges was viewed as less important and less frequent. The participants experienced 

real conflict over the administrative and organizational focus of meetings they attended. 

The clinical aspects of their work were prioritized over organizational maintenance. 

Meyer (1984) chastised social work for being too modest to claim a domain 

where it has far more years of experience, knowledge, and skill. Social work has not 

prioritized its case notes although nursing has been recognized for its documentation. 

Discharge was the main priority. However, documenting the outcome was often done by 

another discipline (Veeder et al., 1995). In this study, participants continued to place less 

importance on the organizational requirements than on meeting patient needs. If social 

workers are to retain an identity as the primary link between patients and their 

communities, they will need to keep a “paper trail” or “electronic trail” of the process and 

outcomes and be prepared to provide that evidence. Social workers in hospitals are aware 

of this demand but are reluctant to do it. This research suggests a discomfort among 

hospital social workers with calling attention to their competency and skill. 

When social workers do not evaluate and articulate what they do, they lose their 

professional “center.” In this study, the participants sorted their skills in helping hospital 

personnel with their own financial problems, diplomacy, and discussing insurance with 

patients, under the theme of Sensitivity and support. This theme speaks to competency in 

the ability to promote and facilitate understanding of the problems experienced by 
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patients and staff. One implication is that hospital social workers become invisible to 

management, other disciplines, reimbursement agencies, and patients and their families. 

Interdisciplinary work may be applauded within organizations but it will not be social 

workers filling the positions if they are not identified with a high level of competency and 

skill. Veeder, Hawkins, and Pierce (1998) cautioned social workers against adopting a 

“victim mentality”; rather, they should develop a strong community-based advocacy 

vision for their practice in health care. If this study accurately represents social work 

practice in health care today, the professional social work self is insecure and passive. It 

is exceedingly difficult to empower patients within the health care setting when 

professional social workers perceive themselves as powerless. 

The identity for social workers as direct clinical practitioners rather than mezzo 

practitioners in their settings also raises an ethical question for practice: Are social 

workers in hospitals meeting the obligations in the Code of Ethics (NASW, 1996 ). 

Neumann (2000) stated emphatically that failure to be proactive within the reconfigured 

health care system has negative implications for the profession, the individual social 

worker, and the most vulnerable patients. The current emphasis on ethical decision-

making as a pyramid prioritizes the life/death decisions of health care with a stance to 

“first do no harm.” The failure to include organizations as a target of social workers’ 

interventions places patients at greater risk by making a scripted solution for discharge 

plans as well as viewing patients’ noncompliance or resistance to suggested plans as 

“patient choice.” There may very well be fewer options with fewer resources to obtain 

medications or follow-up care; however, it has always been part of social work’s mission 
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to develop these resources. Activities that build linkages with community resources—

whether police forces, child or adult protective services, or smaller facilities and agencies 

using the larger metropolitan hospital—increase options. When hospital social workers 

defer those tasks to other hospital employees, do not participate in community-based 

teams, or emphasize communication with physicians over other professional 

relationships, their omissions fail to meet the ethical principles of social justice and 

service to the profession, the organization, and to the greater society. 

One dilemma mentioned frequently in the social work literature is proving that 

intervention was valued and effective. Clemens (1995) suggests that families often feel 

that they have been coerced into a discharge plan; therefore, the patient satisfaction 

results may not be a measure of the success of the outcome (preventing readmission). If 

that is true, then the feedback mechanisms to hospital management and the current 

emphasis on satisfaction by managed care organizations may not be a positive outcome 

for social workers to build job security. Risk management would indicate that patient 

satisfaction reduces hospital liability, a double-edged sword for an institution and the 

social worker pressing forward with difficult choices in a short time frame. If there is 

conflict within the patient-care team, and social workers are perceived as client rights’ 

advocates over the rapid discharge needs of the institution and its payers, this may also 

have a negative impact on Consultation requests. 

This study suggests that being bilingual offers opportunities for social workers to 

make a difference for their patients and to make the health care environment more 

responsive, as well as to build professional identity and autonomy. Doing this alone is 



 249

exhausting and is likely to be considered individual competence rather than social work 

competence. Based on the theory that quantity increases power, if social workers are 

bilingual and working in departments that are supervised by social workers, there will be 

more power ascribed to the department. In the current environment, with few social 

workers who are able to speak a second language, such as Spanish, patients and families 

with limited English skills are less likely to be offered counseling. If there were more 

Spanish-speaking social workers, there would be a greater likelihood of the Counseling 

Loop occurring, benefiting both patients and social workers. However, if social workers 

do not maintain and build their relationships with administration, opportunities to offer 

Short term counseling may not change. 

The bilingual participants with nurse supervisors had less control over their 

clinical activities than their monolingual peers. While both groups found their autonomy 

diminished under nursing supervision, the bilingual participants were allowed even less 

independence in their direct practice activities, particularly Discharge planning/thinking 

ahead and Assessments. Decisions about clinical activities (Assessments, Interviewing 

skills, Discharge planning/thinking ahead) were inversely related to both their skill 

preparation and the frequency of the tasks. Bilingual participants reported little to no 

educational preparation for the stress-filled environment. Activities which they perceived 

as Advancing the profession and Team work were more important to the bilingual social 

worker. Despite the constraints on their clinical activities and the inverse relationship 

between the frequency and the autonomy of all of their activities, the bilingual 

participants had more consultative and organizational activities and more opportunity for 
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Bridging Gaps. The study suggests that bilingual social workers, clearly in demand, 

actually may have more opportunity than their monolingual peers to maintain social 

work’s position in health care. One implication from this study is to encourage language 

skills for social work practitioners. 

In their identity as clinical staff, the teaching and direct service roles of the 

participants took precedence over the opportunity to modify the health care system by 

assuming mezzo practice roles as innovators and evaluators and their involvement with 

their profession. Goldstein (1996) refers to the connectedness with their professional 

organizations as “responsible autonomy.” 

Social workers in the hospital settings without management responsibility are not 

establishing social work authority; instead, they see themselves as providers of direct 

patient care. Their identity is as caseworkers. These social workers are active on ethics 

committees, in discharge planning meetings, and in patient care meetings. Bilingual 

social workers meet with administration and are frequently called to consult but they do 

not perceive themselves as team leaders. Indeed, these meetings are viewed as 

distractions from their purpose of seeing patients and families. Within their identity as 

social workers, they do not perceive themselves as change agents across the hospital 

system, as program developers or researchers. Their identity as hospital social workers is 

defined by other disciplines and limited by their own perceptions of what is most 

important to them as social workers: individual client work. 

Given their perceived lack of power as new hires with less experience and without 

social work supervisors many of the participants were not “selling social work.” 
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However, there were clearly a few who were. The picture is not entirely of social workers 

who were not involved in their professional organizations or communities, or accepting a 

dual role as manager/patient care provider. This study included social workers recognized 

by their profession as “Social Worker of the Year,” and those who served as field faculty 

or adjunct faculty in local social work programs. These were social workers taking 

leadership roles in their units even when their social work manager described the 

environment as “bleak.” One illustration occurred during the participant recruitment 

process. In a room full of social workers attending an ethics workshop, the group singled 

out one of the participants as consistently effective and in demand: “Ask J*! Get J* to do 

it. She can solve it!” It is likely these were the social workers rehired after layoffs and 

mergers because their effectiveness was recognized. 

Within the professional Maintenance Loop and in order to build increased 

competency, social workers have to be willing to pursue professional growth 

independently. If institutions and supervisors do not value their clinical roles, or provide 

opportunities for professional growth, some will leave social work in health care. Some 

social workers will be less likely to pursue advanced training of any kind since it would 

have to occur on their own time and expense. In that sense, the social worker is alone in 

her setting, autonomous in the sense that she does not have social work supervision but 

with less autonomy in her practice decisions. This study raises the concern that, with little 

incentive to expand counseling skills or community liaison skills, quality of care 

provided by social workers in hospital settings will diminish. 
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Perhaps a greater concern is the overall effect on health care outcomes for 

individuals and families when considering competency in communication skills. Limited 

opportunity to teach or build skills, and limited communication across systems, raises 

questions whether those using the health care system and those working in it have full 

access to information and whether patient outcomes are compromised. The participants in 

this study were not building on their skills in Interviewing, Sensitivity and support, or 

Team work in relating to other disciplines in communicating psychosocial needs and 

outcomes within their institutions. Perceived as an individual decision, without 

institutional support from their managers, it appears that service quality is not measured 

by social workers in defining outcomes for patients and their families. Again, with the 

Code of Ethics as a guide, the requirements for competent practice would require social 

workers to continually be adding to their individual knowledge base. Standards of care 

and knowledge of biopsychosocial aspects of health are continually changing on the basis 

of research. 

This study suggests that continuing professional development specialized to their 

issues and settings is underdeveloped for heath care social workers. Satellite technology 

for continuing education is also an infrequent occurrence. The specialized training 

programs that the participants attended were not perceived as social work programs. They 

also reported that they received little advance practice skills or continuing education 

directly related to their current work offered through social work education. The 

inference is that social work has developed few CEU courses offered either online or 

formatted into self-study modules on discs that these practitioners either had access to or 
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used. As the participants were not listed as NASW members, and had supervisors who 

were not social workers, they were also unlikely to be aware of social work courses 

offered in conjunction with the NASW. Therefore, this study suggests that for social 

workers in health care, post-degree continuing education programs are either not 

available or are not perceived as a uniquely social work contribution to ongoing skill 

development. 

Social workers still depend on “face to face” continuing education. The annual 

conference by the Case Management Society of America (CMSA) is decidedly not 

dominated by social workers and emphasizes large data sets, governmental mandates, and 

management. Locally, the sessions on health care at NASW meetings are small and 

participation is limited. This raises speculation that, throughout the state chapters, there 

are few sessions on social work practice in health care. The recent addition to national 

social work conferences of sessions on “End-of-life” care, HIPAA, gerontological 

practice, and minority populations is positive, but is not reflected in this study. 

Workshops on time management, complex systems, communication skills and 

presentations, and even writing measurable performance objectives, would better prepare 

social workers for the challenges they face in hospital settings. The profession should 

provide opportunities to increase language skills, such as courses in “Spanish for Social 

Workers,” and ethics workshops that focus on skill development to prepare social 

workers to address “informed consent” in times of limited community services and 

insufficient funding mechanisms for ongoing health care. 
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The recent HIPAA compliance tool kits available online, and the continuing 

education courses available to NASW members to meet federal requirements, may be 

underutilized by social workers in health care. Combined with the perception that the 

individual social worker does not receive organizational support to advance her 

professional skills and must pursue it on her own time and expense, social workers are 

not likely to obtain an understanding of the policy implications of HIPAA on direct 

practice or increase their own technological skills unless mandated by their hospitals or 

tied to their license renewal. 

In addition to social workers’ competency with mezzo practice and their 

preparation for the host settings, the findings of this study have implications for 

competency with Short term counseling and clinical Interviewing skills and Assessments. 

The participants reported that their Short term counseling skills developed when they had 

social workers for supervisors. Previous research has indicated that physicians and nurses 

do not perceive the counseling role as a primary task for social work. The statements 

identified as Short term counseling skills by the participants were specific to patients’ 

adjustment to their illnesses, and often addressed referrals to child and adult protection 

and end-of-life issues. The life span, aging, and legal reporting requirements for abuse are 

currently addressed in social work education and preparation for licensure. The 

implication from this study is that skill building in a program emphasizing Discharge 

planning/thinking ahead is much more difficult when working under a nurse supervisor. 

Therefore, social work education and professional organizations must develop 
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mechanisms to reach hospital social workers if their competency and their job satisfaction 

are considerations for professional practice. 

Within the system of social work in hospital settings today, social workers must 

seek development of their clinical skills as an independent process or an independent 

practice decision. Other than continuing education hours required for renewal for their 

licenses, there is little accountability to the profession within the present structure. 

Managers feared deprofessionalization would result from organizational restructuring 

(Herbert & Levin, 1995). There is certainly indication in this study that social workers are 

experiencing less professional support. The process of getting an Advanced Clinical 

Practitioner (ACP) certification is less likely to be available to social workers within their 

own hospitals or from social workers who have remained in health care. They will have 

seek supervision to develop clinical skills outside their practice settings. 

This shortage of ACPs prepared to supervise social workers in health care has 

critical implications for both social work practice and continuing education. The 

advanced training received through the clinical supervision process will be from social 

work practitioners not currently in health care. These practitioners are likely to be mental 

health providers but not have current competency in either managed care issues (Hall & 

Keefe, 1998), short-term treatment modalities, or familiarity with social work practice 

with end-of-life issues, diverse populations with health problems, or understanding of the 

authority structure of the organization and its cultural climate (Berger & Mizrahi, 2001). 

This has further ramifications on medical social work practice that practitioners may be 
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skilled as psychotherapists but not in preparing social workers to offer short-term 

interventions in acute care settings. 

In effect, we are using an old model of supervision for a new situation in health 

care today. As indicated by Davis (1998) and Berkman (1996) managed care has been 

concerned about quality assurance and certification. In this environment, does the current 

licensure process fit health care practice? Does supervision by someone without 

documented skills in chronic disease and short-term interventions for those with 

biopsychosocial and fiscal concerns prepare social workers to practice in health care? 

There is real question if social workers will be able to remain in the acute-care setting and 

benefit the individuals and families receiving care. Will supervision by social workers in 

private practice and not involved with health care, increase social work competency for 

health care? How will supervision by someone not in health care strengthen the 

professional Maintenance Loop (Team work, Discharge planning/thinking ahead, 

Bridging Gaps and Rewarding) to increase requests for Consultation and strengthen 

social work? These will not be social workers familiar with current issues in hospitals. 

There is little indication from this study that these social workers have developed 

a method for peer or internal group supervision as recommended by Berger and Mizrahi 

(2001), with the exception of one hospital system located in one of the four geographic 

regions. One group met regularly for supervision. This group also represents one of the 

small groups who developed the SID as a model of practice for social work in hospitals 

today. This was not peer supervision, as one member of the group was providing clinical 

supervision for the other staff members to obtain their ACP certification. Although 
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working in merged departments, these participants are perhaps more representative of 

social workers in centralized departments despite their assignments in several different 

hospitals within the system as they are supervised by a social worker. The supervisory 

model is traditional supervision but in a group format (Berger & Mizrahi, 2001). These 

individuals had a much greater sense of Team work and the practitioner offering the 

clinical supervision, a long-term employee of this nonprofit health care system, provided 

a supportive framework for the newer workers. Compared to the other social workers in 

the study, this group reported less Discharge planning/thinking ahead and Bridging 

Gaps. Like their peers in other settings, however, they also reported little Communication 

with agencies and team, so the model of practice for them emphasized the Counseling 

Loop. 

The group reported a greater frequency of Rewarding, Organization among 

chaos, Advancing the profession, Consultation, Team work and Sensitivity and support. 

In comparison, however, they also reported more Irritations and annoyances and Busy 

schedule/overworked. Yet the frequency of their Interviewing skills, Assessments, and 

Short term counseling was not far different from their colleagues in the other settings. 

However, their sense of autonomy was much higher for all of the themes except Bridging 

Gaps and Team work. For them, Team work was expected social work behavior. As a 

group, the participants reported more activities to document their practice and inform 

hospital administration. This suggests that as a group they put a great deal of energy into 

maintaining social work identity, competency, and autonomy. While this group did report 

more frustrations, it appears their collective efforts of professional support for one 
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another had positive implications for their sense of autonomy as well as their 

involvement in the organization and requests for social work Consultations. As Berger 

and Mizrahi (2001) suggest, this structure for supervision offers an opportunity to build 

professional agendas, promote professional values, and maintain social work identity. 

This model suggests they are building a domain for social work practice within their 

institutional setting not limited to those with few economic resources. However, they are 

not building relationships outside their systems, so it appears that the social workers in 

this model were not developing a political agenda that renewed the importance or 

strengthened the identity of social workers in health care to the public. They were not 

isolated in their systems, but they continued to isolate themselves from the community 

other than those within the medical sphere. By expanding their model of practice and this 

model of supervision to include the Liaison Loop, outside agencies might have a greater 

understanding of the counseling they offered and develop further opportunities for social 

work that is truly biopsychosocial care. 

Limitations of the Study 

In this study, access to large numbers of social workers was limited by 

organizational constraints and hesitation by department managers to “impose” research 

on to an already burdened staff. Only one hospital in the sample welcomed the research 

process. Those participants who did have supervisory support to be in the study wore 

their pagers to every work session. The remaining participants all made arrangements to 

participate on their own time. Few felt they could participate during hospital time. Yet 

their motivation to describe their current social work practice meant that some drove an 
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hour each way to meet with the researcher and fellow participants (whom they had never 

met). Therefore, the potential effect was biased in favor of those who either perceived it 

to be “safe” to participate and share their views on their current hospital environment, 

were highly motivated to participate in the study, or worked in hospitals that supported 

the research. The nature of the concept mapping and interactive qualitative analysis 

process produces a “snapshot” of the participants’ activities at a particular point in time. 

It is not possible to know if the same results would occur if the study were replicated, so 

there is a question of reliability with the methodology. However, since the merged 

department is apparently so commonplace in Texas, there is ample opportunity for further 

studies. 

In addition, the concept mapping process requires considerable commitment of 

time and organization by the participants to sort, rate and interpret the results. This 

research was not initiated by the participants to resolve a particular issue, and they did not 

meet with one another professionally. The participants in the focus groups did sort and 

rate the statements, but the participants who did not generate the data could not clarify the 

statements with the original focus group members. In the sort and rate process, there also 

might have been some confusion about the procedures. Less than half the participants 

attended the sessions to explore the maps and relationships between the themes. Only two 

of those developing the IRDs were part of the original focus groups. 

Lack of supervisor support limited the sample to those who were identified within 

their professional groups or who were encouraged and recruited by their peers. A field 

practicum supervisor indicated that her department head rejected any recruitment efforts 
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for her employees to participate in the study. If the employee had used the hospital e-mail 

system to recruit her peers, it would have been perceived as pressure or would have to 

meet the hospital’s institutional review board (IRB). When that hospital received the IRB 

packet, it simply failed to respond. No one from that hospital participated. Supervisors 

indicated few positives in their jobs now and that they attend case management 

conferences rather than social work meetings at the national level. Other staff sent e-mail 

expressing interest in the study, describing deteriorating working conditions and lack of 

support. One manager, who contributed to the process by facilitating support from the 

Cancer Society, resigned his position within his hospital to enter private practice. His 

staff had to respond to a new supervisor at the time of the study and also experienced loss 

of a colleague and mentor. One participant from that system lost her job during the study. 

A third supervisor invited the researcher to a continuing education program to solicit 

participants, but also announced that the situation for social workers was “bleak.” Two 

social workers from that staff joined the study. These weaknesses must be considered in 

discussing the implications of the findings. 

A strength of this study, despite its small sample, is that the participatory process 

offers an alternative to survey methodology and extensive ethnographic interviewing. 

The statements were developed and rated by the participants to describe their experiences 

as social workers in hospitals. The concept mapping process has been demonstrated to be 

a valuable measure of organizational culture or environment (Trochim, 1989) and 

provides a “hybrid” method to analyze textual data generated by the participants with 

quantitative methods and qualitative interpretative techniques. The pattern matches do 
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provide comparisons between the groups within the sample. With the limited research on 

the perceptions of social workers in acute care settings, this study must be considered as 

exploratory. The image of social work in hospitals today from the view of social workers 

from thirteen hospitals in four regions of Texas provides a view of social work practice in 

settings where the “traditional” centralized department no longer exists. The research 

does “give voice” and present a graphic illustration of social work in merged departments 

without a social work manager. The research also provides some insight to the daily 

issues for the bilingual social workers now working in acute care. The research has 

implications for current managers and social workers, professional organizations 

representing social workers in health care and for social work education in terms of 

preparation for practice, recruitment and retention of qualified social work staff, ongoing 

skill development and professional obligations reflected in the Code of Ethics (NASW, 

1996). 

Implications for Research 

This research is indicative of how little is known about the interface between 

health care and social work. Multiple research questions emerge, but the place to start is 

identifying and describing who is working as social workers in hospitals today. Future 

research must focus on how social workers define what they do and how they address 

perceptions by other disciplines and by consumers of social work services. We can also 

identify those exemplary departments and social workers who have survived and thrived, 

demonstrating cultural competence with their language skills and a commitment to the 

profession. 
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As an exploratory study with a small sample, this study raises more questions than 

it answers. The visual image is of the social work practitioner in isolation from her peers 

in health care and her profession. Individually, the social worker may be highly effective 

but collectively social workers in health care appear to have less visibility as members of 

the health care “team” to patients, hospital management, payer sources or the community. 

The efforts at problem solving are on an individualized basis, including their use of peers 

for case Consultation. There is little evidence that these social workers defined as one of 

their responsibilities more systemic participation in solutions, despite involvement in 

various hospital committees and tracking their activities. For all the participants, Anxiety 

was a frequent occurrence. They had to validate themselves because the structure 

provided little support or team building or recognition. However, as they individually 

found the work Rewarding and believed they were contributing to effective patient care, 

they downplayed the lack of recognition and the documentation required to maintain their 

departments. There is little evidence that these social workers informed health care 

practice of their contributions. Among the questions for further study is, How do social 

workers in merged departments provide evidence of their outcomes? Research is needed 

that identifies the specific measures kept as evidence of successful intervention. 

These social workers indicated that they were specifying interventions by 

discipline. Research still needs to occur to identify specific factors in the 

multidisciplinary and discipline-specific Assessments and Discharge planning/thinking 

ahead processes that contribute to patient and family’s options in their treatments. At 

present, it appears that Interviewing skills includes discussion of patients’ comprehension 
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of their health status and available services with the assumption that an informed patient 

has more resources and it is patient “free choice” that determines the success or failure of 

the discharge plan. Yet if these social workers had limited autonomy in what they discuss 

with patients and what plans are implemented, the question of patients’ informed choices 

and the implications for patient care and outcomes need further study. Social work 

managers have also identified this need within the framework of the SSWLHC. Access to 

social workers in merged departments will require substantial efforts, as the limited 

research on both social work staff and merged departments attests. 

Despite multiple statements and themes that denote the environmental pressures, 

these social workers remained committed to social work practice in health care. They 

wanted to better prepare students for the environment, rather than dissuade them from 

hospital social work. Based on their desire to inform practice about social work in health 

care, further research on the environmental influences on practice is indicated. This study 

suggests that high turnover has occurred in social work staff. Further identification of 

social workers in hospital settings is needed, as well as identification of the circumstances 

that promote their retention. In the new merged department environment where a social 

worker is no longer the supervisor, were social workers they laid off or did they quit to 

return to direct practice? It is also very important to ask, “Where are the old line social 

workers?” Characteristics of managers and social workers who remain in health care are 

needed. Identifying coping strategies will assist the profession in identifying necessary 

skills for the changing complex system. 
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The concept mapping process within IQA and the Concept System© identifies 

dimensions of the work environment for further study. Developing scholars in health care 

need encouragement to continue to study social work in health care settings. Few schools 

of social work prioritize social work in health care. Raising awareness of the need for 

research and education for practice in health care is one of the purposes of this 

dissertation. 

While this study did not address supervisors’ preparation for their roles as 

managers, another area for further research is whether managers in social work or nursing 

receive specific course content in supervising other professions or preparation for 

multidisciplinary practice. A study of social work curriculum on content related to 

preparation for multidisciplinary settings and institutional change is also needed. Further 

research is also needed to identify whom social workers use for their advanced practice 

supervision and how this supervision influences social work practice in health care. 

While health care stresses the technical and scientific, there is increasing 

awareness of the relationship between communication and benefit from medical care. 

Historically, social workers have “bridged” the distance between community and 

inpatient care, particularly for those with the fewest resources. As Short term counseling 

was less frequent than Discharge planning/thinking ahead, another possibility exists that 

patients and families who are not English speakers do not receive the same level of 

services in discussing end of life issues, adjustment to illness, or the involvement of child 

and adult protective services. There is evidence of the disparity in health care for 

minority populations. While frequency counts are not outcome measures, they are 
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indicators of practice. It can be assumed that someone who often communicates with 

insurance companies or child protection teams, or converses with patients in their 

primary language, will have a greater confidence level and familiarity with the issues for 

the family and the services available. As no baseline has been established, there is no way 

of knowing if the frequency of the activities has diminished or if the service provider is 

competent. However, research is needed to determine if patients who have a bilingual 

social worker have greater control over their discharge plans as self-determined care, 

greater access to and use of resources like hospice and home health, and better short and 

long term outcomes. 

Gant & Gutierrez (1996) described the bilingual social worker as influenced by 

gender, cultural values, and the implications of minority status. This research suggests 

that bilingual social workers are trained for individual and family work rather than for 

empowerment practice or management. The experiences of bilingual social workers need 

to be studied in greater depth. What incentives are there for bilingual social workers to 

remain in this environment? The profession also needs to identify its bilingual members 

and address how their skills are used. Valuing Team work, Advancing the profession and 

counseling skills, these individuals may be wonderful supervisors and mentors. Is there a 

correlation between bilingual status and leadership? Are bilingual social workers being 

used as translators? Are they intervening in the environment with their professional social 

work skills? Do they lose autonomy, as the study suggests, even among their peers? One 

participant at a session where the research was presented suggested further research 
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should ask the question “Do social workers choose to be monolingual? These are 

important issues for the profession and for social work education. 

Conclusions 

These social workers truly had little voice, little academic preparation for the 

structure and competing disciplines within the health-care environment, and did not have 

a unique niche, in spite of their competency in Interviewing skills, Assessments, Short 

term counseling and Discharge planning/thinking ahead. They may be replaced by more 

new social workers without much experience in health care. They may not be replaced at 

all. Unless efforts are made to identify and support them, they will be gone. 

Acknowledging their contributions to social work and health care is an important aspect 

of this research. The challenge for the profession, within its academic settings, its 

organizations, and its many smaller sub-groups, is to identify these social workers and 

provide meaningful support. 

Leadership identification is clearly needed. Identification of talented practitioners 

in acute care settings who will offer advanced clinical supervision for those working in 

today’s health care is needed. Team building workshops are also suggested to encourage 

social workers to develop power within their institutions even when social workers are 

often solo practitioners and create new systems of care. Developing potential leaders and 

department heads from within the ranks of those currently in health care offers the 

opportunity to build identity, autonomy, and competency. The membership perspective 

suggests social workers in health care offer the opportunity to truly improve the 
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psychosocial aspects of health care in a time of increasing commodification and 

disparities of wealth, language and fragmentation of community services. 

This research adds the pleas of direct social work practitioners to those of hospital 

social work managers that the social work profession (education and practice 

components) prioritize social work in hospitals as an essential setting for social work 

practice. There is nothing to suggest that hospitals have become less intimidating 

institutions for patients and their families, or that the social needs of patients have 

diminished because other professions claim to address them. This dissertation highlights 

the influence the hospital environment has on social work identity, competency, and 

autonomy and its potential effect on other settings for practice. 

The participants identified liaison and counseling activities as feedback loops that 

are influenced by their professional mood and affect their professional maintenance. This 

dissertation addresses the complexities of the current health care environment and its 

multiple influences on social workers. Participants reported that this environment is 

challenging and often hostile to social workers. The picture emerged of isolated 

professionals who are not adequately prepared by their social work education and who 

are not likely to become leaders in health care unless the profession takes emergent 

action. This research highlights these social work professionals’ urgent voice that the 

profession respond to the “red flags” raised. These issues need to be addressed in the 

curriculum and in our professional social work activities in both licensure and 

professional affiliations. While each of us brings resources and relationships to our social 

work practice, the transactions affect our sense of identity, competency, and autonomy. 
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Social work has traditionally served those with the least resources. Our goal is to enhance 

the fit between person and environment. The stakes are high: adaptedness, adaptation, 

migration—or is it exodus? 
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Appendix A 
 

Informed Consent 
 

A Study to explore the roles of medical social workers in acute care settings 
 

Informed Consent to Participate in Research 
 

The University of Texas at Austin 
 
You are being asked to participate in a research study. This form provides you with 
information about the study. The Principal Investigator (the person in charge of this 
research), Nancy Francisco Stewart, will describe this study to you and answer all of 
your questions. Please read the information below and ask questions about anything 
you don’t understand before deciding whether or not to take part. Your 
participation is entirely voluntary and you can refuse to participate without penalty 
or loss of benefits to which you are otherwise entitled. 
 
Title of Research Study: 
A study to explore the roles of medical social workers in acute care settings 
 
 
Principal Investigator(s) and Telephone Number(s): 
 
Nancy Francisco Stewart, MSW, M.A.Ed., ACSW 
Doctoral candidate 
210-860-6832 
 
Faculty Supervisor 
Professor King E. Davis, Ph.D. 
The Robert Lee Sutherland Chair In Mental Health And Social Policy 
School of Social Work 
512-232-7117 
 
Funding Source: The American Cancer Society is providing space, refreshments and 
support for the mailings. 
 
What is the purpose of this study? 
The purpose of this research is to explore the current status of social work practice in 
acute health care settings from the perceptions of medical social workers. This study is a 
dissertation research project in partial requirement for the Ph.D. in Social Work under the 
supervision of Professor King E. Davis, Ph.D. 
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 You are being asked to participate in the study because you are currently 
practicing as a social worker in an acute hospital setting. You were identified as someone 
with experience and expertise in social work and are not currently a social work 
supervisor or departmental manager. All of the social workers in this study will be 
involved in direct clinical practice with hospital patients and their families. Your primary 
role as a social worker is not administrative in your facility. If you participate, you will be 
one of approximately thirty to forty people in the study. 
 
What will be done if you take part in this research study? 
 If you decide to participate, you will be meeting with other medical social 
workers in a focus group lead by Nancy Francisco Stewart that will meet in your 
community three times over the next three months. The total expected time for your 
participation in the study would be less than seven hours. The focus groups will meet in a 
setting that may be away from your work so that you can be comfortable in speaking 
about your work environment and your privacy is maintained.  The research methodology 
for this study is participatory. I would like your perceptions on what your social work 
practice is like in your setting today and what factors contribute to your current work. 
Group members will be asked to describe their typical experiences on note cards that will 
be reviewed by all of the participants.  Each participant will have the opportunity to 
prioritize the responses both individually and by group consensus methods. Demographic 
information about each participant as to your educational degrees, years of professional 
experience, gender, and organizational setting will also be collected for descriptive and 
comparative purposes.  Participants will be analyzing the results of the group 
systematically to create a model of the themes and relationships within social work 
practice. The process of analyzing the note cards generated in the brain-storming session 
uses a consensus method to group the cards according to their themes. Group members 
will then name the themes and define their meanings. The next session will explore the 
relationships between the themes to develop explanations. A graphic model and a written 
and verbal description, or tour, will be developed from the analysis.  

 The findings will be reported collectively and there will be no individually 
identifying data about you or your hospital setting. Focus group members will be asked to 
maintain confidentiality of the group discussions to minimize risk and not to disclose 
information about the other participants in this study without their specific permission. 
Any information that is obtained in connection with this study and that can be identified 
with you will remain confidential and will be disclosed only with your permission. Your 
responses will not be linked to your name in any written or verbal report of this research 
project. The group processes will be audio taped and transcribed to develop field notes 
about the research project. No identifying information about group members as to their 
names or positions will be included on the transcription and it will be stored in a locked 
cabinet in the researcher’s office. As individual group members prioritize the themes 
identified, this information will be entered into a computer software program known as 
Concept Mapping which will statistically analyze the responses. Information within the 
computer program will also be coded by an identification number to reduce risk of loss of 
confidentiality. The participants will have the opportunity to compare the statistical 
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results with the group consensus results as the model is developed.  As the model is 
presented, quotes from the participants will be included to add description to the model 
and to the themes. Quoted material will be reported without any connection to the 
participant’s names in any reports or publications.  
 
What are the possible discomforts and risks? 
 It is expected that the risk or discomfort that may occur with this research are 
minimal, not greater than those encountered in daily life. The primary risk is one of 
confidentiality and precautions will be taken to minimize that risk as described above. 
Participation may also inconvenience you as it involves taking time away from your busy 
schedule. I will make every effort to stay on time and to keep the group on task to 
minimize any inconvenience. There may be risks that are unknown at this time. During 
the group process we will be discussing professional activities and your behaviors and 
attitudes while conducting these activities. This should mean minimal psychological risk 
as a result of thinking about or discussing one’s own professional behavior or attitudes 
but you may determine your own extent of participation in the group process.    
What are the possible benefits to you or to others? 
 We do not guarantee that you will benefit from participating in this study. 
Evaluation of social work practice in health care settings is important in planning for the 
profession in terms of skill, knowledge and critical relationship needed to adapt and 
contribute to patient care. The practical application of the research may be a clearer 
definition of roles in the multidisciplinary environment of health care, the development of 
interventions within the setting to be proactive for the people social workers serve, 
continued employment issues such as recruitment and retention, and to make 
recommendations for social work education. 
 
If you choose to take part in this study, will it cost you anything? 
There are no charges or costs associated with this project although you may incur some 
personal expense for your transportation to the focus group meeting. 
 
Will you receive compensation for your participation in this study?  
There is no compensation for your participation within this project.  As your participation 
is not part of your assigned work responsibilities and may be outside of your regularly 
scheduled work time, it is unlikely that you will be paid for your participation in this 
study.  
What if you are injured because of the study? 
There is no known physical risk to this study. No treatment will be provided for research 
related injury and no payment could be provided in the event of a medical problem. 
 
If you do not want to take part in this study, what other options are available to 
you? 
Participation in this study is entirely voluntary.  You are free to refuse to be in the study. 
Your decision to participate or to decide not to participate will not affect your present or 
future relationship with The University of Texas at Austin. 
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How can you withdraw from this research study? 
If you wish to stop your participation in this research study for any reason, you 
should contact Nancy Francisco Stewart at (210) 860-6832. You are free to withdraw 
your consent and stop participation in this research study at any time without penalty or 
loss of benefits for which you may be entitled.  Throughout the study, the researcher will 
notify you of new information that may become available and that might affect your 
decision to remain in the study. 
In addition, if you have questions about your rights as a research participant, please 
contact Clarke A. Burnham, Ph.D., Chair, The University of Texas at Austin 
Institutional Review Board for the Protection of Human Subjects, 512/232-4383. 
 
How will your privacy and the confidentiality of your research records be 
protected? 
 
Authorized persons from The University of Texas at Austin and the Institutional 
Review Board have the legal right to review your research records and will protect 
the confidentiality of those records to the extent permitted by law. If the research 
project is sponsored then the sponsors also have the legal right to review your 
research records. Otherwise, your research records will not be released without 
your consent unless required by law or a court order. 
If the results of this research are published or presented at scientific meetings, your 
identity will not be disclosed. 
 
The focus group will be audio taped. Participants will be told when the group meeting is 
being audio taped. The cassettes will be coded so that no personally identifying 
information is visible on them or on the transcription of the tapes. The audiocassettes will 
be kept in a secure place, a locked box in the investigator’s office. The recordings will be 
retained for possible future analysis.  
 
Will the researchers benefit from your participation in this study? 
 
The expected benefit to the researcher is the completion of the degree requirement for a 
Ph.D. in Social Work, the opportunity to present and publish the results at professional 
and scientific meetings and journals. 
 
Signatures: 
As a representative of this study, I have explained the purpose, the procedures, the 
benefits, and the risks that are involved in this research study: 
 
 
Signature and printed name of person obtaining consent                     Date 
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You have been informed about this study’s purpose, procedures, possible benefits 
and risks, and you have received a copy of this form. You have been given the 
opportunity to ask questions before you sign, and you have been told that you can 
ask other questions at any time. You may have a copy of this form. You voluntarily 
agree to participate in this study. By signing this form, you are not waiving any of 
your legal rights. 
 
 
Printed Name of Subject              Date 
 
 
Signature of Subject               Date 
 
 
Signature of Principal Investigator      Date 
 
I may wish to present some of the tapes from this study at professional conventions 
or as demonstrations in classrooms. Please sign below if you are willing to allow me 
to do so with the tape of your voice in the focus group. 
 
I hereby give permission for the audiotape made for this research study to be also 
used for educational purposes. 
 
 
Printed name of Subject/ Signature      Date 
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Appendix B 
 

 Demographic Information Sheet 
 
 
Demographic Variable ID: 1 
Name: length of time 
Description: 
 Please state the length of time you have worked at this medical 
 center. 
 
 Minimum Value: 1.00 
 Maximum Value: 40.00 
 
 Values if Categorical Variable: 
  
Demographic Variable ID: 3 
Name: Supervision 
Description: 
 Please state who supervises your work. 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 nurse 
 socialworker 
 other degree 
 
Demographic Variable ID: 4 
Name: organization type 
Description: 
 Please describe your hospital: 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 private, nonprofit 
 private, for profit 
 public, federal 
 public, city/county 
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Demographic Variable ID: 5 
Name: size 
Description: 
 How many social workers are employed in your setting 
 
 Minimum Value: 1.00 
 Maximum Value: 60.00 
 
 Values if Categorical Variable: 
  
Demographic Variable ID: 6 
Name: gender 
Description: 
 What is your gender? 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 female 
 male 
 
Demographic Variable ID: 7 
Name: location 
Description: 
 Where is your hospital located? 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 San Antonio 
 Houston 
 Austin 
 Central Counties 
 
Demographic Variable ID: 8 
Name: experience 
Description: 
 How many years have you worked in health care as a social worker? 
 
 Minimum Value: 0.00 
 Maximum Value: 35.00 



 

 276

 
 Values if Categorical Variable: 
Demographic Variable ID: 9 
Name: Other experience 
Description: 
 How many total years have you worked as a social worker ? 
 
 Minimum Value: 0.00 
 Maximum Value: 40.00 
 
 Values if Categorical Variable: 
  
Demographic Variable ID: 10 
Name: degree 
Description: 
 What is your highest social work degree? 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 no degree 
 BSW 
 MSW 
 
Demographic Variable ID: 11 
Name: structure 
Description: 
 Please describe the structure for social work in your organization: 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 centralized  
 merged 
 unit-based 
 discharge planning 
 case management 
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Demographic Variable ID: 12 
Name: assignments 
Description: 
 Are you assigned to one specific hospital service unit or responsible 
 for general coverage? 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 specialty unit 
 multiple units 
 
Demographic Variable ID: 13 
Name: bilingual 
Description: 
 Are you bilingual? 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 yes 
 no 
 
Demographic Variable ID: 14 
Name: multiple hospital"float" 
Description: 
 If you work in more than one hospital as routine assignment or float 
 
 Minimum Value:  
 Maximum Value:  
 
 Values if Categorical Variable: 
 yes 
 no 
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Appendix C 
 

Participants’ Statements 
 
 
1) Provide instruction to assist patients with navigation of insurance and hospital 
 services. 
 
2) Communicate and discuss insurance benefits with patients. 
 
3) Frustration in working with insurance companies who put your call on hold 
  because your call is so important to them! 
 
4) Speak with insurance companies providing clinical review. 
 
5) Assess patient and family in their comprehension of patient's medical health 
 status, short and long term implications. 
 
6) Assess pt. awareness of current medical condition and discuss goals for 
 independence. 
 
7) Discuss with patient regarding changes in body after surgery and how this may 
 affect lifestyle. 
 
8) Discuss w/ patient of defense mechanisms for dealing with changes 
 physically/mentally. 
 
9) Create plans with patients to meet expectations of leaving hospital with  
 continued needs met. 
 
10) Assess home situation through interviewing patients, families and outside  
 agencies in order to plan for a safe discharge. 
 
11) Counsel caregivers/family members/friends in longterm or short term care plans 
  for a patient. 
 
12) Educate patients on options for levels of care and available services. 
 
13) Gather or procure pertinent information to meet need of the patient which 

sometimes involves research by calling around to agencies for more information or 
availability. 
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14) Interview patients to find out  lifestyles and support systems(family, home aides, 
 etc) that are in place and what might be needed. 
 
15) work with patients to encourage self determined direction for their health care. 
 
16) I have new issues re:patient needs which I have never encountered. I learn 
 something new. 
 
17) when you leave work completely exhausted (mentally) but know GOOD WORK 
 happened. 
 
18) you've helped someone reach a resource that "they" though was no where to be 
 found. 
 
19) I feel rejuvenated and fulfilled about the worthwhile work I am doing. 
 
20) l listen to patient concerns re: going home or to other facilities. 
 
21) assessments need to be completed on new patients: biopsychosocial, financial, 
  other resources. 
 
22) Interview teen mothers and offer community services as part of a policy to  
 "all teen mothers." 
 
23) Assess patients admitted for mental health reasons (usually overdoses) and 
 collaborate with psychiatry and f/up with commitments or inpt/outpt. tx prgrms. 
 
24) A teen mom came in with no prenatal care and no baby supplies. 
 
25) counsel substance abusers and provide community resources or recommend 
 and arrange inpatient treatment. 
 
26) visit with pt and/or family for further assessments of ss needs which sometimes 
 necessitates counseling. Gather info from various disciplines: nsg, pt/ot, md,etc. 
 
27) meet pt/family while in area, identification of soc. request made from the contact; 
 need may be related to pt's medical/health issue or personal/social/economical in 
 nature. 
 
28) Following up on cases while on after hour coverage: complex issues re pt. not 
 normally with client/patient work area. 
 
29) being called in at night. 
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30) I go up and down elevators from office to floor to complete plans, make calls, 
 document. 
 
31) A man w/ psychosis bangs on the plexiglass @nsg. station, screaming "I am  
 Jesus,  owner of the Cowboys and Ft.Knox" and I don't even blink or look up. 
 
32) fight w/ my computer (exchanged for "improved one"unable to get into 
 anything)deal w/ complications related to productivity when "tools"nonfunctional. 
 nonfunctioning. 
 
33) Assist in finding identity and/or family members for "John Does" usually referred 
 by physician. 
 
34) Have to maintain wide knowledge of current community resources to empower 
 pt/client in making better informed decisions w/ goal of reduced unness. admits. 
 
35) attend some (NOT many) seminars for ongoing CEUs sometimes having to  
 resort to satelitte presentations or home study course. 
 
36) Teach social work student interns about acute care hospital social work. 
 
37) My pager goes off before the start of work hours... or after 5 pm. 
 
38) I plan my activities and priorities for the day and have that changed before I  
 finish my list. 
 
39) when you have at least 2-3 crises in 1 day aside from the normal, routine stuff. 
 
40) letting bed census run our day. $ is the priority? Client need is the priority? 
 
41) Letting Bed Census plan our day. 
 
42) run off demographics on new patients to be seen that day. Include insurance 
 info. 
 
43) reviewing the referrals the floor have sent in order to prioritize which patients 
 need to be seen first. 
 
44) have flexibility in determining schedule and that impacts the work day work flow. 
 
45) assignments typically made every morning among social workers from consults 
 that have been requested by either patient, nurse, MD, etc. 
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46) meet every morning to let administration know what patients on our units may  
 be discharged today. 
 
47) There are many patients left to see tomorrow. 
 
48) Every phone (5) rings in the office. 
 
49) ... I know I won't get everything done that needs to be done. 
 
50) My office isn't even unlocked and there are clients waiting to be seen. 
 
51) My beeper starts before I make it into the hospital parking lot and I start the day 
 off with ASAP's. 
 
52) Late Friday afternoon crisis always impacts! 
 
53) I stay late on Fridays b/c "all hell breaks loose": child death, nursing home 
 transfer, "NAT", complicated admission, complicated discharge, d/c at 4 pm. 
 
54) The 30 min. appointment slots are all filled and people who are not in any of 
 them are knocking on the door requesting to be seen TODAY! 
 
55) My beeper goes off while I'm on the phone and have 3 patients waiting to be  
 seen. The funny thing is I like it! It keeps me busy and prevents a monotonous 

workday. 
 
56) when you have to cut your time short with the client because you have other 
 clients waiting (regardless of need). 
 
57) My 8-5 job is more 7:30 to ?? 
 
58) Eat lunch other than @ lunch time and rarely depart @ "normal" time. 
 
59) patients and doctors don't think social workers deserve lunch! Why do beepers 
 go crazy at noon? 
  
60) Change of nursing shift results in confusion because no one on new shift read 
 your notes. 
 
61) when find something amiss with chart, notify appropriate person for appropriate 
 correction. 
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62) a consult is received from a resident MD for "assist with medication" and there is 
 no time to write up progress note. 
 
63) a great deal of time is generated in documentation in pt's charts, also 
 maintaining statistical data for dept.'s reimbursement and track of intervention by 
 discipline. 
 
64) you have to keep a paper trail because you don't have time to enter stats. 
 
65) there are unfinished application forms for pharmacy drug assistance on my desk 
 awaiting POI and the patient is needing the drug for another month. 
 
66) challenging organized chaos from referrals  by unit/MD/nurse, SW  
 peer, computer communication system, UR, unit director, pt/family, outside 
 source, observation. 
 
67) I make APS and CPS referrals and sit on the phone on hold for hours in the 
 process. 
 
68) Assess adults and children for potential/probable abuse and make appropriate 
 APS/CPS referrals, f/u with caseworker thru-out hosp. stay. Usually ER referrals. 
 
69) child presents with non-accidental trauma. 
 
70)  APS, CPS, police. 
 
71) Communicate patient needs with nursing and patient & family concerns/needs 
 with therapists. 
 
72) assisting staff in dealing with "difficult" or "noncompliant" patients through both 
 patient and staff education and communication. 
 
73) consults requested and generated thru computerized communication system are 
 sometimes clear and easy to understand or sometimes vague and ambiguous. 
 
74) I track down and negotiate and plan meeting patient needs with physicians,  
 nurses, therapists, dieticians. 
 
75) Nsg. staff see me and make consult request "on the spot" re patient in their care. 

Informal consult might be first one re patient or could be a f/u on prior contact. 
 
76) other staff interfere with process (S.W.) because "they have to do their job." 



 

 283

 
 
77) Receive a call from a MD with a referral. 
 
78) Communicate with MDs: patient concerns and discharge needs. 
 
79) education efforts with docs re lack of medical necessity for continual days in 
 hospital by their patient. 
 
80) I call another social worker to consult on a complicated case. 
 
81) collaboration among social workers for obtaining resource materials for patients 
 and their families. 
 
82) Respond to and provide info to colleaques re non work setting questions –  
 basically provide referral POC info, won't give opinion just referral stuff. 
 
83) Help staff with referrals and financial and emotional problems. 
 
84) Provide consultation to colleagues in the hospital system re maternal child 
 issues. 
 
85) I de-stress about cases by talking to other social workers at the end of day 
 (especially NAT (?) or NHT (?) ). 
 
86) I have gone home exhausted. 
 
87) when "I" start feeling "needy" because of or due to over saturation and stress 
 and workload. 
 
88) try to find time to help my coworkers and my self with grief issues. 
 
89) ...selling social work to other professionals in hospital (PR), financial people. 
 
90) saying we ARE worthy. 
 
91) Being asked to work smarter not harder but receiving mixed messages to  
 reverse the theme. 
 
92) There is another meeting to attend. 
 
93) I am expected to be in a UR meeting, Ethics committee meeting, patient services 
 meeting, care plan meeting in one day and manage to meet patient needs. 
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94) attend team meetings either for direct patient care outcomes or for on-going 
 education. 
 
95) we go out of our way to think outside the box. 
 
96) we do things that others refuse to do. 
 
97) social work receives referrals because we sort out the problem and handle or  
 refer appropriately. 
 
98) diplomacy- diplomat. 
 
99) clients and staff expect a miracle cure. 
 
100) I remind patients that I am not a doctor or a nurse and I don't work for CPS! 
 
101) I get annoyed when non-social workers think they can do our job. 
 
102) there is no payor source for patient. 
 
103) you have to go outside normal resources due to no payor source for DME, 
 supplies, etc. 
 
104) have to explained managed care to patients for the 200th time. 
 
105) interview patient regarding needs and satisfaction of discharge plans. 
 
106) Investigate resources/options for patient discharge needs. 
 
107) the primary goal of each day is to assist in the discharge of patients, provide 
 emotional and clinical support to pts. and families, serve as a patient advocate. 
 
108) Advance discharge plans by making phone call/ referrals. 
 
109) make referrals to social service agencies outside hospital, both governmental 
 and private. 
 
110) coordination of DME, HHC etc. for patient discharge care follow-up. 
 
 
111) arrange DME, Home Health, transportation, outpatient therapy, etc. 
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112) frequent referrals made to various community resources for DME, SNF  
 placements, psychiatric placement, home health needs, etc. 
 
113) arrange home health and DME. 
 
114) People need resources for medications and medical care. 
 
115) a patient was unable to afford medication and has no health insurance or regular 
 physician. 
 
116) educate patients on options for levels of care and available services. 
 
117) arrange transportation thru families, friends, community agencies, ambulance 
 companies, medicaid, air ambulance as determined by medical need. 
 
118) I am called for consults in the skilled nursing facility, CCU, ER, acute care and 
 OB on the same day. 
 
119) refer to skilled nursing facilities, long term acute care hospitals or nursing 
 homes depending on patient needs. 
 
120) physician is insisting on discharge of socially needy patient/family. 
  
121) clarify MD orders and recommendations re discharge care to docs. 
 
122) discussion of support systems (family, home aides, etc.) that are in place and of 
 what might be needed. 
 
123) resource list is out and used for each client seen (meaning the client is there in 
 office with more issues than just access to care). 
 
124) I advocate for patient rights. 
 
125) educate staff on appropriate/inappropriate referrals -e.g., acknowledging an 
 "undesirable" living situation but recognizing patient's free will. 
 
126) I assist patients with Advance Directives -end of life issues. 
 
127) bereavement specialist- work with patient, family, friends, colleagues. 
 
128) I help patients and families with the horror and sadness of their losses. 
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129) a patient's daughter is upset and can't decide to place her mother in a nursing 
 home. 
 
130) meet with patient/ family regarding new diagnosis. 
 
131) outside hospital representatives (VA, military) call to get updates on patients that 
 have been transferred from their facility to our ICU. 
 
132) ... outside agencies call wanting information on their client. 
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Appendix D 
Rating Scales 

 
Frequency 
 
Cluster :  Interviewing skills 
 122) discussion of support systems (family, home aides, etc.) that are 4.26 
 in place and of what might be needed. 
 12) Educate patients on options for levels of care and available 4.22 
 services. 
 27) meet pt/family while in area, identification of soc. request made 4.22 
 from the contact; need may be related to pt's medical/health issue 
 or personal/social/economical in nature. 
 11) Counsel caregivers/family members/friends in longterm or short term 4.17 
 care plans for a patient. 
 116) educate patients on options for levels of care and available 4.13 
 services. 
 5) Assess patient and family in their comprehension of patient's 4.00 
 medical health status, short and long term implications. 
 26) visit with pt and/or family for further assessments of ss needs 4.00 
 which sometimes necessitates counseling. Gather info from various 
 disciplines: nsg, pt/ot, md,etc. 
 1) Provide instruction to assist patients with navigation of insurance 3.83 
 and hospital services. 
 25) counsel substance abusers and provide community resources or 3.57 
 recommend and arrange inpatient treatment. 
 Average Rating: 4.04 
 
Cluster :  Assessments 
 14) Interview patients to find out  lifestyles and support 4.43 
 systems(family, home aides, etc) that are in place and what might 
 be needed. 
 10) Assess home situation through interviewing patients, families and 4.39 
 outside agencies in order to plan for a safe discharge. 
 106) Investigate resources/options for patient discharge needs. 4.09 
 6) Assess pt. awareness of current medical condition and discuss 3.96 
 goals for independence. 
 9) Create plans with patients to meet expectations of leaving hospital 3.96 
 with continued needs met. 
 105) interview patient regarding needs and satisfaction of discharge 3.65 
 
 plans. 
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 23) Assess patients admitted for mental health reasons (usually 3.00 
 overdoses) and collaborate with psychiatry and f/up with 
 commitments or inpt/outpt. tx prgrms. 
 Average Rating: 3.93 
 
Cluster :  Communication w/ agencies & team 
 78) Communicate with MDs: patient concerns and discharge needs. 4.26 
 121) clarify MD orders and recommendations re discharge care to docs. 3.57 
 132) ... outside agencies call wanting information on their client. 3.26 
 131) outside hospital representatives (VA, military) call to get updates on 2.74 
 patients that have been transferred from their facility to our ICU. 
 33) Assist in finding identity and/or family members for "John Does" 2.17 
 usually referred by physician. 
 Average Rating: 3.20 
 
Cluster :  Discharge planning / thinking ahead 
 34) Have to maintain wide knowledge of current community resources to 4.48 
 empower pt/client in making better informed decisions w/ goal of 
 reduced unness. admits. 
 107) the primary goal of each day is to assist in the discharge of 4.30 
 patients, provide emotional and clinical support to pts. and 
 families, serve as a patient advocate. 
 109) make referrals to social service agencies outside hospital, both 4.30 
 governmental and private. 
 108) Advance discharge plans by making phone call/ referrals. 4.26 
 21) assessments need to be completed on new patients: biopsychosocial, 4.13 
 financial, resources other. 
 117) arrrange transportation thru families, friends, community 4.13 
 agencies, ambulance companies, medicaid, air ambulance as 
 determined by medical need. 
 112) frequent referrals made to various community resources for DME, 4.00 
 SNF placements, psychiatric placement, home health needs, etc. 
 110) coordination of DME, HHC etc. for patient discharge care follow-up. 3.78 
 111) arrange DME, Home Health, transportation, outpatient therapy, etc. 3.70 
 113) arrange home health and DME. 3.52 
 119) refer to skilled nursing facilities, long term acute care hospitals 3.43 
 or nursing homes depending on patient needs. 
 Average Rating: 4.00 
 
Cluster :  Sensitivity & support 
 98) diplomacy- diplomat. 4.52 
 71) Communicate patient needs with nursing and patient & family 4.09 
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 concerns/needs with therapists. 
 74) I track down and negotiate and plan meeting patient needs with 3.87 
 physicians, nurses, therapists, dieticians. 
 128) I help patients and families with the horror and sadness of their 3.52 
 losses. 
 2) Communicate and discuss insurance benefits with patients. 3.33 
 127) bereavement specialist- work with patient, family, friends, 3.30 
 colleagues. 
 83) Help staff with referrals and financial and emotional problems. 3.26 
 24) A teen mom came in with no prenatal care and no baby supplies. 3.00 
 22) Interview teen mothers and offer community services as part of a 2.91 
 policy to see "all teen mothers." 
 4) Speak with insurance companies providing clinical review. 2.04 
 Average Rating: 3.39 
 
Cluster :  Short term counseling 
 13) Gather or procure pertinent information to meet need of the patient 4.17 
 which sometimes involves research by callling around to agencies for 
 more information or availability. 
 20) l listen to patient concerns re: going home or to other facilities. 4.17 
 15) work with patients to encourage self determined direction for their 4.04 
 health care. 
 130) meet with patient/ family regarding new diagnosis. 3.70 
 8) Discuss w/ patient of defense mechanisms for dealing with changes 3.43 
 physically/mentally. 
 68) Assess adults and children for potential/probable abuse and make 3.43 
 appropriate APS/CPS referrrals, f/u with caseworker thru-out hosp. 
 stay. Usually ER referrals. 
 129) a patient's daughter is upset and can't decide to place her mother 3.43 
 in a nursing home. 
 7) Discuss with patient regarding changes in body after surgery and how 3.09 
 this may affect lifestyle. 
 126) I assist patients with Advance Directives -end of life issues. 3.00 
 Average Rating: 3.61 
 
Cluster :  Rewarding 
 125) educate staff on appropriate/inappropriate referrals -e.g., 4.22 
 acknowledging an "undesirable" living situation but recognizing 
 patient's free will. 
 19) I feel rejuvenated and fulfilled about the worthwhile work I am 4.00 
 doing. 
 17) when you leave work completely exhausted (mentally) but know 3.91 
 GOOD WORK happened. 
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 90) saying we ARE worthy. 3.91 
 16) I have new issues re:patient needs which I have never encountered. 3.70 
 I learn something new. 
 85) I de-stress about cases by talking to other social workers at the end 3.22 
 of day (especially NAT (?) or NHT (?) ). 
 79) education efforts with docs re lack of medical necessity for continual 3.13 
 days in hospital by their patient. 
 84) Provide consultation to colleagues in the hospital system re 3.00 
 maternal child issues. 
 Average Rating: 3.64 
 
Cluster :  Advancing the profession  
 96) we do things that others refuse to do. 4.61 
 95) we go out of our way to think outside the box. 4.39 
 89) ...selling social work to other professionals in hospital (PR), 3.30 
 financial people. 
 35) attend some (NOT many) seminars for ongoing CEUs sometimes 3.04 
 having to resort to satelitte presentations or home study course. 
 36) Teach social work student interns about acute care hospital social 2.70 
 work. 
 31) A man w/ psychosis bangs on the plexiglass @nsg. station, 1.87 
 screaming "I am Jesus, owner of the Cowboys and Ft.Knox" and I 
 don't even blink or look up. 
 Average Rating: 3.32 
 
Cluster :  Team work 
 124) I advocate for patient rights. 4.52 
 72) assisting staff in dealing with "difficult" or "noncompliant" 3.74 
 patients through both patient and staff education and 
 communication. 
 81) collaboration among social workers for obtaining resource materials 3.70 
 for patients and their families. 
 18) you've helped someone reach a resource that "they" thought was no 3.65 
 where to be found. 
 82) Respond to and provide info to colleaques re non work setting 3.43 
 questions - basically provide referral POC info, won't give opinion just 
 referral stuff. 
 80) I call another social worker to consult on a complicated case. 3.39 
 88) try to find time to help my coworkers and my self with grief issues. 3.13 
 Average Rating: 3.65 
 
Cluster :  Consultation 
 97) social work receives referrals because we sort out the problem and 4.65 
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 handle or refer appropriately. 
 44) have flexibility in determining schedule and that impacts the work 4.22 
 day work flow. 
 77) Receive a call from a MD with a referral. 3.74 
 94) attend team meetings either for direct patient care outcomes or for 3.57 
 on-going education. 
 70)  APS, CPS, police. 3.30 
 61) when find something amiss with chart, notify appropriate person for 2.91 
 appropriate correction. 
 69) child presents with non-accidental trauma. 2.57 
 Average Rating: 3.57 
 
Cluster :  Irritations & annoyances 
 75) Nsg. staff see me and make consult request "on the spot" re patient in 4.13 
 their care. Informal consult might be first one re patient or could be a 
 f/u on prior contact. 
 99) clients and staff expect a miracle cure. 4.04 
 101) I get annoyed when non-social workers think they can do our job. 3.96 
 76) other staff interfere with process (S.W.) because "they have to do 3.22 
 their job." 
 100) I remind patients that I am not a doctor or a nurse and I don't work 3.22 
 for CPS! 
 87) when "I" start feeling "needy" because of or due to over saturation 3.17 
 and stress and workload. 
 41) Letting Bed Census plan our day. 2.91 
 40) letting bed census run our day. $ is the priority? Client need is the 2.87 
 priority? 
 3) Frustration in working with insurance companies who put your call 2.83 
 on hold because your call is so important to them! 
 Average Rating: 3.37 
 
Cluster :  Busy schedule-overworked 
 59) patients and doctors don't think social workers deserve lunch! Why 3.91 
 do beepers go crazy at noon? 
 86) I have gone home exhausted. 3.78 
 91) Being asked to work smarter not harder but receiving mixed 3.74 
 messages to reverse the theme. 
 93) I am expected to be in a UR meeting, Ethics committee meeting, 3.61 
 patient services meeting, care plan meeting in one day and manage 
 to meet patient needs. 
 67) I make APS and CPS referrals and sit on the phone on hold for 3.35 
 hours in the process. 
 62) a consult is received from a resident MD for "assist with medication" 3.30 
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 and there is no time to write up progress note. 
 60) Change of nursing shift results in confusion because no one on new 3.26 
 shift read your notes. 
 32) fight w/ my computer (exchanged for "improved one"unable to get 3.17 
 into anything)deal w/ complications related to productivity when 
 "tools"nonfunctional. nonfunctioning. 
 29) being called in at night. 1.83 
 Average Rating: 3.33 
 
Cluster :  Anxiety 
 92) There is another meeting to attend. 4.04 
 38) I plan my activities and priorities for the day and have that changed 4.00 
 before I finish m y list. 
 30) I go up and down elevators from office to floor to complete plans, 3.96 
 make calls, document. 
 52) Late Friday afternoon crisis always impacts! 3.96 
 39) when you have at least 2-3 crises in 1 day aside from the normal, 3.91 
 routine stuff. 
 49) ... I know I won't get everything done that needs to be done. 3.83 
 56) when you have to cut your time short with the client because you 3.78 
 have other clients waiting (regardless of need). 
 47) There are many patients left to see tomorrow. 3.70 
 53) I stay late on Fridays b/c "all hell breaks loose": child death, 3.61 
 nursing home transfer, "NAT", complicated admission, complicated 
 discharge, d/c at 4 pm. 
 55) My beeper goes off while I'm on the phone and have 3 patients 3.48 
 waiting to be seen. The funny thing is I like it! It keeps me busy 
 and prevents a monotonous workday. 
 58) Eat lunch other than @ lunch time and rarely depart @ "normal" 3.48 
 time. 
 57) My 8-5 job is more 7:30 to ?? 3.43 
 64) you have to keep a paper trail because you don't have time to enter 3.43 
 stats. 
 51) My beeper starts before I make it into the hospital parking lot and I 3.30 
 start the day off with ASAP's. 
 48) Every phone (5) rings in the office. 3.13 
 118) I am called for consults in the skilled nursing facility, CCU, ER, 3.00 
 acute care and OB on the same day. 
 50) My office isn't even unlocked and there are clients waiting to be 2.96 
 seen. 
 37) My pager goes off before the start of work hours... or after 5 pm. 2.87 
 65) there are unfinished application forms for pharmacy drug 2.61 
 assistance on my desk awaiting POI and the patient is needing the 
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 drug for another month. 
 54) The 30 min. appointment slots are all filled and people who are 2.43 
 not in any of them are knocking on the door requesting to be seen 
 TODAY! 
 Average Rating: 3.45 
 
Cluster :  Organization among chaos 
 63) a great deal of time is generated in documentation in pt's charts, 4.17 
 also maintaining statistical data for dept.'s reimbursement and track 
 of intervention by discipline. 
 102) there is no payor source for patient. 3.96 
 66) challenging organized chaos from referrals  by unit/MD/nurse, SW 3.65 
 peer,computer communication system, UR, unit director, pt/family, 
 outside source, observation. 
 73) consults requested and generated thru computerized communication 3.61 
 system are sometimes clear and easy to understand or sometimes 
 vague and ambiguous. 
 120) physician is insisting on discharge of socially needy patient/family. 3.43 
 104) have to explained managed care to patients for the 200th time. 3.35 
 28) Following up on cases while on after hour coverage: complex issues 2.83 
 re pt. not normally with client/patient work area. 
 Average Rating: 3.57 
 
Cluster :  Bridging gaps 
 114) People need resources for medications and medical care. 4.39 
 115) a patient was unable to afford medication and has no health 4.35 
 insurance or regular physician. 
 43) reviewing the referrals the floor have sent in order to prioritize 4.00 
 which patients need to be seen first. 
 42) run off demographics on new patients to be seen that day. Include 3.91 
 insurance info. 
 103) you have to go outside normal resources due to no payor source for 3.83 
 DME, supplies, etc. 
 123) resource list is out and used for each client seen (meaning the client 3.78 
 is there in office with more issues than just access to care). 
 45) assignments typically made every morning among social workers from 3.48 
 consults that have been requested by either patient, nurse, MD, 
 etc. 
 46)  meet every morning to let administration know what patients on 2.61 
 our units may be discharged today. 
            
            
        Average Rating: 3.79  
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Rating Scales 
 
Importance 
 
 
Cluster :  Interviewing skills 
 11) Counsel caregivers/family members/friends in longterm or short term 4.52 
 care plans for a patient. 
 122) discussion of support systems (family, home aides, etc.) that are 4.52 
 in place and of what might be needed. 
 5) Assess patient and family in their comprehension of patient's 4.39 
 medical health status, short and long term implications. 
 26) visit with pt and/or family for further assessments of ss needs 4.39 
 which sometimes necessitates counseling. Gather info from various 
 disciplines: nsg, pt/ot, md,etc. 
 116) educate patients on options for levels of care and available 4.30 
 services. 
 25) counsel substance abusers and provide community resources or 4.26 
 recommend and arrange inpatient treatment. 
 27) meet pt/family while in area, identification of soc. request made 4.26 
 from the contact; need may be related to pt's medical/health issue 
 or personal/social/economical in nature. 
 12) Educate patients on options for levels of care and available 4.22 
 services. 
 1) Provide instruction to assist patients with navigation of insurance 3.52 
 and hospital services. 
 Average Rating: 4.27 
 
Cluster :  Assessments 
 10) Assess home situation through interviewing patients, families and 4.78 
 outside agencies in order to plan for a safe discharge. 
 9) Create plans with patients to meet expectations of leaving hospital 4.61 
 with continued needs met. 
 6) Assess pt. awareness of current medical condition and discuss 4.48 
 goals for independence. 
 14) Interview patients to find out  lifestyles and support 4.39 
 systems(family, home aides, etc) that are in place and what might 
 be needed. 
 106) Investigate resources/options for patient discharge needs. 4.35 
 105) interview patient regarding needs and satisfaction of discharge 4.17 
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 plans. 
 23) Assess patients admitted for mental health reasons (usually 4.13 
 overdoses) and collaborate with psychiatry and f/up with 
 commitments or inpt/outpt. tx prgrms. 
 Average Rating: 4.42 
 
Cluster :  Communication w/ agencies & team 
 78) Communicate with MDs: patient concerns and discharge needs. 4.57 
 121) clarify MD orders and recommendations re discharge care to docs. 3.96 
 33) Assist in finding identity and/or family members for "John Does" 3.45 
 usually referred by physician. 
 131) outside hospital representatives (VA, military) call to get updates on 3.00 
 patients that have been transferred from their facility to our ICU. 
 132) ... outside agencies call wanting information on their client. 2.91 
 Average Rating: 3.58 
 
Cluster :  Discharge planning / thinking ahead 
 107) the primary goal of each day is to assist in the discharge of 4.57 
 patients, provide emotional and clinical support to pts. and 
 families, serve as a patient advocate. 
 34) Have to maintain wide knowledge of current community resources to 4.55 
 empower pt/client in making better informed decisions w/ goal of 
 reduced unness. admits. 
 21) assessments need to be completed on new patients: biopsychosocial, 4.48 
 financial, resources other. 
 109) make referrals to social service agencies outside hospital, both 4.32 
 governmental and private. 
 108) Advance discharge plans by making phone call/ referrals. 4.26 
 112) frequent referrals made to various community resources for DME, 4.14 
 SNF placements, psychiatric placement, home health needs, etc. 
 117) arrrange transportation thru families, friends, community 4.09 
 agencies, ambulance companies, medicaid, air ambulance as 
 determined by medical need. 
 119) refer to skilled nursing facilities, long term acute care hospitals 4.04 
 or nursing homes depending on patient needs. 
 110) coordination of DME, HHC etc. for patient discharge care follow-up. 3.91 
 111) arrange DME, Home Health, transportation, outpatient therapy, etc. 3.87 
 113) arrange home health and DME. 3.70 
 Average Rating: 4.17 
 
Cluster :  Sensitivity & support 
 98) diplomacy- diplomat. 4.39 
 128) I help patients and families with the horror and sadness of their 4.39 
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 losses. 
 71) Communicate patient needs with nursing and patient & family 4.22 
 concerns/needs with therapists. 
 127) bereavement specialist- work with patient, family, friends, 4.17 
 colleagues. 
 74) I track down and negotiate and plan meeting patient needs with 4.13 
 physicians, nurses, therapists, dieticians. 
 24) A teen mom came in with no prenatal care and no baby supplies. 3.83 
 22) Interview teen mothers and offer community services as part of a 3.70 
 policy to see "all teen mothers." 
 83) Help staff with referrals and financial and emotional problems. 3.70 
 2) Communicate and discuss insurance benefits with patients. 2.78 
 4) Speak with insurance companies providing clinical review. 2.22 
 Average Rating: 3.75 
 
Cluster :  Short term counseling 
 15) work with patients to encourage self determined direction for their 4.43 
 health care. 
 129) a patient's daughter is upset and can't decide to place her mother 4.43 
 in a nursing home. 
 68) Assess adults and children for potential/probable abuse and make 4.39 
 appropriate APS/CPS referrrals, f/u with caseworker thru-out hosp. 
 stay. Usually ER referrals. 
 13) Gather or procure pertinent information to meet need of the patient 4.30 
 which sometimes involves research by callling around to agencies for 
 more information or availability. 
 8) Discuss w/ patient of defense mechanisms for dealing with changes 4.13 
 physically/mentally. 
 20) l listen to patient concerns re: going home or to other facilities. 4.09 
 126) I assist patients with Advance Directives -end of life issues. 4.04 
 130) meet with patient/ family regarding new diagnosis. 4.04 
 7) Discuss with patient regarding changes in body after surgery and how 3.83 
 this may affect lifestyle. 
 Average Rating: 4.19 
 
Cluster :  Rewarding 
 125) educate staff on appropriate/inappropriate referrals -e.g., 4.48 
 acknowledging an "undesirable" living situation but recognizing 
 patient's free will. 
 90) saying we ARE worthy. 4.26 
 19) I feel rejuvenated and fulfilled about the worthwhile work I am 4.09 
 doing. 
 16) I have new issues re:patient needs which I have never encountered. 4.00 
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 I learn something new. 
 85) I de-stress about cases by talking to other social workers at the end 3.96 
 of day (especially Nonaccidental trauma)  
 17) when you leave work completely exhausted (mentally) but know 3.87 
 GOOD WORK happened. 
 79) education efforts with docs re lack of medical necessity for continual 3.61 
 days in hospital by their patient. 
 84) Provide consultation to colleagues in the hospital system re 3.57 
 maternal child issues. 
 Average Rating: 3.98 
 
Cluster :  Advancing the profession  
 95) we go out of our way to think outside the box. 4.48 
 96) we do things that others refuse to do. 4.48 
 35) attend some (NOT many) seminars for ongoing CEUs sometimes 3.86 
 having to resort to satelitte presentations or home study course. 
 36) Teach social work student interns about acute care hospital social 3.73 
 work. 
 89) ...selling social work to other professionals in hospital (PR), 3.65 
 financial people. 
 31) A man w/ psychosis bangs on the plexiglass @nsg. station, 2.91 
 screaming "I am Jesus, owner of the Cowboys and Ft.Knox" and I 
 don't even blink or look up. 
 Average Rating: 3.85 
 
Cluster :  Team work 
 124) I advocate for patient rights. 4.74 
 18) you've helped someone reach a resource that "they" though was no 4.26 
 where to be found. 
 72) assisting staff in dealing with "difficult" or "noncompliant" 4.22 
 patients through both patient and staff education and 
 communication. 
 81) collaboration among social workers for obtaining resource materials 4.09 
 for patients and their families. 
 80) I call another social worker to consult on a complicated case. 4.04 
 82) Respond to and provide info to colleaques re non work setting 3.78 
 questions - basically provide referral POC info, won't give opinion just 
 referral stuff. 
 88) try to find time to help my coworkers and my self with grief issues. 3.74 
 Average Rating: 4.12 
 
Cluster :  Consultation 
 97) social work receives referrals because we sort out the problem and 4.48 
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 handle or refer appropriately. 
 44) have flexibility in determining schedule and that impacts the work 4.18 
 day work flow. 
 70)  APS, CPS, police. 4.17 
 77) Receive a call from a MD with a referral. 4.13 
 69) child presents with non-accidental trauma. 4.00 
 94) attend team meetings either for direct patient care outcomes or for 3.91 
 on-going education. 
 61) when find something amiss with chart, notify appropriate person for 3.09 
 appropriate correction. 
 Average Rating: 3.99 
 
Cluster :  Irritations & annoyances 
 75) Nsg. staff see me and make consult request "on the spot" re patient in 3.83 
 their care. Informal consult might be first one re patient or could be a 
 f/u on prior contact. 
 76) other staff interfere with process (S.W.) because "they have to do 3.57 
 their job." 
 99) clients and staff expect a miracle cure. 3.48 
 101) I get annoyed when non-social workers think they can do our job. 3.43 
 100) I remind patients that I am not a doctor or a nurse and I don't work 3.26 
 for CPS! 
 87) when "I" start feeling "needy" because of or due to over saturation 3.09 
 and stress and workload. 
 40) letting bed census run our day. $ is the priority? Client need is the 2.82 
 priority? 
 41) Letting Bed Census plan our day. 2.59 
 3) Frustration in working with insurance companies who put your call 2.39 
 on hold because your call is so important to them! 
 Average Rating: 3.16 
 
Cluster :  Busy schedule-overworked 
 67) I make APS and CPS referrals and sit on the phone on hold for 3.65 
 hours in the process. 
 60) Change of nursing shift results in confusion because no one on new 3.61 
 shift read your notes. 
 62) a consult is received from a resident MD for "assist with medication" 3.61 
 and there is no time to write up progress note. 
 91) Being asked to work smarter not harder but receiving mixed 3.61 
 messages to reverse the theme. 
 86) I have gone home exhausted. 3.35 
 59) patients and doctors don't think social workers deserve lunch! Why 3.17 
 do beepers go crazy at noon? 
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 93) I am expected to be in a UR meeting, Ethics committee meeting, 2.91 
 patient services meeting, care plan meeting in one day and manage 
 to meet patient needs. 
 32) fight w/ my computer (exchanged for "improved one"unable to get 2.64 
 into anything)deal w/ complications related to productivity when 
 "tools"nonfunctional. nonfunctioning. 
 29) being called in at night. 2.45 
 Average Rating: 3.22 
 
Cluster :  Anxiety 
 52) Late Friday afternoon crisis always impacts! 3.78 
 56) when you have to cut your time short with the client because you 3.74 
 have other clients waiting (regardless of need). 
 64) you have to keep a paper trail because you don't have time to enter 3.70 
 stats. 
 47) There are many patients left to see tomorrow. 3.65 
 53) I stay late on Fridays b/c "all hell breaks loose": child death, 3.65 
 nursing home transfer, "NAT", complicated admission, complicated 
 discharge, d/c at 4 pm. 
 118) I am called for consults in the skilled nursing facility, CCU, ER, 3.65 
 acute care and OB on the same day. 
 39) when you have at least 2-3 crises in 1 day aside from the normal, 3.64 
 routine stuff. 
 38) I plan my activities and priorities for the day and have that changed 3.45 
 before I finish m y list. 
 55) My beeper goes off while I'm on the phone and have 3 patients 3.41 
 waiting to be seen. The funny thing is I like it! It keeps me busy 
 and prevents a monotonous workday. 
 49) ... I know I won't get everything done that needs to be done. 3.39 
 65) there are unfinished application forms for pharmacy drug 3.35 
 assistance on my desk awaiting POI and the patient is needing the 
 drug for another month. 
 30) I go up and down elevators from office to floor to complete plans, 3.32 
 make calls, document. 
 57) My 8-5 job is more 7:30 to ?? 3.17 
 50) My office isn't even unlocked and there are clients waiting to be 2.91 
 seen. 
 37) My pager goes off before the start of work hours... or after 5 pm. 2.86 
 58) Eat lunch other than @ lunch time and rarely depart @ "normal" 2.83 
 time. 
 92) There is another meeting to attend. 2.83 
 54) The 30 min. appointment slots are all filled and people who are 2.78 
 not in any of them are knocking on the door requesting to be seen 
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 TODAY! 
 48) Every phone (5) rings in the office. 2.65 
 51) My beeper starts before I make it into the hospital parking lot and I 2.65 
 start the day off with ASAP's. 
 Average Rating: 3.27 
 
Cluster :  Organization among chaos 
 120) physician is insisting on discharge of socially needy patient/family. 4.26 
 63) a great deal of time is generated in documentation in pt's charts, 3.96 
 also maintaining statistical data for dept.'s reimbursement and track 
 of intervention by discipline. 
 102) there is no payor source for patient. 3.78 
 66) challenging organized chaos from referrals  by unit/MD/nurse, SW 3.70 
 peer,computer communication system, UR, unit director, pt/family, 
 outside source, observation. 
 73) consults requested and generated thru computerized communication 3.39 
 system are sometimes clear and easy to understand or sometimes 
 vague and ambiguous. 
 104) have to explained managed care to patients for the 200th time. 3.35 
 28) Following up on cases while on after hour coverage: complex issues 3.14 
 re pt. not normally with client/patient work area. 
 Average Rating: 3.65 
 
Cluster :  Bridging gaps 
 114) People need resources for medications and medical care. 4.48 
 115) a patient was unable to afford medication and has no health 4.43 
 insurance or regular physician. 
 43) reviewing the referrals the floor have sent in order to prioritize 4.09 
 which patients need to be seen first. 
 103) you have to go outside normal resources due to no payor source for 4.04 
 DME, supplies, etc. 
 123) resource list is out and used for each client seen (meaning the client 4.04 
 is there in office with more issues than just access to care). 
 45) assignments typically made every morning among social workers from 3.48 
 consults that have been requested by either patient, nurse, MD, 
 etc. 
 42) run off demographics on new patients to be seen that day. Include 3.41 
 insurance info. 
 46)  meet every morning to let administration know what patients on 2.48 
 our units may be discharged today. 
 Average Rating: 3.81 
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Ratings 
Importance 
 
Cluster :  Interviewing skills 
 25) counsel substance abusers and provide community resources or 3.50 
 recommend and arrange inpatient treatment. 
 116) educate patients on options for levels of care and available 3.14 
 services. 
 12) Educate patients on options for levels of care and available 3.05 
 services. 
 26) visit with pt and/or family for further assessments of ss needs 3.00 
 which sometimes necessitates counseling. Gather info from various 
 disciplines: nsg, pt/ot, md,etc. 
 5) Assess patient and family in their comprehension of patient's 2.95 
 medical health status, short and long term implications. 
 11) Counsel caregivers/family members/friends in longterm or short term 2.95 
 care plans for a patient. 
 27) meet pt/family while in area, identification of soc. request made 2.68 
 from the contact; need may be related to pt's medical/health issue 
 or personal/social/economical in nature. 
 1) Provide instruction to assist patients with navigation of insurance 2.45 
 and hospital services. 
 122) discussion of support systems (family, home aides, etc.) that are 2.27 
 in place and of what might be needed. 
 Average Rating: 2.89 
 
Cluster :  Assessments 
 23) Assess patients admitted for mental health reasons (usually 3.23 
 overdoses) and collaborate with psychiatry and f/up with 
 commitments or inpt/outpt. tx prgrms. 
 6) Assess pt. awareness of current medical condition and discuss 3.18 
 goals for independence. 
 10) Assess home situation through interviewing patients, families and 3.05 
 outside agencies in order to plan for a safe discharge. 
 9) Create plans with patients to meet expectations of leaving hospital 2.91 
 with continued needs met. 
 14) Interview patients to find out lifestyles and support 2.86 
 systems(family, home aides, etc) that are in place and what might 
 be needed. 
 106) Investigate resources/options for patient discharge needs. 2.86 
 105) interview patient regarding needs and satisfaction of discharge 2.82 
 plans. 
 Average Rating: 2.99 
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Cluster :  Communication w/ agencies & team 
 78) Communicate with MDs: patient concerns and discharge needs. 2.55 
 131) outside hospital representatives (VA, military) call to get updates on 2.50 
 patients that have been transferred from their facility to our ICU. 
 121) clarify MD orders and recommendations re discharge care to docs. 2.45 
 132) ... outside agencies call wanting information on their client. 2.27 
 33) Assist in finding identity and/or family members for "John Does" 2.00 
 usually referred by physician. 
 Average Rating: 2.35 
 
Cluster :  Discharge planning / thinking ahead 
 34) Have to maintain wide knowledge of current community resources to 3.05 
 empower pt/client in making better informed decisions w/ goal of 
 reduced unness. admits. 
 119) refer to skilled nursing facilities, long term acute care hospitals 3.00 
 or nursing homes depending on patient needs. 
 117) arrange transportation thru families, friends, community 2.91 
 agencies, ambulance companies, Medicaid, air ambulance as 
 determined by medical need. 
 109) make referrals to social service agencies outside hospital, both 2.86 
 governmental and private. 
 21) assessments need to be completed on new patients: biopsychosocial, 2.82 
 financial, resources other. 
 107) the primary goal of each day is to assist in the discharge of 2.73 
 patients, provide emotional and clinical support to pts. and 
 families, serve as a patient advocate. 
 111) arrange DME, Home Health, transportation, outpatient therapy, etc. 2.64 
 112) frequent referrals made to various community resources for DME, 2.64 
 SNF placements, psychiatric placement, home health needs, etc. 
 110) coordination of DME, HHC etc. for patient discharge care follow-up. 2.57 
 108) Advance discharge plans by making phone call/ referrals. 2.55 
 113) arrange home health and DME. 2.55 
 Average Rating: 2.75 
 
Cluster :  Sensitivity & support 
 128) I help patients and families with the horror and sadness of their 3.73 
 losses. 
 127) bereavement specialist- work with patient, family, friends, 3.50 
 colleagues. 
 22) Interview teen mothers and offer community services as part of a 2.86 
 policy to see "all teen mothers." 
 71) Communicate patient needs with nursing and patient & family 2.64 
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 concerns/needs with therapists. 
 98) diplomacy- diplomat. 2.55 
 74) I track down and negotiate and plan meeting patient needs with 2.45 
 physicians, nurses, therapists, dieticians. 
 2) Communicate and discuss insurance benefits with patients. 2.32 
 24) A teen mom came in with no prenatal care and no baby supplies. 2.32 
 83) Help staff with referrals and financial and emotional problems. 2.23 
 4) Speak with insurance companies providing clinical review. 1.95 
 Average Rating: 2.65 
 
Cluster :  Short term counseling 
 8) Discuss w/ patient of defense mechanisms for dealing with changes 3.14 
 physically/mentally. 
 68) Assess adults and children for potential/probable abuse and make 3.09 
 appropriate APS/CPS referrals, f/u with caseworker thru-out hosp. 
 stay. Usually ER referrals. 
 126) I assist patients with Advance Directives -end of life issues. 3.09 
 130) meet with patient/ family regarding new diagnosis. 3.09 
 7) Discuss with patient regarding changes in body after surgery and how 3.05 
 this may affect lifestyle. 
 15) work with patients to encourage self determined direction for their 2.95 
 health care. 
 129) a patient's daughter is upset and can't decide to place her mother 2.82 
 in a nursing home. 
 20) l listen to patient concerns re: going home or to other facilities. 2.59 
 13) Gather or procure pertinent information to meet need of the patient 2.36 
 which sometimes involves research by calling around to agencies for 
 more information or availability. 
 Average Rating: 2.91 
 
Cluster :  Rewarding 
 125) educate staff on appropriate/inappropriate referrals -e.g., 2.86 
 acknowledging an "undesirable" living situation but recognizing 
 patient's free will. 
 84) Provide consultation to colleagues in the hospital system re 2.77 
 maternal child issues. 
 79) education efforts with docs re lack of medical necessity for continual 2.73 
 days in hospital by their patient. 
 85) I de-stress about cases by talking to other social workers at the end 2.27 
 of day (especially Nonaccidental trauma). 
 16) I have new issues re: patient needs which I have never encountered. 1.95 
 I learn something new. 
 90) saying we ARE worthy. 1.91 
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 19) I feel rejuvenated and fulfilled about the worthwhile work I am 1.82 
 doing. 
 17) when you leave work completely exhausted (mentally) but know 1.73 
 GOOD WORK happened. 
 Average Rating: 2.26 
 
Cluster :  Advancing the profession  
 35) attend some (NOT many) seminars for ongoing CEUs sometimes 3.18 
 having to resort to satellite presentations or home study course. 
 95) we go out of our way to think outside the box. 2.91 
 36) Teach social work student interns about acute care hospital social 2.86 
 work. 
 31) A man w/ psychosis bangs on the plexiglass @nsg. station, 2.27 
 screaming "I am Jesus, owner of the Cowboys and Ft.Knox" and I 
 don't even blink or look up. 
 96) we do things that others refuse to do. 2.27 
 89) ...selling social work to other professionals in hospital (PR), 2.09 
 financial people. 
 Average Rating: 2.60 
 
Cluster :  Team work 
 72) assisting staff in dealing with "difficult" or "noncompliant" 2.91 
 patients through both patient and staff education and 
 communication. 
 88) try to find time to help my coworkers and my self with grief issues. 2.82 
 80) I call another social worker to consult on a complicated case. 2.45 
 18) you've helped someone reach a resource that "they" though was no 2.41 
 where to be found. 
 124) I advocate for patient rights. 2.36 
 81) collaboration among social workers for obtaining resource materials 2.27 
 for patients and their families. 
 82) Respond to and provide info to colleagues re non work setting 2.27 
 questions - basically provide referral POC info, won't give opinion just 
 referral stuff. 
 Average Rating: 2.50 
 
Cluster :  Consultation 
 69) child presents with non-accidental trauma. 3.14 
 70)  APS, CPS, police. 2.86 
 94) attend team meetings either for direct patient care outcomes or for 2.64 
 on-going education. 
 61) when find something amiss with chart, notify appropriate person for 2.55 
 appropriate correction. 
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 77) Receive a call from a MD with a referral. 2.41 
 97) social work receives referrals because we sort out the problem and 2.41 
 handle or refer appropriately. 
 44) have flexibility in determining schedule and that impacts the work 2.23 
 day work flow. 
 Average Rating: 2.60 
 
Cluster :  Irritations & annoyances 
 75) Nsg. staff see me and make consult request "on the spot" re patient in 2.55 
 their care. Informal consult might be first one re patient or could be a 
 f/u on prior contact. 
 76) other staff interfere with process (S.W.) because "they have to do 2.09 
 their job." 
 99) clients and staff expect a miracle cure. 1.95 
 101) I get annoyed when non-social workers think they can do our job. 1.95 
 41) Letting Bed Census plan our day. 1.91 
 87) when "I" start feeling "needy" because of or due to over saturation 1.91 
 and stress and workload. 
 100) I remind patients that I am not a doctor or a nurse and I don't work 1.91 
 for CPS! 
 40) letting bed census run our day. $ is the priority? Client need is the 1.86 
 priority? 
 3) Frustration in working with insurance companies who put your call 1.68 
 on hold because your call is so important to them! 
 Average Rating: 1.98 
 
Cluster :  Busy schedule-overworked 
 67) I make APS and CPS referrals and sit on the phone on hold for 2.64 
 hours in the process. 
 60) Change of nursing shift results in confusion because no one on new 2.36 
 shift read your notes. 
 62) a consult is received from a resident MD for "assist with medication" 2.36 
 and there is no time to write up progress note. 
 93) I am expected to be in a UR meeting, Ethics committee meeting, 2.32 
 patient services meeting, care plan meeting in one day and manage 
 to meet patient needs. 
 91) Being asked to work smarter not harder but receiving mixed 2.27 
 messages to reverse the theme. 
 32) fight w/ my computer (exchanged for "improved one" unable to get 1.77 
 into anything)deal w/ complications related to productivity when 
 "tools" nonfunctional. nonfunctioning. 
 86) I have gone home exhausted. 1.77 
 29) being called in at night. 1.73 
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 59) patients and doctors don't think social workers deserve lunch! Why 1.55 
 do beepers go crazy at noon? 
 Average Rating: 2.09 
 
Cluster :  Anxiety 
 118) I am called for consults in the skilled nursing facility, CCU, ER, 2.64 
 acute care and OB on the same day. 
 64) you have to keep a paper trail because you don't have time to enter 2.45 
 stats. 
 53) I stay late on Fridays b/c "all hell breaks loose": child death, 2.41 

nursing home transfer, nonaccidental trauma, complicated admission,   
complicated  discharge, d/c at 4 pm. 

 52) Late Friday afternoon crisis always impacts! 2.36 
 55) My beeper goes off while I'm on the phone and have 3 patients 2.23 
 waiting to be seen. The funny thing is I like it! It keeps me busy 
 and prevents a monotonous workday. 
 56) when you have to cut your time short with the client because you 2.23 
 have other clients waiting (regardless of need). 
 65) there are unfinished application forms for pharmacy drug 2.23 
 assistance on my desk awaiting POI and the patient is needing the 
 drug for another month. 
 38) I plan my activities and priorities for the day and have that changed 2.14 
 before I finish m y list. 
 39) when you have at least 2-3 crises in 1 day aside from the normal, 2.00 
 routine stuff. 
 47) There are many patients left to see tomorrow. 2.00 
 92) There is another meeting to attend. 2.00 
 49) ... I know I won't get everything done that needs to be done. 1.95 
 48) Every phone (5) rings in the office. 1.91 
 54) The 30 min. appointment slots are all filled and people who are 1.77 
 not in any of them are knocking on the door requesting to be seen 
 TODAY! 
 30) I go up and down elevators from office to floor to complete plans, 1.76 
 make calls, document. 
 57) My 8-5 job is more 7:30 to ?? 1.64 
 50) My office isn't even unlocked and there are clients waiting to be 1.55 
 seen. 
 51) My beeper starts before I make it into the hospital parking lot and I 1.55 
 start the day off with ASAP's. 
 58) Eat lunch other than @ lunch time and rarely depart @ "normal" 1.50 
 time. 
 37) My pager goes off before the start of work hours... or after 5 pm. 1.45 
 Average Rating: 1.99 
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Cluster :  Organization among chaos 
 66) challenging organized chaos from referrals  by unit/MD/nurse, SW 2.73 
 peer, computer communication system, UR, unit director, pt/family, 
 outside source, observation. 
 102) there is no payor source for patient. 2.55 
 104) have to explained managed care to patients for the 200th time. 2.55 
 63) a great deal of time is generated in documentation in pt's charts, 2.50 
 also maintaining statistical data for dept.'s reimbursement and track 
 of intervention by discipline. 
 120) physician is insisting on discharge of socially needy patient/family. 2.41 
 28) Following up on cases while on after hour coverage: complex issues 2.36 
 re pt. not normally with client/patient work area. 
 73) consults requested and generated thru computerized communication 2.36 
 system are sometimes clear and easy to understand or sometimes 
 vague and ambiguous. 
 Average Rating: 2.49 
 
Cluster :  Bridging gaps 
 103) you have to go outside normal resources due to no payor source for 2.86 
 DME, supplies, etc. 
 43) reviewing the referrals the floor have sent in order to prioritize 2.77 
 which patients need to be seen first. 
 115) a patient was unable to afford medication and has no health 2.68 
 insurance or regular physician. 
 114) People need resources for medications and medical care. 2.64 
 45) assignments typically made every morning among social workers from 2.59 
 consults that have been requested by either patient, nurse, MD, 
 etc. 
 42) run off demographics on new patients to be seen that day. Include 2.45 
 insurance info. 
 46)  meet every morning to let administration know what patients on 2.32 
 our units may be discharged today. 
 123) resource list is out and used for each client seen (meaning the client 2.14 
 is there in office with more issues than just access to care). 
 Average Rating: 2.56 
 
 
 
 
 



 
 
 

308 

Rating Scales 
  
 Supervision 
 
Cluster :  Interviewing skills 
                   27   meet pt/family while in area, identification of soc. request made 4.32 
 from the contact; need may be related to pt's medical/health issue 
 or personal/social/economical in nature. 
 122 discussion of support systems (family, home aides, etc.) that are 4.29 
 in place and of what might be needed. 
 5 Assess patient and family in their comprehension of patient's 4.27 
 medical health status, short and long term implications. 
 11 Counsel caregivers/family members/friends in longterm or short term 4.09 
 care plans for a patient. 
 116) educate patients on options for levels of care and available 4.05 
 services. 
 26) visit with pt and/or family for further assessments of ss needs 4.00 
 which sometimes necessitates counseling. Gather info from various 
 disciplines: nsg, pt/ot, md,etc. 
 25 counsel substance abusers and provide community resources or 3.91 
 recommend and arrange inpatient treatment. 
 12 Educate patients on options for levels of care and available 3.82 
 services. 
 1 Provide instruction to assist patients with navigation of insurance 3.41 
 and hospital services. 
 Average Rating: 4.02 
 
Cluster :  Assessments 
 6 Assess pt. awareness of current medical condition and discuss 4.41 
 goals for independence. 
 14 Interview patients to find out  lifestyles and support 4.23 
 systems(family, home aides, etc) that are in place and what might 
 be needed. 
 106 Investigate resources/options for patient discharge needs. 4.14 
 10 Assess home situation through interviewing patients, families and 4.00 
 outside agencies in order to plan for a safe discharge. 
 9 Create plans with patients to meet expectations of leaving hospital 3.95 
 with continued needs met. 
 105 interview patient regarding needs and satisfaction of discharge 3.68 
 plans. 
 23 Assess patients admitted for mental health reasons (usually 3.32 
 overdoses) and collaborate with psychiatry and f/up with 
 commitments or inpt/outpt. tx prgrms. 
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 Average Rating: 3.96 
 
Cluster :  Communication w/ agencies & team 
 78 Communicate with MDs: patient concerns and discharge needs. 4.00 
 121 clarify MD orders and recommendations re discharge care to docs. 3.95 
 132 ... outside agencies call wanting information on their client. 3.67 
 131 outside hospital representatives (VA, military) call to get updates on 3.57 
 patients that have been transferred from their facility to our ICU. 
 33 Assist in finding identity and/or family members for "John Does" 3.50 
 usually referred by physician. 
 Average Rating: 3.74 
 
Cluster :  Discharge planning / thinking ahead 
 34 Have to maintain wide knowledge of current community resources to 4.41 
 empower pt/client in making better informed decisions w/ goal of 
 reduced unness. admits. 
 108 Advance discharge plans by making phone call/ referrals. 4.14 
 109 make referrals to social service agencies outside hospital, both 4.14 
 governmental and private. 
 117 arrrange transportation thru families, friends, community 4.10 
 agencies, ambulance companies, medicaid, air ambulance as 
 determined by medical need. 
 119 refer to skilled nursing facilities, long term acute care hospitals 4.05 
 or nursing homes depending on patient needs. 
 107 the primary goal of each day is to assist in the discharge of 4.00 
 patients, provide emotional and clinical support to pts. and 
 families, serve as a patient advocate. 
 112 frequent referrals made to various community resources for DME, 4.00 
 SNF placements, psychiatric placement, home health needs, etc. 
 21 assessments need to be completed on new patients: biopsychosocial, 3.86 
 financial, resources other. 
 110 coordination of DME, HHC etc. for patient discharge care follow-up. 3.77 
 113 arrange home health and DME. 3.67 
 111 arrange DME, Home Health, transportation, outpatient therapy, etc. 3.55 
 Average Rating: 3.97 
 
Cluster :  Sensitivity & support 
 98 diplomacy- diplomat. 4.59 
 128 I help patients and families with the horror and sadness of their 4.48 
 losses. 
 83 Help staff with referrals and financial and emotional problems. 4.41 
 127 bereavement specialist- work with patient, family, friends, 4.14 
 colleagues. 
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 71 Communicate patient needs with nursing and patient & family 4.09 
 concerns/needs with therapists. 
 74 I track down and negotiate and plan meeting patient needs with 3.77 
 physicians, nurses, therapists, dieticians. 
 24 A teen mom came in with no prenatal care and no baby supplies. 3.59 
 22 Interview teen mothers and offer community services as part of a 3.45 
 policy to see "all teen mothers." 
 2 Communicate and discuss insurance benefits with patients. 3.27 
 4 Speak with insurance companies providing clinical review. 2.76 
 Average Rating: 3.86 
 
Cluster :  Short term counseling 
 8 Discuss w/ patient of defense mechanisms for dealing with changes 4.50 
 physically/mentally. 
 13 Gather or procure pertinent information to meet need of the patient 4.45 
 which sometimes involves research by callling around to agencies for 
 more information or availability. 
 20 l listen to patient concerns re: going home or to other facilities. 4.36 
 129 a patient's daughter is upset and can't decide to place her mother 4.29 
 in a nursing home. 
 15 work with patients to encourage self determined direction for their 4.27 
 health care. 
 7 Discuss with patient regarding changes in body after surgery and how 4.14 
 this may affect lifestyle. 
 68 Assess adults and children for potential/probable abuse and make 4.05 
 appropriate APS/CPS referrrals, f/u with caseworker thru-out hosp. 
 stay. Usually ER referrals. 
 130 meet with patient/ family regarding new diagnosis. 4.00 
 126 I assist patients with Advance Directives -end of life issues. 3.67 
 Average Rating: 4.19 
 
Cluster :  Rewarding 
 17 when you leave work completely exhausted (mentally) but know 4.82 
 GOOD WORK happened. 
 19 I feel rejuvenated and fulfilled about the worthwhile work I am 4.77 
 doing. 
 85 I de-stress about cases by talking to other social workers at the end 4.73 
 of day (especially NAT (?) or NHT (?) ). 
 16 I have new issues re:patient needs which I have never encountered. 4.64 
 I learn something new. 
 90 saying we ARE worthy. 4.59 
 125 educate staff on appropriate/inappropriate referrals -e.g., 4.33 
 acknowledging an "undesirable" living situation but recognizing 
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 patient's free will. 
 84 Provide consultation to colleagues in the hospital system re 4.14 
 maternal child issues. 
 79 education efforts with docs re lack of medical necessity for continual 3.59 
 days in hospital by their patient. 
 Average Rating: 4.45 
 
Cluster :  Advancing the profession  
 95 we go out of our way to think outside the box. 4.55 
 96 we do things that others refuse to do. 4.55 
 31 A man w/ psychosis bangs on the plexiglass @nsg. station, 4.32 
 screaming "I am Jesus, owner of the Cowboys and Ft.Knox" and I 
 don't even blink or look up. 
 36 Teach social work student interns about acute care hospital social 4.18 
 work. 
 89 ...selling social work to other professionals in hospital (PR), 4.14 
 financial people. 
 35 attend some (NOT many) seminars for ongoing CEUs sometimes 4.09 
 having to resort to satelitte presentations or home study course. 
 Average Rating: 4.30 
 
Cluster :  Team work 
 18 you've helped someone reach a resource that "they" though was no 4.86 
 where to be found. 
 88 try to find time to help my coworkers and my self with grief issues. 4.73 
 82 Respond to and provide info to colleaques re non work setting 4.68 
 questions - basically provide referral POC info, won't give opinion just 
 referral stuff. 
 124 I advocate for patient rights. 4.57 
 80 I call another social worker to consult on a complicated case. 4.55 
 81 collaboration among social workers for obtaining resource materials 4.36 
 for patients and their families. 
 72 assisting staff in dealing with "difficult" or "noncompliant" 3.77 
 patients through both patient and staff education and 
 communication. 
 Average Rating: 4.50 
 
Cluster :  Consultation 
 44 have flexibility in determining schedule and that impacts the work 4.36 
 day work flow. 
 97 social work receives referrals because we sort out the problem and 4.27 
 handle or refer appropriately. 
 70  APS, CPS, police. 3.77 



 
 
 

312 

 94 attend team meetings either for direct patient care outcomes or for 3.73 
 on-going education. 
 69 child presents with non-accidental trauma. 3.59 
 77 Receive a call from a MD with a referral. 3.59 
 61 when find something amiss with chart, notify appropriate person for 2.86 
 appropriate correction. 
 Average Rating: 3.74 
 
Cluster :  Irritations & annoyances 
 100 I remind patients that I am not a doctor or a nurse and I don't work 4.73 
 for CPS! 
 87 when "I" start feeling "needy" because of or due to over saturation 4.64 
 and stress and workload. 
 101 I get annoyed when non-social workers think they can do our job. 4.32 
 99 clients and staff expect a miracle cure. 4.09 
 3 Frustration in working with insurance companies who put your call 3.86 
 on hold because your call is so important to them! 
 76 other staff interfere with process (S.W.) because "they have to do 3.82 
 their job." 
 75 Nsg. staff see me and make consult request "on the spot" re patient in 3.68 
 their care. Informal consult might be first one re patient or could be a 
 f/u on prior contact. 
 41 Letting Bed Census plan our day. 3.00 
 40 letting bed census run our day. $ is the priority? Client need is the 2.68 
 priority? 
 Average Rating: 3.87 
 
Cluster :  Busy schedule-overworked 
 86 I have gone home exhausted. 4.68 
 32 fight w/ my computer (exchanged for "improved one"unable to get 4.41 
 into anything)deal w/ complications related to productivity when 
 "tools"nonfunctional. nonfunctioning. 
 59 patients and doctors don't think social workers deserve lunch! Why 4.23 
 do beepers go crazy at noon? 
 62 a consult is received from a resident MD for "assist with medication" 4.18 
 and there is no time to write up progress note. 
 67 I make APS and CPS referrals and sit on the phone on hold for 4.05 
 hours in the process. 
 29 being called in at night. 3.18 
 60 Change of nursing shift results in confusion because no one on new 3.18 
 shift read your notes. 
 93 I am expected to be in a UR meeting, Ethics committee meeting, 3.09 
 patient services meeting, care plan meeting in one day and manage 
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 to meet patient needs. 
 91 Being asked to work smarter not harder but receiving mixed 2.86 
 messages to reverse the theme. 
 Average Rating: 3.76 
 
Cluster :  Anxiety 
 49 ... I know I won't get everything done that needs to be done. 4.68 
 38 I plan my activities and priorities for the day and have that changed 4.67 
 before I finish m y list. 
 55 My beeper goes off while I'm on the phone and have 3 patients 4.64 
 waiting to be seen. The funny thing is I like it! It keeps me busy 
 and prevents a monotonous workday. 
 30 I go up and down elevators from office to floor to complete plans, 4.59 
 make calls, document. 
 58 Eat lunch other than @ lunch time and rarely depart @ "normal" 4.55 
 time. 
 47 There are many patients left to see tomorrow. 4.50 
 39 when you have at least 2-3 crises in 1 day aside from the normal, 4.41 
 routine stuff. 
 52 Late Friday afternoon crisis always impacts! 4.36 
 65 there are unfinished application forms for pharmacy drug 4.32 
 assistance on my desk awaiting POI and the patient is needing the 
 drug for another month. 
 57 My 8-5 job is more 7:30 to ?? 4.23 
 64 you have to keep a paper trail because you don't have time to enter 4.14 
 stats. 
 48 Every phone (5) rings in the office. 4.05 
 50 My office isn't even unlocked and there are clients waiting to be 4.05 
 seen. 
 56 when you have to cut your time short with the client because you 4.05 
 have other clients waiting (regardless of need). 
 51 My beeper starts before I make it into the hospital parking lot and I 4.00 
 start the day off with ASAP's. 
 53 I stay late on Fridays b/c "all hell breaks loose": child death, 4.00 
 nursing home transfer, "NAT", complicated admission, complicated 
 discharge, d/c at 4 pm. 
 37 My pager goes off before the start of work hours... or after 5 pm. 3.86 
 54 The 30 min. appointment slots are all filled and people who are 3.64 
 not in any of them are knocking on the door requesting to be seen 
 TODAY! 
 118 I am called for consults in the skilled nursing facility, CCU, ER, 3.57 
 acute care and OB on the same day. 
 92 There is another meeting to attend. 3.00 
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 Average Rating: 4.16 
 
Cluster :  Organization among chaos 
 120 physician is insisting on discharge of socially needy patient/family. 3.95 
 104 have to explained managed care to patients for the 200th time. 3.86 
 66 challenging organized chaos from referrals  by unit/MD/nurse, SW 3.77 
 peer,computer communication system, UR, unit director, pt/family, 
 outside source, observation. 
 28 Following up on cases while on after hour coverage: complex issues 3.68 
 re pt. not normally with client/patient work area. 
 63 a great deal of time is generated in documentation in pt's charts, 3.68 
 also maintaining statistical data for dept.'s reimbursement and track 
 of intervention by discipline. 
 102 there is no payor source for patient. 3.55 
 73 consults requested and generated thru computerized communication 2.91 
 system are sometimes clear and easy to understand or sometimes 
 vague and ambiguous. 
 Average Rating: 3.63 
 
Cluster :  Bridging gaps 
 123 resource list is out and used for each client seen (meaning the client 4.19 
 is there in office with more issues than just access to care). 
 114 People need resources for medications and medical care. 4.14 
 43 reviewing the referrals the floor have sent in order to prioritize 4.09 
 which patients need to be seen first. 
 115 a patient was unable to afford medication and has no health 3.95 
 insurance or regular physician. 
 103 you have to go outside normal resources due to no payor source for 3.91 
 DME, supplies, etc. 
 45 assignments typically made every morning among social workers from 3.59 
 consults that have been requested by either patient, nurse, MD, 
 etc. 
 42 run off demographics on new patients to be seen that day. Include 3.57 
 insurance info. 
 46  meet every morning to let administration know what patients on 2.59 
 our units may be discharged today. 
 Average Rating: 3.75 
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Appendix E 
 

Additional Pattern Matching Results 
 
 
Figure E.1. Pattern Match: Importance and Knowledge 
 

r = .9

Importance Knowledge Acquisition

 4.42

 3.16

 2.99

 1.98
Irritations & Annoyances
anxiety
busy schedule-overworked
Rewarding
Communication w/ agencies & team
organization among chaos
team work
Bridging Gaps
advancing the profession 
Consultation
sensitivity & support
discharge planning / thinking ahead
interviewing skills
short term counseling
assessments

Irritations & Annoyances
busy schedule-overworked

anxiety
Communication w/ agencies & team

organization among chaos
sensitivity & support

Bridging Gaps
advancing the profession 

Rewarding
Consultation

team work
discharge planning / thinking ahead

short term counseling
interviewing skills

assessments

 

The consensus between importance ratings and knowledge acquisition ratings is 

very strong, with a correlation coefficient of r = .90. The priority participants gave to 

each concept balances their ratings for their educational preparation on these themes. The 

two scales are a perfect match at the bottom and the top of the ladder graph. Assessment 

was the most important and received the highest rating for knowledge acquisition. 

Participants obtained skill in Assessment in their professional education but also through 

their social work supervision. The range for importance was 3.16–4.42 (moderately to 

extremely important) and for knowledge acquisition a range of 1.98 (not emphasized in 
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social work education to social work education plus taught after hiring). Participants 

rated Team work and Rewarding as more important than educational preparation to 

address these concepts. 

 
Figure E.2. Pattern Match: Site Assignments 

 

Floating/traveling assignments
frequency

r = .92

frequency, multiple hosp, 6 frequency, one site, 17

4.18

3.13

4

3.22
Communication w/ agencies & team
busy-overworked
Irritations and annoyances
advancing the profession 
sensitivity and support
anxiety
consultation
organization among chaos
short term counseling
team work
Rewarding
bridging gaps
assessments
discharge planning / thinking ahead
interviewing skills

Communication w/ agencies & team

advancing the profession 
sensitivity and support

busy-overworked
anxiety

Irritations and annoyances
organization among chaos

Rewarding

short term counseling
team work

consultation
assessments
bridging gaps
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The pattern match in Figure E.2 presents a comparison between the experiences 

of participants who worked in multiple-hospital sites as different from those employed in 

single-hospital settings. There is a very strong correlation (r = .92) between site 

assignment and frequency. Participants who were “itinerant” (assigned to more than one 
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hospital within their systems), had similar activities to those who worked in a single 

hospital, matching Discharge planning/thinking ahead and Interviewing skills as the 

predominant themes. They were more involved in Bridging Gaps and Assessment. The 

least frequent theme was Communication with agencies and team. Those traveling to 

multiple hospitals were more likely to play consultative roles but experienced higher 

Anxiety and Irritations and annoyances than their peers. They also described greater 

frequency of Busy schedule/overworked. 

 

Figure E.3. Pattern Match: Work Sites and Importance 

Matching work environment with importance: 
multiple sites vs. multiple units

r = .95

Multiple hospital assignments (5 multiple units n=12
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The pattern match in Figure E.3 demonstrates that participants assigned to float to 

multiple hospitals were in near total agreement in the ratings for importance on the daily 
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activities with participants who worked in more than one patient care unit within their 

own hospital settings. The range for the importance rating is similar for both groups. 

Assessment was the top priority and is matched between the groups. However, those 

traveling from site to site emphasized Discharge planning/thinking ahead far more than 

those assigned to multiple units in the same hospital. Both emphasized Team work and 

Consultation equally. The difference appears to be the priority placed on Organization 

among chaos. Those who traveled across hospital sites were less likely to prioritize 

Communication with agencies and team or Organization among chaos. 

 

Figure E.4. Pattern Match: Work Assignments by Frequency 

Matching work assignments by frequency:
multiple hospital vs. multiple units

r = .91

Multiple hospital assignments (5 multiple units n=12
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The pattern in Figure E.4 shows the strong consensus between participants who 

traveled to different hospitals and those who were assigned to multiple units within their 

hospitals. The correlation coefficient is r = .91. Discharge planning/thinking ahead, 

Interviewing skills, Bridging Gaps and Assessment were the most frequent for both, 

although there was greater frequency of Bridging Gaps for those who worked with 

patients in multiple sites. Those in multiple units were more frequently involved in 

activities that promote Organization among chaos, and making sense of the organization. 

The frequencies are greater for most of the themes except Communication with agencies 

and team for those in multiple hospitals. 

 

Figure E.5. Pattern Match: Social Worker as Supervisor: Frequency and 

Supervision 

SW supervisor
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Nine participants in this group completed the frequency rating and eight 

completed the supervision rating. The range for frequency is 2.84–3.79, with 

Interviewing skills the most frequent activity and Communication with agencies and team 

the least frequent. The range for the decision-making process was 3.61–4.43. The 

decision to provide Short term counseling was rated the most independent decision for 

the eight participants in this match. Bridging Gaps was rated the least autonomous 

practice decision and occurring as a team decision. The ladder reveals one perfect match: 

Busy schedule/overworked. There is also a close match for Team work as a frequent 

activity and a decision that occurs within social work departments. The pattern 

disconnect between frequency and autonomous practice decisions is most apparent with 

Bridging Gaps and Consultation both occurring more frequently but with less autonomy 

by the participants in their decision-making. In contrast, Advancing the profession and 

Short term counseling are less frequent but are more autonomous activities. 
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Figure E.6. Pattern Match: RN as Supervisor: Frequency, and Knowledge 

Nurse as supervisor
Frequency & Knowledge

r = .73

Nurse as supervisor/frequency Nurse as supervisor/knowledge (N=10)
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The pattern match combinations are also distinctive revealing frequency with 

knowledge acquisition. The ten participants under nursing supervision in these ratings 

had a moderate consensus between the ratings (r = .73). The range for knowledge 

acquisition is 1.58–2.96 for the ten participants completing the rating. The scales indicate 

that knowledge for practice was acquired before they entered the work place or, for the 

lower rungs of the ladder, not addressed in their education at all. Although the activities 

occur much of the time (range 3.47–4.56), participants expressed that they received little 

or no education to respond to Irritations and annoyances, Anxiety or Busy 

schedule/overworked. The knowledge acquired to provide Discharge planning/thinking 
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ahead and develop Interviewing skills, the most frequent activities, occurred in their 

social work education and not in the work place. 

The consensus among participants with social workers as supervisors was less 

than those supervised by nurses in the pattern match for frequency and knowledge. The 

consensus was low (r = .20) and the ratings were also lower for frequency (2.84–3.79). 

The range for knowledge ratings (2.17–3.17) reveals that participants perceived that the 

clusters were addressed in their social work education and that they received additional 

training under their social work supervisors after hiring. 

 

Figure E.7. Pattern Match: Frequency and Knowledge under SW Supervision 

SW supervisor
Frequency & knowledge

r = .2

SW supervisor/frequency (9) SW supervisor/knowledge N= 8
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The pattern match in Figure E.7 displays Rewarding and Team work among the 

top four activities and indicates that participants developed these skills through their 

social work education. The range for knowledge acquisition is 2.17 – 3.1. These 
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participants report their social work education did address these activities. While they 

reported Short term counseling as one of the activities that occurred less frequently, it is 

one of the skills they learned after being hired (rated above 3.0). In the ladder graph the 

closest match is with Organization among chaos. They received the least preparation for 

Anxiety. 

Figure E.8. Pattern Match: Merged Departments: Supervisor and Importance 

 

Comparing merged departments by 
supervision: importance ratings

r = .91
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When the ratings are compared by departmental structure and supervision, ten 

participants working in merged departments with nurses as supervisors were matched 

with six participants working in merged departments with social workers as supervisors. 

The ratings were strongly correlated (r = .91) for consensus between the groups. There 

was a perfect match at the lowest level of importance. Busy schedule/overworked was the 

least important concern between the two groups. Both groups also rated Irritations and 

annoyances and Anxiety as less important. Those with nurses as supervisors rated 
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Assessment as the most important concept. Those with social workers as supervisors rated 

Short term counseling, Team work, Interviewing skills, Rewarding, Consultation and 

Advancing the profession as more important than their peers under nursing supervision. 

Those under nursing supervision rated Communication with agencies and team more 

important than did their peers with social workers as their supervisors. 

 

Figure E.9. Pattern Match: Merged Departments: Autonomy Under Supervision 

 

Within merged departments, 
autonomy under supervision

r = .59

RN supervision w/in merged (7) SW supervision in merged department (5)
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Grouping according to supervisor’s professional designation by discipline 

compared the ratings by participants in merged departments. In this pattern match, seven 

participants had nurses for their supervisor and five had social work supervisors. The 

agreement between the ratings for the two groups was moderate (r = .56). The ratings 

were higher for those under social work supervision, 3.78–4.73, while those with nurses 

as supervisors ranged from 3.58 to 4.58. Those under nursing supervision rated Team 

work and Rewarding as the activities most likely to be independent practice decisions, 
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while the two groups were closely matched in their ratings for Advancing the profession 

and Anxiety. Short term counseling was the most autonomous practice decision for those 

under social work supervision. This group also rated Discharge planning/thinking ahead, 

Assessment, Interviewing skills, Sensitivity and support and Organization among chaos as 

more independent decisions than did those supervised by nurses. Those under nursing 

supervision indicated Organization among chaos as the cluster of activities for which 

they experienced the least independence in their practice decisions. Both groups rated 

Communication with agencies and team as a team decision and were closely matched for 

Bridging Gaps and Busy schedule/overworked. Those under nursing supervision rated 

higher levels of decision-making power for Irritations and annoyances as activities than 

did participants under social work supervision. These participants perceived the least 

control in this concept. 

 

Figure E.10. Pattern Match: Merged Department: Degrees and Frequency 

Within a merged department,
degrees & frequency

r = .81

MSW in merged department 12 BSW in merged department (4)

 4.18

 3.31

 4.36

 3.35
Communication w/ agencies & team
advancing the profession 
busy-overworked
anxiety
short term counseling
sensitivity and support
Irritations and annoyances
organization among chaos
consultation
bridging gaps
Rewarding
team work
interviewing skills
assessments
discharge planning / thinking ahead

busy-overworked
advancing the profession 

Irritations and annoyances
Communication w/ agencies & team

sensitivity and support
anxiety

Rewarding
team work

consultation
organization among chaos

short term counseling
bridging gaps
assessments

discharge planning / thinking ahead
interviewing skills

 
 



 326

The BSW participants reported greater Team work and Rewarding activities than 

those with MSW degrees. They also reported a greater frequency of Irritations and 

annoyances. Twenty-three of the participants worked in merged departments and twenty-

two of these completed the rating for knowledge acquisition. Seventeen of the raters held 

MSW degrees, and five have a BSW. 

 

Figure E.11. Pattern Match: Merged Department: Degrees and Practice Decisions 

Matching: degree, merged department and 
supervision

r = .39

BSW/ merged/supervision (4) MSW/ merged/supervision (11)
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Within the sample, fifteen participants were very experienced, reporting 12–35 

years of practice. The mode for experience was 3 years, and five participants had worked 

in health care for less than three years. Nine had worked for their hospital systems for 

more than six years. However, fifteen participants had been employed for 1–2 years. 

Matching their years of experience with the ratings, the following results explore the 
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tasks, preparation for practice, autonomy in practice, and their perceptions of what are the 

most important dimensions of their work as social workers in health care. 

 

Figure E.12. Pattern Match: Experience and Decision-making 

Experience as variable:
Decision-making (supervision)

r = .6

experience <3, n=5  supervision experience >4, n=17 supervision
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The range for experienced participants was 3.62–4.51, indicating that most 

decisions were team decisions or made within the social work department. Less-

experienced participants had a similar range (3.25–4.57). The two groups were matched 

for Advancing the profession. Newer social workers rated Bridging Gaps lowest, 

indicating less individual decision-making to act on these statements. These participants 

also perceived more independence in Rewarding, Anxiety, and Short term counseling. 

The most visual disconnect on the ladder graph is Busy schedule/overworked. 

Experienced participants rated this cluster as the lowest. Only Teamwork and Bridging 

Gaps were rated higher than the ratings made by their less experienced colleagues. 
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Fifteen participants had joined their hospitals within the last two years, and five 

were also more recent graduates, having less than three years experience. In the 

correlations for frequency between the groups, there was a strong correlation between 

those who were newer employees and those who were newer social workers. Ten 

participants completed this rating, six who were newly hired and four who had less social 

work experience. The correlation was strongly positive (r = .85), indicating that the 

activities were quite similar for frequency. New hires emphasized Discharge 

planning/thinking ahead and Bridging Gaps as the most frequent activities. This means 

they were seeing hospital patients who frequently had no physician or source of payment, 

and the participants had tried to arrange specific services for them. Newer social workers, 

while also frequently obtaining services, are more likely to stress Interviewing skills and 

Assessment over Bridging Gaps. 
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Figure E.13. Pattern Match: Employment and Experience by Frequency 

Employment/experience

r = .85

Frequency/ New hires (6) Frequency/Experience <3
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Participants with less experience reported less Team work, less Organization 

among chaos, and less Communication with agencies and team than those who were new 

to the hospital setting but may have had more social work experience. New social 

workers reported more frequent Advancing the profession activities than the newer hires. 
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Figure E.14. Pattern Match: Frequency by Length of Employment and Experience 

Matching employment & 
experience for new hires

r = .94

Employment <2 (n= 10) Employment <2, experience <3 (4)
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Pattern matches between those with less experience and were new to the hospital 

setting were compared with the larger group who were more recent employees. As there 

is overlap between the groups, the correlation is extremely strong (r = .94). The groups 

are matched for Consultation and appear to be closely matched for Team work and Busy 

schedule/overworked. The least experienced, newer hired group reported less Anxiety and 

less Communication with agencies and team than their peers. 
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Figure E.15. Pattern Match: Newer Workers: Frequency and Knowledge 

Newer workers compare
frequency and knowledge

r = .57

experience <3, n=5 frequency experience <3, knowledge
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The more recently hired participants were also compared for their ratings for 

frequency and knowledge acquisition. There was a moderate positive correlation between 

the ratings (r = .57). There are two perfect matches: Assessment and Organization among 

chaos. The rating for Assessment, near the top of the rating for knowledge acquisition, 

suggests that their skills were strengthened by supervision after hiring. The new social 

workers indicated that Short term counseling was learned as a result of social work 

supervision after hiring. These two concepts address patient satisfaction, awareness of 

their medical conditions, and needs and plans for independence. Concern for safety is 

included in both Assessment and Short term counseling, considering both abuse and end-

of-life issues. While there is a match for Assessment, Short term counseling, the highest 
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rating, occurs much less frequently. Likewise, Sensitivity and support has ten statements 

that reflect communication with other disciplines and insurance companies, and 

specifically states dealing with loss for both families and staff. The participants said that 

they learned this within their education, but it was an infrequent occurrence, so there is 

little match between frequency and knowledge. The ratings suggest the newer social 

workers may identify the need for counseling and support but have less opportunity to put 

their training into practice. The ladder graph also reveals the discrepancy between 

frequency and knowledge for Advancing the profession and Communication with 

agencies and team. As in other matches, the newer workers identified Irritations and 

annoyances as occurring often, but they received less preparation to respond. 

Reviewing the match, Interviewing skills and Discharge planning/thinking ahead 

are the most frequent activities for the newer social worker and they report they learned 

these skills through their social work education. The study did not ask if their field 

placements as students were in health care settings, so it is not possible to distinguish if 

these skills were acquired through course work or by experiential learning under 

supervision. These findings are an average of the ratings so the range may be actually 

somewhat higher. However, the participants are saying that the skills needed for this task 

were not developed after hiring. Consistent with earlier findings, skills for working with 

clients (Short term counseling, Assessment, Interviewing skills, Sensitivity and support 

and Bridging Gaps) were emphasized over Communication with agencies and team, 

Rewarding, Busy schedule/overworked, Irritations and annoyances, and Anxiety. 
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Figure E.16. Pattern Match: Newer Staff: Knowledge and Supervision 

Knowledge & supervision
among newer staff

r = -.4
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The correlation between knowledge and supervision was negative. This 

correlation indicates an inverse relationship and is striking in its ladder graph 

representation. The newer staff reported Rewarding as the most independent of their 

actions, closely followed by Team work. They perceived the least autonomy in Sensitivity 

and support and Communication with agencies and team, similarly in Bridging Gaps. 

The range for knowledge acquisition, 2.07–2.98, indicates that their skills were 

developed during their social work education. The newer social workers describe 

decision-making as a team decision, primarily within the social work department, with a 

range of 3.55–4.54. 
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Figure E.17. Pattern Match: Monolingual Social Workers: Knowledge and 

Importance 

Knowledge & importance
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The match indicates a strong, positive correlation for knowledge and importance. 

Like the match between knowledge and importance for bilingual participants, there was a 

very strong positive correlation for those only speaking a single language (r = .89). 

While the groups overall found little correlation between knowledge and 

supervision (r = .03), when bilingual participants completed the ratings the correlation 

was slightly higher (r = .14) while there was no correlation between the ratings of 

monolingual participants (r = 0). What has been taught and the decision-making to act 

related to these daily activities have a very low relationship. 
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Figure E.18. Pattern Match: Monolingual Social Workers: Knowledge and 

Frequency 

Monolingual staff compare
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r = .64
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The correlation is lower for the findings for knowledge and frequency among the 

two groups. The bilingual participants had low to moderate correlation (r =. 39) between 

knowledge and frequency, while the monolingual participants had a moderate correlation 

(r = .64). The monolingual participants’ ratings matched the entire sample (r = .90) for 

knowledge and importance and r = .64 for frequency and importance, indicating that 

there is a difference for the groups when language skills are a variable in the analysis. 
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Figure E.19. Pattern Match: Monolingual Social Workers: Frequency and 

Supervision 

Frequency & Supervision 
Monolingual social workers

r = .25
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The participant completing the pattern matches had a low correlation between 

frequency and decision-making (r = .12) regardless of language skills. The correlation for 

monolingual social workers was positive (r = .25) while the pattern match for the 

bilingual social worker demonstrates an inverse relationship (r = -.32). The monolingual 

social worker perceives the least autonomy in Organization among chaos, Consultation, 

and Bridging Gaps. Language skills do affect the decision making process for bilingual 

social workers with the least perceived autonomy in Discharge planning/thinking ahead. 

 



 337

References 

American Hospital Association (2000). AHA Hospital Statistics. Chicago: Health Forum. 

Auslander, G. K. (1996). Outcome evaluation in host organizations: A research agenda. 

Administration in Social Work. 20(2), 15–27. 

Austin, D. M. (2001). Guest editor’s foreword. In D. M. Austin (Ed.). Flexner revisited 

[Special issue]. Research on Social Work Practice, 11(2), 147–151. 

Bartlett, H. M. (1940). Some aspects of social casework in a medical setting. Chicago: 

George Banta. 

Berger, C. (2001, April). The changing scene of social work practice in hospitals: 

Examining the national trends. Paper presented at the meeting of the Society for 

Social Work Leadership in Health Care of the American Hospital Association, 

San Antonio, TX. 

Berger, C., & Ai, A. (2000). Managed Care and its implications for social work curricula 

reform: Policy and Research Initiatives. Social Work in Health Care. 31(3), 59-

82.  

Berger, C. & Ai, A. (2000). Managed Care and its implications for social work curricula 

reform: Clinical Practice and Field Instruction. Social Work in Health Care 31, 

(3), 83-106. 

Berger, C. S., Cayner, J., Jensen, J., Mizrahi, T., Scesny, A., & Trachtenberg, J. (1996). 

The changing scene of social work in hospitals. Health and Social Work, 21(3), 

167–177. 



 338

Berger, C., & Mizrahi, T. (2001). An evolving paradigm of supervision within a changing 

health care environment. Social Work in Health Care 32(4), 1–17. 

Berkman, B. (1996). The emerging health care world: Implications for social work 

practice and education. Social Work, 41(5), 541–551. 

Bertalanffy, L. (1962). General systems theory: A critical review. General Systems 

Yearbook, 7, 1–20. 

Bogo, M., Raphael, D., & Roberts, R. (1993). Interests, activities and self-identification 

among social work students: Toward a definition of social work identity. Journal 

of Social Work Education, 29(3), 279–292. 

Borgman, J., & Caito, K. (2001, April). Where have all the directors gone? Survivorship 

in social work leadership through collaboration. Paper presented at the meeting 

of the Society for Social Work Leadership in Health Care of the American 

Hospital Association, San Antonio, TX. 

Bricker-Jenkins, M. (1997). Hidden treasures: Unlocking strengths in the public social 

services. In D. Saleebey (Ed.), The strengths perspective in social work practice 

(pp. 133–150). White Plains, NY: Longman. 

Butrym, Z. T. (1976). The nature of social work. London: MacMillan. 

Carpenter, M. C. & Platt, S. (1997). Professional identity for clinical social workers: 

Impact of changes in health care delivery systems. Clinical Social Work Journal, 

25 (3), 337-350. 

Clemens, E. L. (1995). Multiple Perceptions of Discharge Planning in one Urban 

Hospital. Health and Social Work, 20 (4), 254-262. 



 339

Concept Systems, Inc. (1995–1999; 2000–2001). The Concept System© (Version 

1.1751). The concept system: Facilitator training seminar manual. Ithaca, NY: 

Author. 

Cowles, L. A. (2000). Social work in the health field. Binghamton, New York: Haworth. 

Cowles, L. A., & Lefcowitz, M. J. (1992). Interdisciplinary expectations of the medical 

social worker in the hospital setting. Health and Social Work, 17(1), 57–65. 

Csikai, E. L., & Sales, E. (1998) The emerging social work role on hospital ethics 

committees: A comparison of social worker and chair perspectives. Social Work, 

43(3), 233–242. 

Dane, B., & Simon, B. (1991). Resident guests: social workers in host settings. Social 

Work 36(3), 208–13. 

Davidson, K. W. (1990). Role blurring and the hospital social worker’s search for a clear 

domain. Health and Social Work. 15(3), 228–234. 

Davis, K. (1998) Managed health care: Forcing social work to make choices and changes. 

In G. Schamess & A. Lightburn (Eds.), Humane managed care? Washington, DC: 

NASW Press, 409–424. 

Denzin, N. K., & Lincoln, Y. S. (1998). Strategies of qualitative inquiry. Thousand Oaks, 

CA: Sage. 

DesPlaines, J. J. (1991). Understanding managed health care and its impact on social 

work administration and practice. In P. Taylor & J. Devereux (Eds.), Social work 

administrative practice in health care settings (pp. 291–300). Toronto: Canadian 

Scholars Press. 



 340

Dhooper, S. S. (1997). Social work in health care in the 21st century. Thousand Oaks, 

CA: Sage. 

Dinerman, M., Seaton, R., & Schlesinger, E. G. (1986). Surviving DRGs: New Jersey 

social work experience with prospective payment. Social Work in Health Care, 

12(1), 103–113. 

Dziegielewski, S. F. (1988). The changing face of health care social work. New York: 

Springer. 

Egan, M., & Kadushin, G. (1995). Competitive allies: Rural nurses’ and social workers’ 

perceptions of the social work role in the hospital setting. Social Work in Health 

Care, 20(3), 1–23. 

Egan, M. & Kadushin, G. (1997). Rural Hospital Social Work: Views of physicians and 

social workers. Social Work in Health Care, 26 (1), 1-23. 

Ezell, M., Menefee, D., & Patti, R. (1989). Managerial leadership and service quality: 

Toward a model of social work administration. In Y. Hasenfeld (Ed.), 

Administrative leadership in the social services: The next challenge (pp. 73–98). 

Binghamton, NY: Haworth. 

Ezell, M., Menefee, D., & Patti, R. (1997). Factors influencing priorities in hospital social 

work departments: A director’s perspective. Social Work in Health Care, 26 (1), 

25-40. 

Falck, H. S. (1988) Social work: The membership perspective. New York: Springer. 



 341

Flexner, A. (2001). Is social work a profession? In D. Austin (Ed.) Flexner revisited 

[Special issue]. Research on Social Work Practice, 11(2), 152–165. (Original 

work published 1915) 

Foster, L.W., & McLellan, L.J. (1997). Moral judgments in the rationing of health care 

resources: A comparative study of clinical health professionals. Social Work in 

Health Care, 25(4), 13–35. 

Gabel, S., & Oster, G. (1998). Mental health providers confronting organizational 

change: process, problems, and strategies. Psychiatry, 61, 302–316. 

Gant, L. M., & Gutierrez, L. M. (1996). Effects of culturally sophisticated agencies on 

Latino social workers. Social Work, 41(6), 624–632 

Germain, C. B. (1980). Social work identity, competency, and autonomy: The ecological 

perspective. Social Work in Health Care, 6(1), 1–10. 

Germain, C. B. (1984). Social work practice in health care: An ecological perspective. 

New York: Free Press. 

Germain, C. B. (1991). Human Behavior in the social environment: an ecological view. 

New York: Columbia University Press. 

Germain, C., & A. Getterman (1980). The life model of social work practice: Advances in 

theory and practice. New York: Columbia University Press. 

Germain, C., & A. Getterman (1996). The life model of social work practice: Advances in 

theory and practice (2nd ed.). New York: Columbia University Press. 

Gibelman, M. (1999). The search for identity: defining social work–past, present, future. 

Social Work, 44(4), 298–310. 



 342

Gibelman, M., & Schervish, P. (1996). Who we are: A second look (2nd ed.). Washington, 

DC: NASW Press. 

Glaser, B., & Strauss, A. (1967). The discovery of grounded theory. Chicago: Aldine. 

Globerman, J. (1999). Hospital restructuring: positioning social work to manage change. 

Social Work in Health Care, 28(4), 13–30. 

Globerman, J., & Bogo, M. (1996). Social work in the new integrative hospital. Social 

Work in Health Care, 21(3), 1–21. 

Globerman, J., Davies, J. M., & Walsh, S. (1996). Social work in restructuring hospitals: 

Meeting the challenge. Health and Social Work, 21(2), 178–188. 

Gockel, J., Alvelo, J., & Farris, M. (2001). Changes in social work service in the VA 

system: Tracking managers’ perceptions. Continuum 21(1), 8–14. 

Goldman, W., McCulloch, J., & Sturm, R. (1998). Costs and use of mental health 

services before and after managed care. Health Affairs, 17, 40–52. 

Gordon, W. E. (1969). Basic constructs for an integrative and generative conception of 

social work. In G. Hearn (Ed.), The general systems approach: Contributions 

toward a holistic conception of social work (pp. 5–11). New York: Council on 

Social Work Education. 

Gorin, S., & Moniz, C. (1997). Social work and health care in the 21st century. In M. 

Reisch & E. Gambrill (Eds.), Social work in the 21st century (pp. 152–162). 

Thousand Oaks, CA: Pine Forge. 

Graham, P. (Ed.). (1996). Mary Parker Follett: Prophet of management. Boston: Harvard 

Business School Press. 



 343

Greene, R. R. (1991). The ecological perspective: An eclectic theoretical framework for 

social work practice. In R. R. Greene & P.H. Ephross (Eds.), Human behavior 

theory and social work practice (pp. 261–295). New York: Aldine. 

Greene, R. R. (1991). General systems theory. In R. R. Greene & P.H. Ephross (Eds.), 

Human behavior theory and social work practice (pp. 227–259). New York: 

Aldine. 

Gummer, B. (1990). The politics of social administration: Managing organizational 

politics in social agencies. Englewood Cliffs, NJ: Prentice Hall. 

Hair, J. F., Anderson, R. E., Tatham, R. L., & Black, W. C. (1998). Multivariate data 

analysis (5th ed.). Upper Saddle River, NJ: Prentice Hall. 

Hall, M. L., & Keefe, R. H. (1999). Interfacing with managed behavioral health care 

organizations: An emerging scale of private practitioners self-perceived 

competence. Professional Development: The International Journal of Continuing 

Social Work Education, 1(3), 41–52. 

Hansen, V. (1999, October). From the Executive Director. NASW Network, 4–5. 

Hasenfeld, Y. (Ed.). (1989). Administrative leadership in the social services: The next 

challenge. Binghamton, NY: Haworth. 

Hawkins, J. W., Veeder, N. W., & Pierce, C. W. (1998). Nurse social worker 

collaboration in managed care. New York: Springer. 

Herbert, M., & Levin, R. (1995). Current issues and future directions in hospital social 

work: Report of a national survey. The Social Worker/Le Travailleur Social, 

63(2), 89–93. 



 344

Herbert, M. & Levin, R. (1996). The advocacy role in hospital social work. Social work 

in Health Care,  22 (3), 71-83. 

Heraud, B. (1981). Training for uncertainty. Boston: Routledge & Kegan Paul 

Holden, G., Cuzzi, L., Rutter, S., Rosenberg, G., & Chernack, P. (1997). The hospital 

self-efficacy scale: A replication. Research on Social Work Practice, 7(44), 490–

499. 

Huntington, J. (1981). Social work and general medical practice. London: George Allen 

& Unwin. 

Inspiration Software, Inc. (1988–1999) Inspiration® (version 6). Portland, OR: Author. 

Kadushin, G., & Kulys, R. (1995). Job satisfaction among social work discharge 

planners. Health and Social Work, 20(3), 174–186. 

Kayser, K., Hansen, P., & Groves, A. (1995). Evaluating social work practice in a 

medical setting: How do we meet the challenges of a rapidly changing system? 

Research on Social Work Practice 5(4), 485–500. 

Keefe, R. H., & Hall, M. L. (1998). Managed care’s impact on the financial well-being of 

social workers in private practice. Social Work in Health Care, 28(2), 11–29. 

Kerson, T. S. (1980). Medical social work: The pre-professional paradox. New York: 

Irvington. 

Kulys, R. & Davis, M.A. (1986), An analysis of social services in hospices. Social Work, 

31 (6), 448-458. 

Kulys, R., & Davis, M. A. (1987). Nurses and social workers: Rivals in the provision of 

social services. Health and Social Work, Spring,  101–112. 



 345

Lambert, M. J., Okiishi, J. C., Finch, A., & Johnson, L. D. (1998). Outcome assessment: 

From conceptualization to implementation. Professional Psychology: Research 

and Practice, 29(1), 63–70. 

Lee, J. (1983). Weeping for the lost profession: Social work in transition. Jewish Social 

Work Forum, 19, 20–32. 

Leighninger, L. (2000). Creating a new profession. Alexandria, VA: Council on Social 

Work Education. 

Levin, R. & Herbert, M. (1997). The social worker’s domain: Perceptions of chief 

executives in Canadian hospitals. The Social Worker, 65 (3), 87-97. 

Lewis, H. (1982). The emergence of social work as a profession in health care: 

Significant influences and persistent issues. In H. Rehr (Ed.), Milestones in social 

work and medicine (pp. 25–41). New York: Prodist. 

Lister, L. (1980). Role expectations of social workers and other health professionals. 

Health and Social Work, 5, 41–49. 

Lohmann, R. (1997, Supplement). Managed care. In The encyclopedia of social work. 

19th ed. Washington, DC: NASW Press. 

Lowe, G. R. (1987). Social work’s professional mistake: Confusing status for control and 

losing both. Journal of Sociology and Social Welfare, 14(2), 187–206. 

Lowe, J. I. (1997). A social health model: A paradigm for social work in health care. In 

M. Reisch & E. Gambrill (Eds.), Social work in the 21st century (pp. 209–218). 

Thousand Oaks, CA: Pine Forge. 



 346

Lurie, A. (1992). Through the looking glass: A 40 year retrospective. SocialWork in 

Health Care, 16 (3), 5-11. 

Malin, N. (Ed.). (2000). Professionalism, boundaries and the workplace. London: 

Routledge. 

May, T. & Buck, M. (2000). Social work, professionalism and the rationality of 

organizational change. In N. Malin (Ed.), Professionalism, boundaries and the 

workplace (pp. 139-158). London: Routledge. 

MacDonald, D. (1991). Hospice social work: A search for identity. Health and Social 

Work, 16(4), 274–289. 

McMillen, J. C. (1999). Better for it: How people benefit from adversity. Social Work, 

44(5), 455–468. 

McNally, S. (2000). Professionalism and user self-advocacy. In N. Malin (Ed.), 

Professionalism, boundaries and the workplace (pp.47-64). London: Routledge. 

Meyer, C. H. (1984). The perils and promises of the health practice domain. Social Work 

in Health Care, 10, 2, 1-11. 

Michalski, J. H., Creighton, E., & Jackson, L. (1999). The impact of hospital 

restructuring on social work services: A case study of a large, university-affiliated 

hospital in Canada. Social Work in Health Care, 30(2), 1–26. 

Mizrahi, T., & Abramson, J. S. (1985). Sources of  strain between physicians and social 

workers: Implications for social workers in health settings, Social Work in Health 

Care, 10 (3), 33-51. 



 347

Mizrahi, T. & Abramson, J.S. (2000). Collaboration between social workers and 

physicians: perspectives on a shared case. Social Work in Health Care, 31(3), 1-

24. 

Mizrahi, T., & Berger, C. S. (2001). Effect of a changing health care environment on 

social work leaders: Obstacles and opportunities in hospital social work. Social 

Work, 46(2), 170–182. 

Mundinger, M. O. (1980). Autonomy in nursing. Germantown, MD: Aspen Systems 

Corporation. 

National Association of Social Workers (1996, May). Managed care study reports 

therapy lead. NASW News, 41. 

Netting, F. E., & Williams, F. G. (1996). Case manager–Physician collaboration: 

Implications for professional identity, roles and relationships. Health and Social 

Work, 21(3), 216–224. 

Neumann, K. (2001, April). Reengineering Social Work: Impact on Professional Identity 

and Job Satisfaction. Paper presented at the meeting of the Society for Social 

Work Leadership in Health Care of the American Hospital Association, San 

Antonio, TX. 

Northcutt, N. (2000). Qualitative research (Interactive Qualitative Analysis):Ssyllabus 

and course supplement. Austin, TX: Speedway Printing. 

Northcutt, N., & McCoy, D. (2004). IQA: A method for qualitative research. Newbury 

Park, CA: Sage. In press. 

O’Neill, J.V. (1999, April). Psychosocial care often left with crumbs. NASW News, 44, 3. 



 348

O’Neill, J.V. (2001, January). Network reports membership data. NASW News.    

http:www.socialworkers.org/pubs/news/2001/01/data.htm 

Padgett, D. K. (1998). Qualitative methods in social work research. Thousand Oaks, CA: 

Sage. 

Patton, M. Q. (1990). Qualitative evaluation and research methods. Newbury Park, CA: 

Sage. 

Pearlman, T. (1992). The threatened medical identity of psychiatry: The winds of change. 

Springfield, IL: Charles C. Thomas. 

Phelps, R., Eisman, E. J., Kohout, J. (1998). Psychological practice and Managed Care 

results of the CAPP Practitioner Survey. Professional Psychology: Research and 

Practice, 29, 1, 32-36. 

Plante, T. G., Boccaccini, M. & Andersen, E. (1998). Attitudes concerning professional 

issues impacting psychotherapy practice among members of the American Board 

of Professional Psychology. Pyschotherapy, 35, 34–42. 

Poole, D. L. (1997). Building community capacity to promote social and public health: 

Challenges for universities. Health and Social Work,  22, (3), 163-170. 

Poole, D. L. & Van Hook, M. (1997). Retooling for community health partnerships in 

primary care and prevention. Health and Social Work, 22 (1), 2-4. 

Ramsay, R. (1991). Preparing to influence paradigm shifts in health care. In P. Taylor & 

J. Devereux (Eds.), Social work administrative practice in health care settings 

(pp. 29–41). Toronto: Canadian Scholars Press. 



 349

Reason, P. W. (1998). Three approaches to participative inquiry. In N. Denzin & Y. S. 

Lincoln (Eds.), Strategies of qualitative Inquiry (pp. 261–291). Thousand Oaks, 

CA: Sage. 

Rehr, H., Rosenberg, G., & Blumenfeld, S. (Eds.). (1998). Creative social work in health 

care. New York: Springer. 

Rehr, H. (Ed.). (1982). Milestones in social work and medicine. New York: Prodist. 

Riffe, H. A. (1998). The managed care experience: The social worker’s perspective. 

Social Work in Health Care, 28(  ), 1–9. 

Rosen, A., Proctor, E., Morrow-Howell, N., & Staudt, M. (1995). Rationales for practice 

decisions: Variations in knowledge use by decision task and social work service. 

Research on Social Work Practice, 5(4), 501–523. 

Rosenberg, G., & Weissman, A. (1995). Preliminary thoughts on sustaining central social 

work departments. Social Work in Health Care, 20(4), 111–116. 

Rothery, M. (2001). Ecological systems theory. In P. Lehmann & N Coady (Eds.), 

Theoretical perspectives for direct social work practice: A generalist-eclectic 

approach (pp. 65–82). New York: Springer. 

Saleebey, D. (Ed.). (1997). The strengths perspective in social work practice. White 

Plains, NY: Longman. 

Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded theory 

procedures and techniques. Newbury Park, CA: Sage. 

Sussman, M. B., & Gilgun, J. F. (1996). The methods and methodologies of qualitative 

family research. Binghamton, NY: Haworth. 



 350

Texas Department of Health. (2001).Texas acute care hospital fact sheet.2001 Directory 

of Active Hospitals.Website: www.tdh.state.tx.us/dpa  

Timberlake, E. M., Sabatino, C. A., & Martin, J. A. (1997). Advanced practitioners in 

clinical social work: A profile. Social Work 42(4), 374–386. 

Trachtenberg, J., & Woodrow, R. (2001). Boundaries: The professional conundrum. 

Paper presented to the Society for Social Work Leadership in Health Care Annual 

Meeting, San Antonio, Texas. 

Trochim, W. (1989). An introduction to concept mapping for planning and evaluation 

[Special issue]. Evaluation and Program Planning, 12, 1–16. 

Trochim, W. (1989). Concept mapping: Soft science or hard art? [Special issue]. 

Evaluation and Program Planning, 12, 87–110. 

Trochim, W. (2001). The research methods knowledge base. Cincinnati, OH: Atomic 

Dog Press. 

Tschudin, V. (1999). Nurses matter: Reclaiming our professional identity. London: 

MacMillan. 

Tucker, L., & Lubin, W. (1994). National Survey of Psychologists, Report from Division 

39. American Psychological Association. 

Tutty, L. M., Rothery, M. A., & Grinnell, R. M. (1996). Qualitative research for social 

workers. Needham Heights, MA: Allyn and Bacon. 

Volland, P. J. (1996). Social work practice in health care: Looking to the future with a 

different lens. Social Work in Health Care, 24(1/2), 35–51 



 351

Weick, A., Rapp, C., Sullivan, W., & Kisthardt, W. (1989). A strengths perspective for 

social work practice. Social Work, 34(4), 350–354. 

Weick, A. (2000). Hidden voices. Social Work, 45(5), 395–402. 

Witkin, S. (1998) Is social work an adjective? Social Work 43(6), 483–486. 

Woodrow, R., & Ginsberg, N. (1997). Creating roles for social work in changing health 

care organizations: Organizational development perspective. Social Work in 

Health Care, 25(1/2), 243–257. 



 352

VITA 

 

Nancy Francisco Stewart was born in Charlottesville, Virginia on October 26, 

1950, the daughter of Nancy McLernon Francisco and William Payne Francisco. After 

completing the American Nicaraguan School in Managua, Nicaragua in 1967, she entered 

Hollins College in Roanoke, Virginia. She attended the University of South Florida 

during the summer of 1970 and received the degree of Bachelor of Arts from Hollins 

College in May 1971. She obtained the Master of Social Work (MSW) degree from the 

School of Social Welfare of the Florida State University in Tallahassee, Florida in March, 

1973 and the Master of Arts in Education degree from Northern Arizona University in 

Flagstaff, Arizona in the summer 1976. During those years she was employed as a social 

worker at the Navajo County Guidance Center and the Institute for Human Development 

of Northern Arizona University. She was accepted into the Academy of Certified Social 

Workers in November 1975. She was initiated into the Yavapai Chapter of Phi Delta 

Kappa in March, 1979. She worked as Director of Social Services at Yavapai Regional 

Medical Center in Prescott, Arizona from 1976 until 1983. In 1979, she entered the 

University of California at San Francisco and received the Post Graduate Certificate in 

Health of the Family from the University of California at San Francisco in 1983.  During 

the following years she was employed as a social worker at Yavapai Regional Medical 

Center and the University of Virginia Medical Center and was also a social work 

consultant to skilled nursing facilities, a public health agency and was an Instructor in the 

Retirement College of Yavapai Community College. She is a past committee chair and 

member of the Arizona Governor’s Council on Developmental Disabilities and the past 



 353

president of Child-Safe, the West Yavapai Child Abuse Prevention Council.  In 

September 1998 she entered the Graduate School of The University of Texas at Austin.  

Publications include Unintended Consequences of Technology: Experiences with 

Blackboard 5, IT @UT, Information Technology News for the UT Austin Community, 

Austin, Texas, September 27, 2001 published on the web. As an Assistant Instructor in 

the School of Social Work, she was awarded the Best PhD student project award in the 

Influencing State Policy 2002 National Contest in June, 2002.   

 

Permanent Addresses: 190 Drennen Dr., McClellan, Alabama 36205 
524 Canterbury Hill, San Antonio, Texas 78209 

 
 
This dissertation was typed by the author. 
 

 


