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Chapter Three 

Making Assessment Decisions: Macro, Mezzo, and Micro Perspectives 

 

Jeffrey R. Lacasse and Eileen Gambrill 

 

 

Introduction: Why this matters 

The decisions that social workers make have significant impact on their clients. When 

these decisions are inaccurate – whether due to faulty assumptions or a lack of evidence-based 

information – clients can be affected in serious ways. Thus, in order to deliver effective and 

ethical services, social workers need to be aware of potential pitfalls in the decision making 

process and strive to avoid them. These potential barriers to good decision-making are found at 

all levels of practice: micro, mezzo, and macro. While social workers may have less control over 

the incentives and constraints that exist in mezzo and macro environments than they do at the 

micro level, they can nevertheless benefit from examining the mezzo and macro environments in 

which they practice and examining how their assessment and decision-making process is affected 

by these factors.  

In this chapter, we discuss factors related to decision-making at all three levels. We begin 

by discussing clinical decision-making at the micro level – that is, at the level of the individual 

clinician. We then discuss other issues that may impact decision-making, such as the widespread 

medicalization of human behavior and the influence of pharmaceutical companies. Making good 

clinical decisions in social work practice is challenging, but can be improved through increased 

awareness of the issues described here. 

 

 

 



Key terms addressed in this chapter:  

Accountability 

“Astro-turfing” 

Biomedical industrial complex 

Constructional versus eliminative  

“Crazy checks”  

Ghostwriting 

Medicalization 

Selective reporting  

 

Guiding questions: 

1. What are the steps in clinical decision-making? 

2. What macro level factors shape and constrain clinical decisions? Through what layers, 

visible and invisible, does this influence travel?   

3. What macro and mezzo level factors can contribute to errors in clinical judgment?  

4. Who holds power? How is this this power sustained? 

 

The central role of decision-making  

 Decision-making is at the heart of every step in clinical practice. Decisions must be made 

about what information to collect, how to gather and organize it, and what to do with it. What 

sources of information will be drawn on, and what criteria will be used to evaluate their 

accuracy? In assessing a client who presents with depressive symptoms, for example, is it better 

to have the client to complete a standardized measurement instrument like the Beck Depression 



Inventory, or to talk to family members and take a careful history?  Will giving a DSM diagnosis 

help to understand the client’s depression? On what basis are these decisions made? 

 Assessment lays the groundwork for selecting plans and indicating how likely it is that 

hoped-for outcomes can be attained. Assessment frameworks differ in their scope, purpose, and 

the degree to which they can be and have been critically tested. In other words, they differ in 

how compatible they are with empirical data regarding how behavior develops, changes, and is 

maintained, and how successful they have been in helping clients. The history of the helping 

professions is replete with the identification of false causes for personal troubles and social 

problems (Gambrill, 2012). Complex classification systems with no empirical status such as those 

based on physiognomy (facial type) and phrenology (skull formation) were popular in past epochs, 

leading to the creation of metal phrenological hats to aid in diagnosis (Gamwell & Tomes, 1995; 

McCoy, 2000).  Classificatory labels have also been devised and used for social control rather than 

as a guide to alleviating suffering – for example, conditions like drapetomania (an irresistible 

propensity to run away), a “disease” that was allegedly common among slaves in the southern 

United States.  Some authors (e.g., Moncrieff,  2008) suggest that a psychiatric framing of 

problems supports conservative political views by framing “discontents” such as depression 

and anxiety as caused by individual deficiencies, overlooking the political and economic 

factors such as unemployment and inadequate housing that contribute to these conditions.   

Decision-making in clinical practice allows a wide range of individual discretion. Each 

clinician must determine how to frame problems, what outcomes to pursue, when to stop collecting 

information, what risks to take, what criteria to use to select practice methods, and how to evaluate 

progress.  This can differ from clinician to clinician, and from case to case. Problems differ in 

their prospects for resolution, which are influenced by the accuracy of assessment. The flexible 



and diverse nature of clinical practice, while allowing for consideration of specific client needs 

and contexts, also leaves room for many kinds of error.  Among the assessment errors that may 

occur are: 

• Errors in description: For example, stating that Mrs. V. was abused as a child, when she 

was not. 

• Errors in presuming the extent of co-variation or causality: For example, assuming that 

people who are abused as children will abuse their own children. 

• Errors of omission: For example, overlooking the strengths and resources that a person has 

because one is focusing entirely on the maladaptive behavior. 

• Errors in prediction: For example, predicting that insight therapy will prevent a particular 

woman from abusing her child again when this does not prove to be true. 

These errors may result in the failure to offer help that could be provided and is desired, 

offering help that is not needed or desired, forcing clients to accept “help” they do not want, or 

using procedures that aggravate rather than alleviate client concerns (that is, procedures that 

result in iatrogenic effects, the creation of new and avoidable problems).  Errors may occur 

during assessment by overlooking important data, using invalid measures, or attending to 

irrelevant data.  Errors may occur during intervention by using ineffective methods or during 

evaluation by using inaccurate measures of progress.  

Evidence-informed assessment. Errors can be reduced by the use of evidence-informed 

assessment. An evidence-based assessment means: 

• Selecting assessment frameworks that reflect research findings 

• Using reliable, valid assessment measures including those designed to assess risk 

• Avoiding common errors in collecting and integrating data 



• Involving clients as informed participants and considering their values and preferences 

An evidence-informed assessment includes a clear description of areas of concern; a 

description of what the person can and cannot do, can or cannot learn to do; what the person 

wants, prefers, expects, and is expected to be able to do; as well as contextual factors that 

influence and contribute to the behaviors of concern (Gambrill, 2013). It encourages the 

description of processes rather than of conditions. For example, rather than describing a client 

as anxious, assessment requires a description of the contexts in which the anxiety occurs and 

the patterns of related behaviors, thoughts, and feelings. As in other phases of the helping 

relationship, specialized knowledge and critical thinking skills may be needed to appraise the 

accuracy of claims and to integrate diverse sources of information including findings from 

practice-and policy-related research and the unique circumstances and characteristics of a 

client, including cultural differences in problem-solving styles.   

 Assessment should also offer "leverage points" for pursuing desired outcomes. It 

should suggest objectives that if attained would resolve problems, how they can be pursued 

most effectively, and the probability of attaining them given current resources and options. 

Interrelated goals (sometimes referred to as "case formulation") include: identifying hoped-for-

outcomes, detecting related characteristics of clients and their environments, and interpreting 

and integrating the data that has been collected.   

 A multilevel, individualized, contingency analysis – that is, an assessment that spans 

multiple domains and focuses on the individual rather than on the type – informed by relevant 

research findings is vital for understanding presenting concerns and selecting effective 

intervention plans (e.g., Gambrill, 2013; Layng, 2009). Unfortunately, such analyses are not 



always carried out due to a lack of time in a resource-scarce climate and/or a lack of required 

knowledge and skills for seeking out competing alternative repertoires.   

Constructional assessment.  Many assessment models focus on the alleged 

pathologies of clients and may overlook valuable resources including both internal and 

external client assets.  A contextual-constructional approach, in contrast, attends to client 

characteristics and circumstances including alternative behaviors that may be able to replace 

less desired behaviors, client strengths, environmental resources such as sources of social 

support, and policies and related legislation that influence resources available such as health 

care and financial aid.   It focuses on strengths and resources that can help in the achievement 

of client aims, as well as on personal and environmental obstacles. The aim is to discover and 

create positive “repertoires” that can be used to attain hoped-for outcomes, rather than merely 

eliminating negative repertoires (e.g., Gambrill, 2013; Layng, 2009; Schwartz & 

Goldiamond, 1975).   

Learning how to make sound, evidence-based assessment decisions takes time and 

practice. But it is something that an ethically competent professional can, and should, learn to 

do. The social worker’s skill and willingness to engage in evidence-based practice thus 

constitutes the micro context in which clinical decision-making takes place.  

 

Clinical decision-making in the biomedical industrial complex  

 There is a larger context to clinical decision-making, of course, one that is strongly 

impacted by social policy and other macro-level factors. Which services are funded or 

reimbursable has a significant impact on what services clients receive; as has been noted in 

previous chapters, psychiatric diagnosis may be driven by not by clinical necessity, but by 



reimbursement requirements (Frazer, Westhuis, Daley, & Phillips, 2009; Greenberg, 2013; 

Probst, 2013). Thus, if we are to apply critical thinking to clinical decision making, it is 

important to identify contextual influences that likely impact the way we perceive and respond to 

the problems that clients bring.  

The context of clinical decision-making: macro factors  

The current mental health system has been called the “biomedical industrial complex” 

(Gomory, Wong, Cohen, & Lacasse, 2012).  Similar to the “military-industrial complex,” it 

consists of related interlocking and mutually supportive entities.  These include the 

pharmaceutical industry; federal agencies such as the National Institute of Mental Health and the 

Food and Drug Administration; the American Psychiatric Association; advocacy organizations 

such as the National Alliance for the Mentally Ill; and medical insurance, public and private.  

The term “biomedical industrial complex” is not meant to convey a conspiratorial explanation. 

However, it does capture where power and influence lies in the mental health system, and it is 

important that clinicians be aware of and consider the impact that these macro-level influences 

on decisions they make.   

The pharmaceutical industry (Big Pharma).  It is difficult to overstate the influence of 

Big Pharma, especially in mental health.  Their goal is transparent – to sell their products 

(psychiatric drugs) in order to earn as high a profit for their shareholders as possible.  They use a 

variety of well-documented tactics to accomplish this.  First, they generously fund both 

psychiatric research and influential researchers called Key Opinion Leaders.  It is difficult to find 

a well-respected academic psychiatrist who does not have at least some financial conflict-of-

interest with a pharmaceutical company.  Second, they also fund advocacy organizations such as 

NAMI; this is called “astro-turfing” because these advocacy efforts may look like a “grass-roots 



movement” when in fact they largely reflect corporate interests.  Third, they flood the offices of 

general practitioners (who diagnose and treat a great deal of mental health conditions) with 

“detailers” (salespeople).  And fourth, they flood the television airwaves, the internet, and the 

pages of popular magazines with advertisements for their products in the form of paid direct-to-

consumer advertising (DTCA). These messages, bombarding the public through multiple 

channels, have an enormous impact. 

The Federal Drug Administration (FDA) is charged with regulating the ubiquitous 

DTCA by Big Pharma.  This is an important role because such advertisements can shape how 

clients and clinicians see their problems.   Many of these advertising campaigns have been noted 

to be inaccurate from a scientific point of view – for instance, claiming that serotonin imbalance 

causes depression (Lacasse & Leo, 2006) and that antidepressants re-balance brain chemistry 

back to normal (Lacasse, 2005). The FDA also has the authority to approve psychiatric drugs and 

regulates what appears on the product label, including warnings.  Unfortunately, the FDA has 

often been criticized for being more a partner of Big Pharma than a critical regulator, perhaps 

due to the rotating door between employment at the FDA and at the various drug companies 

(Angell, 2004).   

 The National Institute of Mental Health (NIMH) is the largest funder of mental health 

research in the world, and as such is very influential. The organization tends to take a biomedical 

point of view toward human problems; this makes sense, as NIMH is a subsidiary of the National 

Institutes of Health, yet emphasizing the biomedical model promotes the idea that mental health 

treatment is merely a branch of medicine. For instance, the NIMH website that explains various 

mental disorders states explicitly that these disorders are due to brain malfunction, although the 

Surgeon’s General report notes that the cause of major mental disorders remains unknown 



(Gomory, Cohen, Wong, & Lacasse, 2012; U.S. Department of Health and Human Services, 

1999). In addition, many NIMH studies are carried out by academics who also receive funding 

from Big Pharma, raising the question of how objective such research really is. 

  The American Psychiatric Association (APA) authors and publishes the DSM, which 

defines who is viewed as “mentally ill.”  As such, the APA is a powerful and influential private 

guild, mated with the pharmaceutical industry.  Each year, there are fewer and fewer 

psychiatrists who are trained in and offer psychotherapy, with most psychiatrists now working as 

applied pharmacologists (Carlat, 2010).  This creates a host of conflict-of-interest issues – 

financial, intellectual, and ideological.  The DSM is the APA’s primary product and profit-

maker, and the release of DSM-5 may have had more to do with the APA’s finances than with a 

real need for a new version of the manual (Greenberg, 2013).  There is a large literature 

critiquing the APA and the DSM; among the critiques is the fact that social workers have not 

been involved in the development of the new manual, despite the fact that social workers provide 

most of the nation’s mental health services and outnumber psychiatrists.  The removal of Axis IV 

attending to environmental factors (the “social work axis”), discussed at length in Chapter Four, 

is one example of the APA making major decisions without consulting its constituencies.  

Insurance companies (managed care).  As noted in numerous places throughout this 

book, psychiatric diagnoses are required by insurance companies in order for treatment to be 

covered. Reimbursement, even for psychotherapy, thus requires diagnosis of a putative brain 

disease (Greenberg, 2010). Third-party payers such as Medicaid will pay for antipsychotics more 

readily than for long-term psychosocial interventions.  

NAMI and other advocacy groups:  The National Alliance for the Mentally Ill (NAMI) 

is often thought of as an advocacy organization for the families of those diagnosed with severe 



mental disorders such as schizophrenia.  However, NAMI has a close relationship with the 

pharmaceutical industry and may be an example of “astro-turfing,” described above. NAMI’s 

perspective is almost purely the medical model of mental disorder and drug treatment is often 

spoken of as essential in information the organization provides.  Bias is indicated, for example, 

in an analysis of educational materials provided by NAMI, which found that the claims made 

were not reflective of the data on recovery in mental health or neuroplasticity (Hess, Lacasse, 

Harmon, Williams & Viierling-Claasen, 2014).  To put it bluntly, most of NAMI’s claims are 

indistinguishable from those of the pharmaceutical industry and the American Psychiatric 

Association, entities with vested interests in the medical model. 

“Downstream” but equally influenced by the biomedical industrial complex are other 

entities including the social welfare system and the legal system: 

The social welfare system.  There are significant financial incentives for clients who 

receive a mental health diagnoses that need to be considered.  Mental health disability rates have 

been rising rapidly (Whitaker, 2010), and one hypothesis is that disability payments for mental 

disorder serve as a de facto welfare system for those in poverty. The Social Security 

Administration reported that as of 2011, 19.2% of disability payments were paid for mental 

disorders or developmental disabilities, and a recent analysis of a self-directed care program for 

clients labeled SMI found that they spent a large proportion of their funds on basic needs 

(Spaulding-Givens & Lacasse, 2015).  Parents of children can receive payments if their children 

are diagnosed with a mental disorder such as ADHD; this is known as receiving “crazy checks” 

(Kubik, 1999). For those in poverty, this may incentivize defining children’s behavior problems 

as medical disease. Once diagnosed with a mental disorder and put on Medicaid, clients who 



attain functional recovery may lose their livelihood and health insurance as a result, constituting 

a penalty for recovery.  Clearly, such incentives can impact how a client’s problems are framed.   

The legal system. The court system also plays a significant role.  The statement “it’s 

better to be crazy than criminal” summarizes this idea. If clients are diagnosed with a mental 

disorder and commit a crime, they may be deemed “not responsible” and instead subject to 

forced inpatient or outpatient psychiatric commitment, rather than to incarceration or other 

punishment; confinement, medication and therapy can thus be court-ordered. As a result, it is 

often in the best interests of the client to accept or even pursue a diagnosis of mental disorder.   

 

The context of clinical decision-making: mezzo factors  

 Clinical social workers also practice within mezzo settings that affect the choices 

available to them and how those choices are made.  Mezzo factors include host settings, the 

media, professional education programs, and the professional literature. 

 Host settings.  Many social workers practice in “host settings” (that is, settings that are 

not organized around a social work mission or run by social workers) such as hospitals and 

schools, each with own agendas and priorities.  Mental health agencies and clinics, even if social 

work-based, also have their own hierarchies, bureaucratic procedures, reimbursement 

requirements, and constraints that limit the clinician’s options. This will vary; for instance, a 

clinician at a college counseling center may not be required to enter a DSM diagnosis in a 

client’s chart, but in other settings this may be an eligibility requirement.   

In practice settings where social workers are working for or under physicians, the issue of 

required deference to medical authority often arises.  There is a clear power imbalance between 

prescribers (i.e., psychiatrists) and psychosocial helping professionals such as social workers 



(Gomory et al., 2012; Probst, 2012). By virtue of their medical authority, the decisions of 

prescribers are more highly valued than those of their social work colleagues. Discharge or 

involuntary commitment decisions are often made unilaterally by psychiatrists, for example, as 

well as the decision to medicate clients. This power imbalance is troublesome given that many 

social workers are not impressed or pleased with the level of care that clients receive from 

prescribers (McMillen, Fedoravicius, Rower, Zima, & Ware, 2007).  Navigating such hierarchies 

while advocating for clients is often one of the more challenging aspects of working in a host 

setting.  Private practice, while more autonomous in some ways, still requires interaction with 

private insurance companies for reimbursement; this may not be true when practitioners require 

payment directly from clients, although typically only a small number of social work clients are 

able to self-pay.   

In short, there are constraints on the availability of certain kinds of interventions in every 

setting and form of practice.  In many settings, psychotropic medication is privileged over 

psychosocial interventions.  The influence of the biomedical industrial complex is clearly evident 

here, with many consumers having come to trust and expect pharmacological intervention, 

accepting the current cultural notion of human problems as medical illnesses that are curable 

through medication. Medication may be cheaper in the short run, but may have a greater long-

term cost (Whitaker, 2010).  

Unfortunately, agencies may discourage rather than encourage critical reflection 

concerning assessment methods and frameworks used. A distinction between what a clinician 

knows is needed, and what is offered or available, may contribute to burnout, job turnover, and 

worker satisfaction.   



The media:  The mainstream media (including print media, film and television, and 

internet websites) is a major source of information on mental health for the general public.  

Information put forward in such sources is often highly misleading.  For example, the notion of a 

“chemical imbalance” underlying mental disorders has been widely disseminated by the media 

(Leo & Lacasse, 2008; see also Appendix C of this book).  Critics have noted that the viewpoint 

expressed in the media is often that of pharmaceutical companies or the American Psychiatric 

Association, rather than the voices of clients or the general public.  

The ways in which “mental disorder” is portrayed, described, and discussed in news 

reporting and films also affect public perceptions. When people who commit crimes are 

described in news stories as “mentally ill,” readers may quickly conclude that the illness caused 

the crime and thus all people with mental disorders are likely to commit criminal acts, 

reinforcing notions of fundamental difference and dangerousness that lead to stigma, 

misunderstanding, and isolation. Similarly, movies and television often portray those with mental 

disorders as frightening, helpless, pitiful, or miraculously able to overcome all challenges (the 

heroic “exceptional outlier” whose sheer pluck conquers all). People who read, listen to, and 

watch these portrayals – and then search the internet for further "information" about the disorder 

– may come away with highly distorted perceptions, especially since there is little regulation or 

guidance to help the reader know which websites are offering reliable information. (See 

Wedding and Niemiec’s Movies and Mental Illness for a comprehensive review of how more 

than 1500 films portray psychopathology. The authors also catalogue and rate these films and 

provide critical thinking questions, links to related websites, and other useful resources.) 

Professional education.  It has been argued that there is pervasive bias in the way clinical 

social workers (as well as some other helping professionals) are educated and trained. It is 



therefore useful to consider the biases inherent in a conventional mental health education. This 

may seem odd, since students attend graduate school to develop expertise, which would 

presumably mean that they acquire a broad exposure to issues and perspectives on mental health. 

However, there is evidence that this is not the case.  A study of syllabi in social work 

psychopathology courses (Lacasse & Gomory, 2003) revealed most of these courses promoted a 

biomedical/psychiatric model and did not expose students to well-argued empirically tested 

alternative points of view. Such courses were largely focused on teaching students about the 

DSM – necessary knowledge for mental health practice, but one requiring robust critique as well 

as coverage of alternative views such as those discussed in other chapters of this book. This is 

but one example of the unfortunate promotion of “avoidable ignorance” (Gambrill, 2014) in 

social work education programs.  

The professional literature.  Increasingly, it is acknowledged that much of the 

psychiatric literature is highly biased and that a great deal of it meets the definition of 

propaganda. This is often a shocking (and daunting) issue for students to face, as they have been 

taught to go to the peer-reviewed literature for answers in the EBP model. To be sure, it is 

important for students and practicing social workers to be familiar with the peer-reviewed 

literature. But it is also important for them to realize the limitations of this literature and how it 

may be shaped by those with power and authority.  

A relevant example is the DSM-5 field trials published in the American Journal of 

Psychiatry. As the publication date for DSM-5 drew near, field trials became very important: if 

they had good results, this would lend scientific legitimacy to the controversial new manual. 

However, the articles reporting the DSM field trials – authored by the DSM-5 investigators from 

the American Psychiatric Association – used classic propagandistic techniques to shape the way 



the reader interpreted the results.  For instance, they simply decided that any kappa value above 

.20 (20% agreement between two clinicians) was acceptable, and that .21-.40 was “good.”  They 

then reported the results using the term “good” as a descriptor, but without quotation marks, so 

that a reader who had not read all the articles would be led to believe that these results were 

actually “good.”  They were not, as academic psychiatrists Allen Frances (Chair of DSM-IV) and 

Robert Spitzer (Chair of DSM III and III-R) pointed out (Frances, 2012; Spitzer & Endicott, 

2012).  The field trials reported a very high kappa value for PTSD, for example, trumpeting the 

results. However, these field trials took place at VA hospitals at a time when many recent 

veterans have been deployed and seen combat – a setting, point in time, and population sample 

likely to skew the results. Whether clinicians can agree on who has PTSD in the civilian 

population is an equally important question, but was not explored in these field trials. 

Bias in the psychiatric literature is also prevalent in the related issue of diagnosis and 

psychiatric medications. For example, an article in the Wall Street Journal about the plans of a 

drug company to market their new medication revealed that an important part of that plan was to 

promote the condition, OCD, that the medication was purported to “cure,” simultaneously 

increasing awareness of the “problem” and its “solution” (see Albee, 2002).    

In addition, it is now well known that many published studies of psychiatric drugs were 

ghostwritten by staff in (or contracted by) pharmaceutical companies (Lacasse & Leo, 2010).  

Such studies list academic authors with impressive credentials on the byline, but the real authors 

are staff in the marketing departments of pharmaceutical companies and subcontracted medical 

writers.  Strangely, this is permitted in the medical literature as long as the medical writer (the 

real author) is listed in the acknowledgements section. Healy (2012) has compared these 

published randomized controlled trials of psychiatric drugs in the peer-reviewed literature to 



“infomercials” because of the clear corporate interests pushing their agendas in ostensibly 

scientific journals.    

 The psychiatric literature underlying much of contemporary mental health practice 

suffers from other problems as well, including the selective reporting of data.  For example, 

studies of psychiatric drugs alleging positive findings are published, sometimes repeatedly (such 

as in the case of Zyprexa; see Healy, 2012), while data showing that the medications are 

ineffective or harmful are suppressed and not published.  Sometimes pharmaceutical companies 

will launch a campaign within peer-reviewed journals in order to further their interests when 

their product is under attack.  For instance, the antipsychotic drug Zyprexa is known to cause 

metabolic problems such as weight gain and can lead to diabetes.  Eli Lilly suppressed this 

information for years and supported a series of articles, published in the professional literature, 

that argued that schizophrenia, not Zyprexa, caused diabetes.  Eventually researchers published 

results showing that there were no cases of diabetes upon admission among psychotics admitted 

to a mental hospital in the pre-antipsychotic era (Le Noury et al., 2008).  The “blame the disease, 

not the drug” strategy did buy Eli Lilly some time, confusing clinicians and the general public in 

a way that favored their interests.       

Similarly, SSRI drugs have long been promoted as being highly effective. One can find 

hundreds of seemingly rigorous studies in peer-reviewed sources attesting to their efficacy and 

utility in the treatment of many conditions. In 2008, Eric Turner, a former FDA employee, 

published an analysis in the New England Journal of Medicine showing that clinicians, clients 

and the general public were overestimating the effectiveness of antidepressants because the drug 

companies had been publishing positive studies and hiding the rest (see Appendix C).  



These issues obviously present a serious dilemma for clinicians who earnestly search the 

literature in order to engage in evidence-informed practice. However, although the peer-reviewed 

psychiatric literature is marred with bias and selective reporting, there are excellent scholarly 

books that present a more balanced review. Books like The Truth About the Drug Companies, 

Blaming the Brain, Pharmageddon, Anatomy of an Epidemic, Mad Science, Propaganda in the 

Helping Professions and others have contributed to an excellent critical scholarly literature that 

gives insight and context to our current zeitgeist regarding mental health diagnosis and treatment. 

It is possible for students and clinicians to familiarize themselves with these issues. It does 

require being skeptical of authorities and the conventional wisdom but if one is interested, the 

literature is there. Becoming familiar with this literature is a partial remedy for some of the 

problems discussed above, and can in fact help social workers to be more helpful to their clients.  

 

The context of clinical decision-making: micro factors  

 The microcontext, or personal situation of the individual clinician, also influences the 

quality of assessment, as discussed in the first part of this chapter.  Characteristics of the social 

worker such as conscientiousness and critical thinking skills influence the way decisions are 

made.  Evidence-based practice emphasizes “conscientious, explicit and judicious use of best 

current evidence in making decisions about the care of individual [clients]” (Sackett et al., 1997, 

p. 2).  Like all groups, social workers differ in these characteristics.  Inflated self-assessments are 

common (Dunning, Heath, & Suls, 2004), encouraging an overconfidence that is not warranted 

and interferes with critical reflection.  Social workers also differ in the quality of common factors 

such as warmth and empathy that can affect the degree to which clients share vital assessment 

information (Wampold, 2010). The role of other factors in decision-making, such as 



susceptibility to cognitive biases and the unconscious use of cognitive heuristics or shortcuts, are 

discussed in detail in Chapter One. 

 

Conclusions 

 This chapter has described the process of making good assessment decisions within the 

larger context of a biomedical industrial complex in which powerful entities shape how we see 

clients and their problems, just as mezzo-level incentives and constraints guide clinical decisions. 

Depending on the practice setting, mezzo and macro-level factors may make good decision-

making more or less possible. 

Improving practice and clinical decision-making requires constantly learning about these 

issues and testing our ideas. Evidence-based or evidence-informed practice is rooted in this ideal. 

Unfortunately, getting rigorous, well-tested information on mental health issues can often be a 

challenge, even in venues that are often thought of as committed to rigorous science such as 

graduate school curricula and peer-reviewed medical journals. Social workers should thus 

consider where they are getting the information they are using and the veracity and biases that 

may be inherent in that information. 

One issue that aspiring social workers should consider is the congruence between how 

they view these issues and how the organization where they are employed sees them. In nursing, 

there is a literature on “moral distress,” the angst created in a clinician when there is a difference 

between what they know they should do, and what they are pragmatically able or allowed to do. 

As graduate students in social work think about their career plans, they would be wise to 

consider how the environment they work in will affect their ability to make sound clinical 

decisions that promote the involvement of clients as informed participants. They can also  



advocate for systems where clinicians are able to make good clinical decisions, where good 

clinical decisions are facilitated (not blocked) by the existing incentives and constraints.  

 

Application to the Case of Ray 

Ray has had a complicated life, filled with events that would impact any person who 

experienced them.  He was discharged from the hospital after a short stay with the diagnosis of a 

a major mental disorder, Bipolar disorder, and placed on Depakote, a mood stabilizer. A 

thoughtful social worker might well question the validity of applying this diagosis to Ray so 

quickly, given the short amount of time that the hospital’s clinical staff had to gather the 

information on which the diagnosis was based. Certainly, the events that precipitated his 

hospitalization point to the presence of significant symptoms; at the same time, other factors that 

might help to explain his essential difficulties (e.g., previous trauma and abuse) may not have 

been disclosed to hospital clinicians during this short time frame. The circumstances in which the 

diagnosis was given – in a hospital, quickly, immediately following a crisis situation, and 

without a therapeutic alliance that could create a safe environment for full disclosure of his 

history – must be taken into account before accepting the diagnosis.  

Rather than uncritically accepting such a hospital-based diagnosis, other factors should be 

considered. The diagnosis of Bipolar disorder has been skyrocketing in recent years.  Was Ray 

diagnosed with Bipolar II because this is now a popular diagnosis?  What evidence is there that 

Ray has demonstrated symptoms of hypomania as required by the DSM? Is there evidence that 

Ray finds his current diagnosis and psychiatric medication helpful?  If one examines the DSM-5 

criteria for Bipolar Disorder II, it does not seem likely that Ray meets the criteria.  This is not 

unusual in clinical practice; research has shown that many clients diagnosed as depressed do not 



actually meet DSM criteria, for instance. The label of Bipolar disorder can be quite stigmatizing, 

and we might wonder about its effect on Ray’s sense of self and his hope for recovery, as well as 

its effect on his friends, family, and potential employers. Additionally, anticonvulsants like 

Depakote can have adverse effects, especially when taken long-term.  To what extent was 

medication asimply assumed to be part of his ongoing treatment, especially given the fact that 

the treatment plan was developed in a medical setting?  If a treatment team was meeting about 

Ray, one would hope that the social worker would consider the validity of the assessment and 

treatment decisions, viewing them within a more holistic life context.   

Following his discharge from the hospital, the setting for his outpatient treatment is 

unclear. Is the therapist in private practice, or working under the auspices of an agency or clinic?  

What requirements, protocols, agendas, and funding sources are involved? Are medication 

and/or case management services a required or optional part of the services Ray can receive? 

These mezzo level factors also need to be considered. 

Clearly, Ray has suffered multiple traumas.  While he does not meet all the classic 

criteria for Post-Traumatic Stress Disorder (e.g., he has no flashbacks), it would be naïve to think 

that these events have not affected him.  The overlap in criteria between PTSD, Depression, and 

Bipolar II is significant; many clients diagnosed with depression also have a history of trauma.  

Is treatment within the conventional psychiatric paradigm the best thing for Ray? What about 

Trauma-Informed Care, or peer support, or any number of other options?   

The most striking aspect of the case study of Ray is that he seems to be getting worse 

rather than better. In part, this may be due to the innacurate diagnosis of Bipolar disorder. 

However, it is also worthwhile to consider whether his lack of progress is possibly the result of a 

misguided therapeutic approach. As a vignette-based case example, we cannot know the details 



of what therapy consisted of.  Nonetheless, based on what is related, some questions come to 

mind. He has had months of therapy, much of which seems to have focused on encouraging Ray 

to recapture a history of abuse.  Does the literature support this kind of digging up of past abuse? 

Did his helpers clearly identify exactly what Ray would like to be different in his life and then 

systematically pursue these outcomes informed by a contextual assessment and intervention, 

carefully tracking progress on each?  Were his therapists skilled in contextual, strength based 

assessment and intervention?  Did they identify alternative competing repertoires that could be 

increased?   

It is also worrisome that he has not been coached to seek legal representation concerning 

his "formal hearing."  What attention has been devoted to how he is going to make a living?  

There is a vagueness regarding many key areas (e.g., he “spends as much time with [his children] 

as he can").   How much time is this?  What is the quality of interaction?  How often does he see 

his children?  There also seems to be no attention to helping him deal with regret (e.g., intense 

guilt about the abortions). Was his counselor skilled in effective cognitive-behavioral methods 

for handling "shoulds"?  How has his capacity been supported  to form new healthy 

relationships? Was his history of violence, including violence toward women, give sufficient 

attention including referral to relevant support services? 

One might also want to consider the impact of the macro context on Ray’s perception of 

his situation. What has he read or heard about 9/11, about sexual abuse by priests, about people 

who are hospitalized, and about mental disorder in general?  These are topics that have had 

widespread media coverage. How does he compare his own experience to the heroic tales of 

other first responders during 9/11? What has it been like for him to read stories in the press about 

others who were sexually abused by clergy? Has he searched the internet for websites, 



testimonies, solutions? What images or projections have influenced his self-perception, and in 

what ways might these have contributed to his internal experience and external actions?  

 

Practical Exercises 

(1) Consider your field placement.  What view of unusual or disliked behavior does your 

agency promote?  What sources are appealed to in this promotion?  What assessment 

frameworks are favored?  

(2) Go online to find a recent article in a reputable publication (such as The New York 

Times) about the results of a study pertaining to a “mental health” concern.  Locate and critique 

the related report using your skills in critical appraisal (e. g., Greenhalgh, 2011). 

(3) Think about a client you have in your current placement, or had in the past.  What are 

presenting concerns?  Have they been clearly described?  What are hoped-for outcomes?  What 

sources of assessment information did you use?  Did you use observation in real-life settings if 

relevant and possible (e. g., in a classroom)?  If not, why not?  Was some assessment data 

missing?  Were there any pressures to use assessment methods because of agency reimbursement 

process?  How did you cope with these pressures?  What steps did you take, or could take, to 

minimize avoidable errors in assessment?  What were the barriers, if any, to taking these steps?  
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