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Introduction
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Building on work from June 1984, the Board of 
Directors of the National Association of Social 
Workers (NASW) in 2005 approved a dozen 
encompassing standards for practice among 
clinical social workers.

Standard 1. Ethics and Values
Clinical social workers shall adhere to the val-
ues and ethics of the social work profession, 
utilizing the NASW Code of Ethic as a guide 
to ethical decision making.

Standard 2. Specialized Practice Skills and 
Intervention
Clinical social workers shall demonstrate 
specialized knowledge and skills for effective 
clinical intervention with individuals, fami-
lies, and groups.

Standard 3. Referrals
Clinical social workers shall be knowledgeable 
about community services and make appro-
priate referrals, as needed.

Standard 4. Accessibility to Clients
Clinical social workers shall be accessible to 
clients during nonemergency and emergency 
situations.

Standard 5. Privacy and Confi dentiality
Clinical social workers shall maintain ad-
equate safeguards for the private nature of the 
treatment relationship.

Standard 6. Supervision and Consultation
Clinical social workers shall maintain access to 
professional supervision and/or consultation.

Standard 7. Professional Environment and 
Procedures
Clinical social workers shall maintain profes-
sional offi ces and procedures.

Standard 8. Documentation
Documentation of services provided to or on 
behalf of the client shall be recorded in the 
client’s fi le or record of services.

Standard 9. Independent Practice
Clinical social workers shall have the right to 
establish an independent practice.

Standard 10. Cultural Competence
Clinical social workers shall demonstrate cul-
turally competent service delivery in accor-
dance with the NASW Standards for Cultural 
Competence in Social Work Practice.

Standard 11. Professional Development
Clinical social workers shall assume personal 
responsibility for their continued professional 
development in accordance with the NASW 
Standards for Continuing Professional Educa-
tion and state requirements.

Standard 12. Technology
Clinical social workers shall have access to 
computer technology and the Internet, as the 
need to communicate via e-mail and to seek 
information on the Web for purposes of edu-
cation, networking, and resources is essential 
for effi cient and productive clinical practice.

Implicit in these standards is the notion that clin-
ical social workers should be accountable to their 
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clients and conduct ethical practice—their goal 
being to improve the quality of services. Toward 
this end, the standards help establish profession-
al expectations that can assist social workers in 
monitoring and evaluating clinical practice. In 
particular, an interpretation of standard 2 is that 
clinical social workers should have knowledge 
and skills from research to evaluate the effective-
ness of their work (Minahan, 1987).

Approaches for using research to assist in the 
assessment and evaluation of clinical practice 
include interviews with clients, systematic ob-
servation, forms and questionnaires, content 
analysis of case records and taped recordings, 
surveys, rating scales, and the collection of in-
formation before treatment begins and after 
termination (Vonk, Tripodi, & Epstein, 2006). 
Because clinical social workers cannot use only 
one approach to evaluate the effectiveness of 
work with all clients, they must have a reper-
toire of available methodologies. One meth-
odology clinical psychologists and social work-
ers have used is single-case design (Barlow & 
Hersen, 1984; Bloom, Fischer, & Orme, 2006; 
Jayaratne & Levy, 1979; Kazdin, 1992). Every 
clinical social worker should be familiar with 
the basic notions and procedures of this meth-
odology. Moreover, clinical social workers can 
use single-case designs to assess and evaluate as 
well as to provide input for clinical decisions 
(Hayes, 1992).

THE PURPOSE OF THIS BOOK

This book is an introduction to single-case de-
sign methodology for clinical social workers, 
students, and supervisors. The intent is to pro-
vide clinical social workers a perspective on the 
application of the methodology and the types 
and levels of knowledge it can generate to enable 
them to assess clinical problems and to evaluate 
practice. However, single-case design method-
ology cannot replace information obtained in 
clinical interviews and observations.

The three major objectives of this text are to:

1. present a basic model of single-case design 
methodology and selected variations of the 
model

2. show how the basic model can serve as a 
frame of reference for making clinical deci-
sions with respect to assessing and evaluating 
the effectiveness of practice interventions

3. illustrate the utility of single-case design 
methodology in a variety of clinical settings.

The book refers to the term single-case design, 
rather than single-subject design or single-
 system design, for the following reasons:

• The term case refers to a single unit of analy-
sis, that is, an individual, a couple, a family, 
or a group. These units coincide with the cli-
ent units for clinical social workers.

• Although single-subject design was the pre-
ferred term when researchers fi rst applied the 
methodology to social work in the 1970s (see 
for example, Jayaratne, 1977), single-case 
design is the preferred term in the current 
social work literature because it emphasizes 
application of the methodology to client 
units encountered in social work practice 
and because the word subject is synonymous 
with experimental research. Case is preferred 
by psychologists who developed the method-
ology in detail (see Hersen & Barlow, 1976). 
For purposes of this book, case and subject 
are synonymous.

• The term “subject” is misleading because it 
implies that the focus of investigation is the 
individual, when the methodology can be 
applied to other client units (that is, couples, 
families, and groups).

• Bloom and colleagues (2006) used single-
system to refer to “one or more persons or 
groups being assisted by a helping profes-
sional to accomplish some goal” (p. 36), but 
their usage throughout the text appears to be 
synonymous with subject or case. Moreover, 
“system” implies an analysis of much more 
than a single unit, that is, an interrelation-
ship among units. Single-case design meth-
odology does not involve the study of inter-
actions among units.

Authors, for example, Barlow and Hersen 
(1984), and Bloom and associates (2006), have 
adequately explained single-case designs in 
books from behavioral psychology and social 
work. However, although they have provided a 
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comprehensive presentation of many complex 
designs, they have not distinguished between 
those few designs that are useful to clinical 
social workers and those that are impractical. 
Moreover, their examples generally pertain to 
behavioral psychology and often appear inappli-
cable to much of clinical practice. Furthermore, 
their presentations appear to be more complex 
than necessary. They do not adequately distin-
guish the levels of knowledge produced, leading 
readers to believe that causal knowledge is more 
obtainable than it is. In addition, the authors do 
not clearly show how to make inferences from 
single-case designs to inform the assessment and 
evaluative decisions of clinical social workers.

CLINICAL SOCIAL WORK

The following defi nition of clinical social work 
was accepted in January 1984 by the Board of 
Directors of NASW:

Clinical social work shares with all social work 
practice the goal of enhancement and mainte-
nance of psychosocial functioning of individ-
uals, families, and small groups. Clinical social 
work practice is the professional application of 
social work theory and methods to the treat-
ment and prevention of psychosocial dysfunc-
tion, disability, or impairment, including 
emotional and mental disorders. It is based on 
knowledge of one or more theories of human 
development within a psychosocial context.

The perspective of person-in-situation is central 
to clinical social work practice. Clinical social 
work includes interventions directed to inter-
personal interactions, intrapsychic dynamics, 
and life-support and management issues. Clini-
cal social work services consist of assessment; 
diagnosis; treatment, including psychotherapy 
and counseling; client-centered advocacy; con-
sultation; and evaluation. The process of clinical 
social work is undertaken within the objectives 
of social work and the principles and values 
contained in the NASW Code of Ethics (Mina-
han, 1987).

This defi nition is broad and encompasses a vari-
ety of clinical services in public and private set-
tings; a diversity of client populations with re-

spect to such factors as income, race, social class, 
and so forth; a range of psychosocial problems; 
and use of different theories and assumptions 
about the relationship of the person to her or 
his situation. Clinical social workers may work 
in mental health agencies, hospitals, clinics, af-
tercare services; employee assistance programs 
(EAPs) for businesses, educational institutions, 
hospitals, factories, and the like; family therapy 
and family counseling agencies; criminal justice 
and juvenile institutional, probation, and parole 
facilities; child guidance clinics; and medical 
and public health facilities. Clinical social work-
ers may engage in collaboration with other pro-
fessionals such as psychiatrists, psychologists, 
and family counselors. Overall, clinical social 
workers function in a number of diverse human 
services agencies and organizations, as well as 
provide treatments or interventions (these terms 
are interchangeable) in private practice settings.

It therefore follows that clinical social workers 
deal with clients who represent different cul-
tural and ethnic backgrounds and social classes. 
However, not all clinical social workers work 
with a vast range of clients. Some social work-
ers in private practice may work exclusively 
with particular populations for example, male 
adolescents from middle-income families, fo-
cusing on problems of phobias, school adjust-
ment, family relationships, and self-esteem. In 
contrast, clinical social workers employed in a 
mental heath clinic may work with a more di-
verse population. The eligibility requirements 
of the agency or setting in which social workers 
are employed tend to defi ne client populations. 
Hence, clinical social workers in a Veterans Af-
fairs (VA) neuropsychiatry hospital will work 
with veterans from the military who have psy-
chiatric diagnoses and with their families. Social 
workers in a medical hospital may work pri-
marily with cancer patients and their families, 
dealing with the realities and fears of cancer and 
its consequences. Clinical social workers in an 
EAP may focus on individual and small group 
interventions aimed at reducing stress in the 
workplace. Furthermore, clinical social workers 
in the child welfare system may focus on specifi c 
interventions, for example, family preservation 
services designed to prevent out-of-home place-
ments, to increase the child management skills 
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of parents, and to eliminate child abuse and ne-
glect, and clinical social workers may work in 
teams with other mental health professionals to 
provide counseling when disasters occur, such 
as Hurricane Katrina in New Orleans, and in 
the aftermath of such devastating events as the 
Columbine High School tragedy and the Sep-
tember 11th terrorist attacks.

Collectively, clinical social workers use different 
theories about personality and the environment 
and about changes or the prevention of changes 
in knowledge, feelings, attitudes, behaviors, 
skills, and interpersonal interactions. Some clin-
ical social workers are eclectic and use a range of 
techniques depending on the client, problem, 
and situation. They may use behavior modifi -
cation techniques, cognitive interventions, and 
ego psychological perspectives within an eco-
logical framework. Other clinicians may use 
one major approach stemming from a particu-
lar theoretical point of view. For example, they 
may specialize in the use of group techniques 
for teaching clients interpersonal skills or they 
may focus on the therapeutic transaction, pro-
viding a means for their clients to understand 
the dynamics of human relationships with the 
clinical social worker, their families, and other 
signifi cant groups.

Tasks
Much of clinical social work practice progresses 
through interrelated phases. These phases or 
stages follow a problem-solving model that au-
thors have incorporated into books about social 
work practice (Blythe & Tripodi, 1989; Hud-
son & Thyer, 1987; Vonk, Tripodi, & Epstein, 
2006). The practice phases used by Vonk and 
colleagues—assessing the problem and formu-
lating the treatment, treatment implementation 
and monitoring, and treatment evaluation—are 
used here because they are complementary to 
the basic single-case design model of baseline, 
intervention, and follow-up.

In the initial phase of practice with a client, the 
clinical social worker typically is involved in 
a number of tasks that are preliminary to the 
implementation of a treatment or intervention. 
The social worker gathers information about 
the client; the source of referral; the client’s 

family, employment, and school history; and 
the nature and extent of the problems for which 
the client is referred, either by self or by others 
in voluntary or involuntary conditions such as 
mandatory treatment for child abusers or pro-
bationers. It is especially important for the clini-
cal social worker to determine whether he or she 
can provide services appropriate to the client’s 
problems. Hence, the social worker seeks in-
formation to make a judgment about what the 
problems are and whether he or she can engage 
the client in dealing with those problems. Many 
clients have issues related to fi nances, housing, 
and other basic needs, as well as with particular 
forms of illness, disease, and interpersonal com-
munication and interactions. Hence, the clinical 
social worker must set priorities to the problems 
and deal fi rst with those that are most imme-
diately life-threatening or those that are most 
pressing because of environmental constraints 
through the courts and other community agents 
of control. During this phase, the clinical social 
worker uses his or her knowledge of theory, re-
search about the effectiveness of interventions, 
and experience to formulate a treatment plan in 
cooperation with the client. The social worker 
devises a contractual arrangement, oral or writ-
ten, to represent the mutual obligations of the 
clinical social worker and the client and opera-
tionalizes, to the extent possible, the treatment 
objectives and the means of achieving them. For 
example, treatment objectives for a client might 
include the reduction of anxiety and depression 
and an increase in positive interactions with his 
or her mother. The interactions may involve 
systematic desensitization for the client and 
counseling sessions with the client and his or 
her mother that include role plays about nega-
tive interactions and discussion about the ways 
in which both individuals might increase posi-
tive interactions.

Having decided which problems to deal with 
and determined an intervention plan, the clini-
cal social worker, during the second practice 
phase, attempts to implement the treatment 
and to monitor compliance of the social work-
er and the client with the treatment contract. 
The social worker implements treatment pro-
cedures and makes observations about the de-
gree to which the treatment is implemented as 
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planned. Furthermore, the social worker makes 
judgments about the degree to which he or she 
should continue the treatment or intervention 
procedures if the social worker and client attain 
treatment objectives. The third practice phase 
involves the termination of treatment as well 
as follow-up to determine whether the effects 
of treatment, if obtained, are persistent. This is 
the evaluation phase in which the clinical so-
cial worker discontinues the intervention if the 
social worker and client attain the treatment 
objectives but plan to observe any changes that 
occur with the disruption of treatment. The 
clinical social worker may withdraw an inter-
vention because he or she has accomplished 
an objective but still work with the client on 
another problem (Blythe & Tripodi, 1989). For 
example, systematic desensitization might re-
duce a client’s anxiety. The clinical social worker 
may withdraw that intervention; however, he or 
she may continue to work with the client and 
the client’s mother through counseling and role 
plays to increase positive interactions between 
the client and mother. On the other hand, the 
social worker may terminate social worker–cli-
ent contacts if there are no additional problems. 
However, the social worker may continue ser-
vices in long-term care facilities where the pur-
pose of treatment is not to change feelings and 
behaviors but to maintain the client’s state of 
feelings and attitudes about care.

Decisions
Clinical social workers make decisions-answers 
to questions pertaining to their major tasks-
throughout the treatment phases. In the assess-
ment and treatment formulation phase, the social 
worker answers questions such as the following:

• What is the client unit—an individual, cou-
ple, family, or group?

• What is the client unit’s current status—liv-
ing arrangements, occupation, or student sta-
tus; identifying demographic variables; and 
social and psychological assets and defi cits?

• How was the client referred to the social work-
er? Was the referral appropriate or should the 
client have been referred elsewhere?

• What are the client’s problems and needs?
• Is the client suffi ciently motivated to engage in 

the treatment process with the social worker?

• Can the social worker help the client resolve 
his or her problems, and does the clinical 
social worker have in his or her repertoire 
an intervention that will meet the client’s 
needs?

• Can the social worker assist the client in pri-
oritizing his or her problems or needs and 
can the social worker and the client agree on 
which problems to tackle?

• What are the treatment objectives for the 
designated problem? Do the clinical so-
cial worker and the client agree on those 
objectives?

• Can the social worker procure information 
about the nature and severity of the desig-
nated problems?

• Does it appear that the problem will con-
tinue and even become exacerbated without 
intervention? (Questions were adapted and 
modifi ed from Vonk, Tripodi, & Epstein, 
2006, p. 10.)

Decisions in the treatment implementation and 
monitoring phase focus on the delivery of the 
intervention, its appropriateness for the client, 
and whether progress occurs in realizing the 
treatment objectives. The social worker answers 
questions such as the following:

• Do the client, the clinical social worker, and 
others important for successful implementa-
tion understand what is expected in and be-
tween treatment sessions?

• Has the social worker implemented the in-
tervention according to professional stan-
dards and the provisions of the treatment 
contract?

• Does the client appear to want to participate 
in the intervention plan? Is the interven-
tion appropriate for the particular client? If 
not, should the social worker use another 
intervention?

• Are there any barriers to implementation? 
Can the social worker overcome these 
barriers?

• Should the social worker revise the initial 
assessment?

• If implementation of the intervention is 
inadequate, should the social worker mod-
ify the intervention or introduce a new 
intervention?
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• Has there been progress in achieving the 
treatment objectives? If the social worker 
and the client have attained treatment objec-
tives, should they terminate the treatment 
(or intervention)?

• If the social worker terminates the interven-
tion, should he or she plan to follow up with 
the client to determine whether the attain-
ment of treatment objectives persists? (Ques-
tions were adapted and modifi ed from Vonk, 
Tripodi, & Epstein, 2006, pp. 87–88.)

The fi nal phase of evaluation continues with 
questions about the achievement of treatment 
objectives, termination, and follow-up. The 
second and third phases are interrelated, but 
the third phase focuses more on the degree to 
which the intervention has been effective and 
continues to be effective. However, the clinical 
social worker also uses this phase to verify the 
initial assessment and possibly to uncover new 
problems that originally were not manifest. The 
social worker then makes decisions based on re-
sponses to questions such as the following:

• To what extent have the social worker and 
the client achieved the treatment objectives?

• If they have not achieved the treatment ob-
jectives, are there any discernible reasons 
why not? Was the treatment appropriate for 
the client?

• Was termination appropriate? Is there any 
evidence of client relapse?

• Has client progress persisted in follow-up 
with the withdrawal of the intervention?

• What level of knowledge did the interven-
tion produce with respect to its relationship 
to the client’s problems? Will this knowledge 
be useful in work with other clients?

• Did new problems emerge during the follow -
up period?

• Should the social worker reinstitute the orig-
inal intervention, a modifi ed version of it, or 
introduce a new intervention for the client? 
(Questions were adapted and modifi ed from 
Vonk, Tripodi, & Epstein, 2006, p. 151.)

SINGLE-CASE DESIGN METHODOLOGY

Single-case design methodology includes the 
specifi cation and measurement of variables that 

indicate the client’s problems; the  systematic 
 recording of the extent and severity of the prob-
lems before the social worker offers interven-
tions; the systematic recording of the extent of 
the problems during and after the treatment or 
intervention; the use of designs, graphic proce-
dures, pattern analysis, or statistical analysis; and 
a conception of levels of knowledge and neces-
sary evidence to make inferences about the at-
tainment of knowledge levels. In its simplest 
expression, the complete basic model involves 
three successive phases: (1) baseline, (2) interven-
tion, and (3) follow-up. In each phase, the social 
worker takes repeated measurements of variables 
that indicate the client’s problems or needs at 
specifi ed intervals over time. The clinician then 
observes patterns of variation in the variables in 
each of the phases and between phases.

At baseline, there are measurements without an 
intervention, and analyses of those observations 
can assist in the assessment of a client’s prob-
lems. The baseline phase provides a benchmark 
of where the client is without intervention; it 
can indicate the extent and severity of prob-
lems as well as the degree to which they may be 
spontaneously increasing or remitting to a non-
problem state. The intervention phase provides 
information about the extent of changes in the 
frequency of the problem as the social worker 
provides intervention for the client. During the 
intervention phase, the clinical social worker 
observes the degree to which he or she imple-
ments the planned intervention and whether the 
measurement patterns of the problem variables 
are similar to or different from those at base-
line. This observation allows the clinical social 
worker to infer the effectiveness of intervention 
in relation to intervention goals and indicates 
whether a problem is stabilizing, increasing, or 
decreasing. The social worker can implement 
the intervention phase in most practice situa-
tions in which repeated measurements over time 
are possible (see chapter 5), including after-care 
treatment, residential treatment, psychotherapy 
in private practice, medical social work in hos-
pital care facilities, probation and parole super-
vision, marital counseling, group therapeutic 
paradigms, and so forth. The social worker also 
can implement the intervention phase in short-
term treatment, but it is impractical in one-shot 
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crisis interviews, such as emergency interven-
tion in natural disasters. In the follow-up phase, 
the clinical social worker continues to record 
the problem variables but terminates the inter-
vention. This phase presumes that the clinical 
social worker has ethically withdrawn the in-
tervention because both the client and clinical 
social worker have agreed to it or because the 
client has achieved therapeutic goals. Obtaining 
follow-up information requires planning and 
the use of extra resources by the social worker 
or the organization or agency in which the so-
cial worker is employed. This model of baseline, 
intervention, and follow-up is consistent with 
the phase model of direct practice, which incor-
porates a problem-solving approach, including 
assessment, planning interventions, implement-
ing interventions, termination, and follow-up 
(Blythe & Tripodi, 1989).

The model presented in this book, a basic A-
B-A design (Barlow & Hersen, 1984), is used 
because it is a logical extension of Cook and 
Campbell’s (1979) interrupted time-series de-
sign applied to single cases, which may permit 
stronger inferences about the effectiveness of an 
intervention than the A-B design. The A refers 
to a phase without intervention, whereas B re-
fers to intervention. Hence, the A-B-A design 
includes baseline, intervention, and return to 
baseline (the follow-up phase). The A-B design 
does not have a follow-up phase; hence, it does 
not permit analysis of what happens to the cli-
ent after termination or withdrawal of the inter-
vention. Because the clinical social worker can 
examine much information within the baseline, 
intervention, or follow-up phase for making de-
cisions within the phases in addition to com-
parisons among phases, this book refers to those 
phases, rather than to the letters A and B.

This book intends to introduce readers to the 
A-B-A design model in detail; clinical examples 
in subsequent chapters illustrate procedures for 
analysis. However, the following example illus-
trates aspects of the model as well as potential 
problems in its application.

Example
Suppose a clinical social worker in private prac-
tice is working with Jim, a 15-year-old, who is 

depressed and who thinks critically of himself 
in relation to others each day. Jim has low self-
esteem and does not engage in ordinary school 
activities with his classmates. As part of the di-
agnostic or assessment process, which also in-
cludes interviews with Jim’s family and study of 
referral documents and protocols, the clinical 
social worker concentrates on the problems of 
depression and self-critical thoughts.

In discussions with Jim, the clinical social work-
er devises two variables: (1) frequency of self-
critical thoughts and (2) degree of depression. 
Together, the worker and Jim devise a plan for 
measuring these variables. The plan must be re-
alistic and feasible for Jim to carry out through 
baseline, intervention, and follow-up phases. 
Jim defi nes a self-critical thought as one in 
which he thinks about how incompetent he is 
compared with others. The clinical social worker 
asks Jim to tally the number of times he has self-
critical thoughts each day and to record those 
numbers for one week. The social worker also 
devises a self-anchored rating scale of depression 
in consultation with Jim. The scale ranges from 
0 to 10, where 0 = no depression, 2 = very little 
depression, 4 = some depression, 6 = moderate 
depression, 8 = a great deal of depression, and 
10 = extreme depression. The social worker also 
asks Jim to rate his feelings of depression every 
day for one week. At the end of one week—in 
the second session with the clinical social work-
er—the social worker constructs graphs to show 
baseline patterns of self-critical thoughts and se-
verity of depression (Figures 1 and 2).

Clearly, Jim perceives he is depressed. He indi-
cates a great deal of depression (level 8 on the 
scale) or higher every day of the week except 
Tuesday, which he rated 7. Furthermore, the 
same pattern exists for the frequency of self-crit-
ical thoughts, which Jim rated 10 or higher ev-
ery day except Tuesday. Thus, there apparently 
is a strong association between the number of 
self-critical thoughts and depression. However, 
it is unclear whether self-critical thoughts come 
before or after the depression. Jim, however, 
indicated in an interview that he tends to be-
come depressed after he is self-critical. Within 
the social worker’s overall treatment plan, which 
includes discussions of incidents at home and at 
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school as well as Jim’s relationships with peers 
and family, the social worker decides to use an 
intervention designed to reduce Jim’s self-criti-
cal thoughts and, in turn, possibly reduce his 
depression. The intervention is a cognitive in-
tervention aimed at thought stopping and in-
cludes reframing the context of self-critical deci-
sions. The social worker instructs Jim to change 
the comparisons from himself with others to 
only with himself whenever he has a self-critical 
thought and to think of successful performances 
he has had at school and in sports events. In 

addition, the social worker asks Jim to continue 
to record the frequency of self-critical remarks 
and perceived depression. After two weeks of 
intervention, the clinical social worker produces 
graphs to show the comparisons of interven-
tion with baseline (Figures 3 and 4). Obviously, 
the frequency of self-critical thoughts (Figure 
4) is reduced to 0 during Friday, Saturday, and 
Sunday—the last three days of the two-week 
intervention. However, the social worker notes 
that Jim’s feelings of depression persist (Figure 
3) and essentially are unchanged. The clinical 
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social worker learns that there is no simple rela-
tionship between depression and control of self-
critical thoughts, contrary to what Jim believes. 
This observation implies that assessment of fac-
tors that might lead to depression should con-
tinue. Moreover, the social worker can eliminate 
the cognitive intervention directed toward Jim’s 
self-critical thoughts in comparison with others. 
If Jim no longer invokes the intervention, he 
and the social worker can determine, by obtain-
ing measurements of self-critical remarks on a 
daily basis during the follow-up period, whether 
there is a persistent change in the reduction of 
self-critical remarks.

As this example illustrates, single-case design 
methodology is merely a tool, but it can aid the 
social worker in making decisions pertinent to 
assessment and practice effectiveness. When the 
clinical social worker uses the full single-case 
design model and adds other design variations 
(see chapter 7), he or she can make inferences 
that approximate causal relationships between 
the intervention and designated outcomes or 
planned results. The emphasis in this book is 
on using the model and variations of it as a 
framework for making clinical decisions. How-
ever, the clinical social worker ultimately bases 
the decisions on his or her previous experiences, 
theory, and knowledge of interventions and on 
other information derived from clinical obser-
vations and interviews.

Levels of Knowledge
Single-case designs produce or approximate three 
levels of knowledge: (1) descriptive, (2) correla-
tional, and (3) causal (Tripodi, 1983). Descrip-
tive knowledge consists of simple facts. For 
example, Jim’s ratings of perceived depression 
for each day of the week constitute descriptive 
knowledge about the severity of his depression. 
Correlational knowledge is the description of a 
relationship between variables. In comparing 
baseline to intervention on self-critical remarks 
for Jim, it is apparent that, at baseline without 
intervention there is a greater frequency of self-
critical remarks, but during the administration 
of the intervention, there is a reduction in the 
number of self-critical remarks, hence, there is 
a correlation between the intervention and the 
number of self-critical remarks. The relation-

ship can be more aptly described as inverse or 
negative: As intervention is introduced, the 
frequency of self-critical remarks is reduced. If 
self-critical remarks increased as the interven-
tion was introduced, the relationship would be 
considered direct or positive. The highest level 
of knowledge is causal, which includes correla-
tional knowledge between an intervention and 
changes in a problem variable as well as evidence 
that no variables other than the intervention are 
responsible for the changes. Single-case designs 
cannot achieve causal knowledge with complete 
certainty; it can only be approximated. If the 
clinical social worker could withdraw the in-
tervention for Jim and the result was a rever-
sion to baseline when Jim had a relatively high 
number of self-critical remarks, the clinical so-
cial worker might obtain evidence for causality. 
This evidence would show that Jim would again 
eliminate self-critical remarks when the cogni-
tive intervention is reintroduced.

What evidence does the clinical social worker 
need to obtain different levels of knowledge? 
The social worker can only have descrip-
tive knowledge if there is evidence of reliabil-
ity (consistency) and validity (accuracy) for the 
variables the social worker is measuring. These 
concepts are discussed in detail in chapter 3. 
Correlational knowledge exists when there are 
reliable and valid variables and when there is 
graphic or statistical evidence of a relationship 
among the variables. Procedures to determine 
the existence of correlational knowledge are dis-
cussed in chapter 5. Causal knowledge about an 
intervention depends on the following criteria:

1. The intervention precedes changes in problem 
variables. For example, the social worker intro-
duces the cognitive intervention for Jim before 
he makes reductions in self-critical remarks.

2. There is a correlation or association between 
the intervention and the variables that indi-
cate change. It is standard practice to con-
ceive of the intervention as an independent 
variable and the change variables as depen-
dent variables.

3. No other variables are responsible for observed 
changes in the dependent variable. These oth-
er variables are internal validity threats (Cook 
& Campbell, 1979) (see chapter 5).
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RELATIONSHIP BETWEEN CLINICAL 
PRACTICE AND SINGLE-CASE DESIGN 
METHODOLOGY

Single-case design methodology is insuffi ciently 
comprehensive to provide the basic information 
for all practice decisions. Rather, single-case 
design provides information that clinical social 
workers can use to make key decisions in prac-
tice. Figure 5 shows the relationship between in-
formation obtained from single-case designs and 
decisions clinical social workers make in prac-
tice. The baseline occurs during the assessment 
and treatment formulation phase; intervention 
(treatment), during the treatment implementa-
tion and monitoring phase; and follow-up, dur-
ing the treatment evaluation phase. However, 
the decisions designated for the practice phases 
do not include all of the decisions clinical social 
workers make. Instead, they show that there is 
a direct relationship between information ob-
tained from single-case design methodology and 
critical practice decisions. For example, at base-

line, the social worker can obtain information 
about the measurement of a problem and its na-
ture, severity, and persistence over time without 
intervention. The clinical social worker makes 
inferences in single-case design methodology 
by comparing measurements between phases 
(see Figures 1 and 4). For example, the social 
worker compares measurements he or she made 
during intervention with measurements on the 
same variable at baseline. If there are signifi cant 
changes from problem severity to the reduction 
or elimination of the problem, the social worker 
infers that there is a relationship between the 
reduction of the problem and the introduction 
of the treatment.

SINGLE-CASE DESIGN METHODOLOGY 
IN HISTORICAL CONTEXT

The introduction of single-case design meth-
odology to social work practice occurred in 
the 1970s with the emergence of the empirical 
practice movement (Reid, 1994). Led by social 

 figure 5 Relationship of Clinical Practice Decisions and Information Provided 
  by Single-Subject Design Methodology

Phases

Clinical 
Social Work 
Practice

Assessment and
Treatment Formulation

Treatment
Implementation
and Monitoring

Treatment Evaluation:
Termination and Follow-Up

Decisions Is the designated problem 
severe and persistent and 
is treatment required?

Has the social worker 
implemented treatment 
and has the severity and 
nature of the client’s 
problem changed?

Should the social worker 
withdraw treatment? Will 
the social worker and 
client successfully attain 
treatment objectives 
following withdrawal of 
the treatment?

Phases

Single-Subject 
Design 
Methodology Baseline Intervention (Treatment) Follow-Up

Information Specifi cation of treatment 
objectives into measurable 
problems. Measurement 
of nature, severity, and 
persistence of problem 
without intervention.

Measurement of changes in 
nature and severity of 
problem over time. 
Inferences about the 
attainment of objectives. 
Observations of treatment 
implementation.

Measurement of maintenance 
of changes. Provision
of descriptive, 
correlational, and 
approximations to causal 
knowledge. Observations 
of the emergence of new 
problems.
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work practitioner/researchers and research-
ers based in academic settings, this movement 
sought to strengthen the scientifi c basis of prac-
tice by advancing the use of research methods in 
clinical practice, promoting the use of interven-
tions with empirical evidence of effectiveness, 
and expanding the knowledge base for practice 
through the dissemination of studies carried out 
by social work practitioner/researchers. Single-
case designs were among the research methods 
promoted by the movement. Their use, in addi-
tion to group research designs, was considered 
essential to developing a knowledge base of ef-
fective social work interventions.

The ideal of practice grounded in science was 
not new when the movement began. It was 
present at the dawn of the profession as refl ect-
ed in the writings of early social work pioneers 
(Gellis & Reid, 2004). In its earliest years, so-
cial work faced great pressure to establish itself 
as a legitimate profession. The adoption of a 
scientifi c approach to service delivery was one 
way in which the profession sought to earn this 
legitimacy (Dore, 1990). Practice was scien-
tifi c to the extent that caseworkers followed a 
scientifi c model in the delivery of services, an 
approach exemplifi ed in the writings of Mary 
Richmond. In her landmark publication Social 
Diagnosis, Richmond (1917) delineated a case-
work paradigm of study–diagnosis–treatment. 
Study entailed the collection of social evidence, 
defi ned as “any and all facts as to personal and 
family history” (Richmond, 1917, p. 43), which 
was used to draw inferences about the case. The 
interpretation of these inferences led to a diag-
nosis, an indication of “the nature of the client’s 
social diffi culties” (Richmond, p. 43). The diag-
nosis informed the course of treatment, which 
was then tested with case data.

The psychoanalytic movement that dominated 
professional practice in the 1940s and 1950s 
also reinforced a scientifi c approach to practice 
(Gellis & Reid, 2004). The study–diagnosis–
treatment paradigm delineated by Richmond 
was enriched by psychoanalytic theory, which 
provided insights for understanding the psy-
chological and emotional aspects of cases and 
offered practitioners a range of treatment tech-
niques. Whereas Richmond developed proce-

dures for collecting and weighing the facts in a 
case, her approach was not directly tied to theo-
ry. The psychoanalytic movement in social work 
provided clinicians with a way to organize case 
data based on psychoanalytic principles and de-
velop interventions based on those principles. 
Psychoanalytic theory was the forerunner to 
practice innovations and theoretical approaches 
that would dominate professional practice in 
the decades to follow.

During the psychoanalytic movement, efforts 
to strengthen the scientifi c basis of practice en-
compassed the development of casework typol-
ogies for defi ning the scope of practice. Some 
were based on the dynamics of the procedures 
used and others on goals and method (Ger-
main, 1974). The typologies were intended to 
structure service delivery in clearly defi ned steps 
and to organize client and worker tasks toward 
a diagnostically based sequence of objectives. 
Pioneering work by Florence Hollis exempli-
fi ed one such approach. Her 1964 publication 
Casework: A Psychosocial Therapy delineated an 
extensive typology of treatment procedures for 
describing the casework process. Her classifi ca-
tion system was not an empirical base on which 
casework rested, but instead a tool for describ-
ing the procedures that were used when changes 
in cases occurred (Woods & Hollis, 2000).

Concern for the evidence base of practice be-
came a focus of the empirical practice move-
ment that began two decades later. The move-
ment emerged against the backdrop of the 
“effectiveness controversy” and growing em-
phasis on accountability in the human services 
(Reid, 1994). Studies of casework services found 
limited evidence of effectiveness (Fischer, 1973, 
1976; Meyer, Borgatta, & Jones, 1965; Mullen 
& Dumpson, 1972; Wood, 1978), raising seri-
ous questions regarding whether practitioners 
actually helped those they served. At the same 
time, decreasing resources for social programs 
increased competition among the helping pro-
fessions, underscoring the profession’s need to 
legitimate its services as worthy of public sup-
port (Witkin, 1996).

Group experimental research studies document-
ing effective practice approaches were needed; 
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however, master’s degree-level practitioners 
lacked the expertise and resources for con-
ducting experimental research (Witkin, 1996). 
Moreover, results from group experimental re-
search studies were not easily translated into 
prescriptions for practice. Single-case designs 
required less time and resources to implement 
than group designs (Reid, 1994). Single-case 
design methodology could be taught to mas-
ter’s degree-level practitioners. Their use of the 
methodology to evaluate their work was one 
way in which the profession could develop a 
knowledge base of effective interventions. Stud-
ies conducted by practitioner/researchers would 
be deeply grounded in practice, address what 
clinicians were most interested in—what was 
best for addressing a problem in a particular 
case—and generate knowledge for informing 
practice with similar cases.

In the early 1970s, content on single-case de-
signs was introduced into research and prac-
tice courses in social work education programs 
(Reid, 1994). Proponents of the method ad-
vocated for the board of the Council of Social 
Work Education (CSWE) to require graduate 
and undergraduate social work programs to pre-
pare students to evaluate their practice. In 1982, 
CSWE adopted a new accreditation policy call-
ing for the integration of content on the system-
atic evaluation of one’s practice (Fischer, 1993). 
By the end of the following decade, a survey of 
research offerings at graduate schools of social 
work revealed that one-third emphasized single-
case designs and self-practice evaluation in their 
curricula (Reid, 1994).

Initial studies examining whether students 
trained in the use of practice evaluation meth-
ods subsequently applied them to their practice 
produced disappointing results. The use of these 
methods did not differ between students taught 
to use them and those who were not (Briar, 
1992). These dismal fi ndings have been attrib-
uted, in part, to methodological limitations of 
these early studies, notably, their small sample 
sizes (Briar, 1992). A 1983 study with a large 
sample of practitioners who participated in an 
integrated research-practice sequence as part of 
their graduate training yielded more promis-
ing results; 40 percent of practitioners reported 

using one or more research designs (surveys, 
single -group pretest to posttest designs, and 
single-case designs) in their practice. Recent 
research examining social workers’ use of each 
of four research methods (single-case designs, 
social surveys, qualitative methods, and quasi-
 experimental or experimental methods) revealed 
that more than half (56 percent) reported using 
at least one of the four methods (Marino, Green, 
& Young, 1998). Numerous studies have docu-
mented substantial use of components of the 
methodology such as specifying target problems 
and goals, describing goals in measurable terms, 
and monitoring client progress (Reid, 1994). 
Increased use of the methodology in practice 
is also evident in the growing number of pub-
lished single-case design studies. A review of 
the practice research literature identifi ed several 
hundred outcome studies that used single-case 
designs to evaluate social work interventions 
(Thyer & Thyer, 1992). A recent development 
supporting the dissemination of single-case 
design studies is the establishment of journals 
such as Research on Social Work Practice and the 
Journal of Evidence-Based Social Work devoted to 
publishing practice research studies.

The move to managed care in the human ser-
vices and the concomitant emphasis on effi cient 
and effective service delivery has fueled con-
tinuing interest in the use of practice evaluation 
methods in social work and related disciplines. 
Some managed care companies no longer pro-
vide reimbursement solely on the basis of the 
credentials of the service provider, instead re-
quiring additional evidence of empirically doc-
umented outcomes (Thyer, 1996). Moreover, as 
a condition of continued funding, many federal 
and state agencies require documentation of the 
effectiveness of social work services. Indications 
that government authorities, insurers, and ac-
creditation bodies will increasingly require evi-
dence of treatment effectiveness implicates con-
tinued use of single-case design methodology to 
ensure that standards are met.

ADVANTAGES OF USING SINGLE-
CASE DESIGN METHODOLOGY

Practice issues and decisions to help clients 
are the basic priorities in clinical social work. 
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 Clinical social workers will use single-case de-
sign methodology if it follows natural occur-
rences of practice and if they can incorporate it 
as a tool within practice. The methodology does 
not fi t all practice situations; however, there are 
a number of advantages to using single-case 
designs.

Single-case designs are one of several method-
ologies that can be used for practice research. 
Group research designs can also be used for 
this purpose (see for example, Grinnell, 2001). 
The chief advantage of using single-case versus 
group research designs for practice research is 
that they generate knowledge that is specifi c 
to the case. Although there are similarities be-
tween cases encountered in practice, each is 
unique. Single-case designs allow practitioners 
to monitor and evaluate their practice given the 
unique attributes of the case. This information 
is lost with group research designs. Findings 
from group research studies are reported in ag-
gregate; thus, individual differences are washed 
out. Although there are methodological limita-
tions on the use of single-case designs for prac-
tice research, they are currently the most rig-
orous approaches available for monitoring and 
evaluating social work practice with individual 
cases (Mattaini, 1996).

A second advantage to using single-case designs 
is that they provide information to aid clini-
cians and supervisors in practice decision mak-
ing. Use of the basic design can generate three 
levels of knowledge within and between phases 
of the components baseline, intervention, and 
follow-up (Table 1). Social workers can obtain 
descriptive knowledge regarding the existence, 

magnitude, duration, and frequency of a prob-
lem within each of the three phases. They can 
obtain correlational knowledge of the interven-
tion and problem existence, magnitude, dura-
tion, and frequency by comparing observations 
in the intervention phase with baseline or with 
follow-up observations. Clinical social workers 
can infer causal knowledge, which is only ap-
proximate, based on information on all compo-
nents plus other information, such as interview-
ing, to help rule out alternative explanations for 
changes associated with the intervention. The 
resulting information can be used to assist them 
in making decisions about assessment, treat-
ment implementation, and treatment evaluation 
(see Table 1). In addition, supervisors can learn 
which problems social workers are focusing on 
and whether social workers have made progress 
in reducing or maintaining those problems. Su-
pervisors might then use this information as a 
stimulus for discussing a particular client: Why 
is the intervention working? Is it appropriate for 
this client? Is the information reliable? What is 
the client’s response when he or she sees a graph 
showing progress?

A third advantage to using single-case design 
methodology is that it provides clinicians with 
tools for enhancing their practice. Clinical so-
cial work practice entails the related tasks of 
identifying and prioritizing problems for work, 
setting intervention goals, and monitoring 
progress toward those goals. Using features of 
the methodology such as defi ning problems in 
measurable terms and systematically monitor-
ing their occurrence can add precision to these 
tasks. By selecting indicators of client variables, 
the number of times a client is late for work, for 

 table 1 Levels of Knowledge and Components of Single-Case Design

Level of Knowledge Components of Single-Case Design

Descriptive Obtained within any of the components: baseline, intervention, follow-up

Correlational Obtained by comparing observations between intervention and either baseline 
or follow-up

Causal Inferred by comparing observations among all three components and between 
additional design variations, such as the reinstitution of intervention, and by 
interviews
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example, as an indicator of his or her poor work 
performance, the clinician can be assured that 
he or she and the client share a common un-
derstanding of this problem. By systematically 
monitoring this variable over time, for example, 
a one-week interval between client and worker 
contacts, the clinician can determine problem 
frequency. The resulting information can be 
used to establish treatment goals in measurable 
terms, for example, to decrease the frequency of 
tardiness from four times a week to none at all 
over a three-week interval. Continued monitor-
ing of this target during intervention and fol-
low-up provides the clinician with information 
for determining whether agreed-upon goals 
have been met. Use of these systematic proce-
dures affords the clinician greater confi dence in 
observed changes than passive observations can 
provide.

A fourth advantage to using single-case design 
methodology is that it provides information that 
is useful to clients. As active participants in the 
change process and the ultimate benefi ciaries 
of social work intervention, clients are entitled 
to information regarding the extent to which 
services they are receiving are contributing to 
the accomplishment of agreed-upon clinical 
objectives. Clinicians have an array of tools at 
their disposal for measuring case variables and 
sharing the results of measurement with clients. 
Standardized instruments can be used for this 
purpose (see for example, Corcoran & Fischer, 
2000a, 2000b). The Beck Depression Inventory 
(BDI) (Beck, Ward, Mendelson, Mock, & Er-
baugh, 1961), for example, includes clinical cut-
off points for determining whether the severity 
of reported depression is clinically signifi cant. 
Using this instrument in the context of practice 
with a depressed client can help the client gain 
a greater understanding of the severity of his or 
her depression. Clinicians can also create self-
anchored rating scales for use in addition to or 
in lieu of standardized measures. Doing so can 
be empowering for the client who is asked to 
describe, in his or her own terms, how a “5” 
on such a scale differs from a “1.” The resultant 
measure refl ects the client’s subjective experi-
ence of depression and also provides a common 
language for the clinical social worker and client 
to discuss the client’s depression. For example, 

the clinical social worker can ask: Was it a fi ve 
in that situation or event? How did that differ 
from how you were feeling before or after that 
happened?

The resulting information can be used to show 
clients their scores on repeated measures of case 
variables with simple graphs. Graphic patterns 
observed prior to intervention may indicate that 
the problem was not as severe as the client origi-
nally perceived it to be and uncover additional 
problems or issues that warrant deeper investiga-
tion. On the other hand, graphic patterns may 
confi rm the presence of a severe and persistent 
problem that warrants intervention, validating 
the client’s experience of the problem and set-
ting a benchmark against which treatment goals 
can be established. Because the collection of re-
peated measures of case variables involves a con-
siderable investment of time and effort on the 
part of the client, showing the client graphs of 
repeated measures can help reinforce the value 
of monitoring and show the client that his or 
her efforts have not been wasted.

A fi fth advantage to using single-case design 
methodology is that it produces information 
for the profession. Clinical social workers can 
accumulate a log of similar cases in which a 
particular intervention has or has not been ef-
fective. For example, a social worker may use a 
method of providing information about opera-
tions to close friends and relatives of a patient 
who is undergoing surgery to reduce the anxiety 
of the patient and his or her family and friends. 
The social worker may fi nd that 18 of 20 people 
showed a reduction in anxiety; hence, he or she 
justifi ably retains that particular intervention 
in the clinical repertoire. In this way, clinical 
social workers also can systematize their experi-
ences in using different interventions for their 
clients. Blythe and Briar (1985) have suggested 
that practitioners can use single-case designs to 
develop models of empirically based practice, 
that is prescriptions of what should be done and 
what is likely to be effective in specifi c practice 
situations. Clinical social workers can also gen-
erate knowledge for the profession regarding the 
effectiveness of various social work interventions 
by publishing single-case design studies refl ect-
ing their work with clients.
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DISADVANTAGES OF USING SINGLE-
CASE DESIGN METHODOLOGY

When used for practice research, single-case de-
sign methodology can only approximate causal 
knowledge. This is due to limitations on the ex-
tent to which internal validity threats (compet-
ing explanations for change) can be controlled 
(see chapter 5 for a discussion of internal validity 
threats and chapter 7 regarding procedures for 
minimizing these threats). We discuss one such 
threat here to orient the reader to the types of chal-
lenges that arise when single-case design method-
ology is used to approximate causal knowledge. 
The reader will recall that the methodology can 
be used to generate additional levels of knowledge 
that are useful for practice decision making.

Clients encountered in practice are often en-
gaged in other helping networks for similar or 
related problems. When the client is receiving 
other interventions from additional sources, it 
is diffi cult for the social worker to determine 
whether observed changes are due to the inter-
vention that he or she is providing or to other 
services the client is receiving. This introduces 
the internal validity threat of multiple treatment 
interference, the occurrence of other interven-
tions that may account for changes observed 
in the problem of interest. In multidisciplinary 
settings, for example in a medical or psychiat-
ric hospital, the client has contact with many 
professionals from which he or she may receive 
intervention. In a neuropsychiatry hospital, a 
patient may receive occupational therapy, group 
counseling, and individual counseling from a 
psychiatrist, or counseling from a clinical social 
worker. Interventions may overlap, precluding 
the study of one intervention. Social work-
ers can deal with this problem by assessing the 
degree to which the evaluation methodology is 
appropriate (See chapter 5 for a discussion on 
the procedures for discerning the context of in-
tervention). In assessing the problem, the social 
worker may fi nd the following:

• No other discernible intervention confl icts 
with the one he or she is evaluating. That 
is, the intervention is unique, and the social 
worker can evaluate it using single-case de-
sign methodology.

• The intervention and one or more other inter-
ventions overlap so the social worker can only 
evaluate the joint effects of the interventions.

• The intervention and other interventions 
overlap, and the nature of the intervention 
the clinical social worker is providing is so 
ambiguous and diffuse that evaluation is un-
warranted until the social worker can specify 
the intervention more precisely.

Another disadvantage to using single-case de-
sign methodology is that it does not fi t all prac-
tice situations and clients. For example, social 
workers in EAPs that provide services on a time-
limited basis may not be able to implement all 
of the phases of the design. The methodology 
may also be diffi cult to implement with clients 
who lack the ability to monitor their behavior, 
for example, those with cognitive impairments. 
It is likewise challenging to use the methodol-
ogy with clients who can monitor their behavior 
but lack the motivation to do so, for example, 
in work with clients who are mandated to treat-
ment but who lack readiness to examine their 
problem behaviors.

In settings that afford limited opportunities to 
implement all phases of the model, the clinical 
social worker can use available sources of data, 
for example, information provided by referral 
sources or other archival data to retrospectively 
reconstruct the baseline phase of the design and 
establish treatment goals. This will allow the cli-
ent and worker to utilize available sessions to 
implement the intervention and monitor prog-
ress toward goals. In work with involuntary cli-
ents, the clinician can present the methodology 
from a strengths perspective, emphasizing that 
the choice to engage in the therapeutic process 
is the client’s and discussing the ways in which 
monitoring can help the client gain a deeper 
understanding of the situations and events that 
brought him or her to treatment. The clinician 
may need to explore a voluntary client’s lack of 
motivation to monitor their behaviors to de-
termine their readiness to address the issue for 
which treatment was sought or possibly con-
sider using other data collection strategies (for 
example, the use of available records or direct 
observation by others) to gather information on 
salient case variables.
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A third disadvantage to using single-case de-
sign methodology is that it does not capture 
the whole view of the case. Although the social 
worker uses systematic procedures, such as the 
repeated measurement of variables at baseline, 
those measures do not represent the case in its 
entirety. Measurements are indices of the client’s 
problems, selected for assessment and potential 
change through intervention. Any specifi cation 
of a phenomenon, whether in practice (by pri-
oritizing and focusing on specifi c features of a 
client in his or her situation) or in research (by 
systematically obtaining repeated measurements 
over time for a particular problem variable), re-
duces the phenomenon to a segment of its total-
ity. However, the clinical social worker may still 
view the total situation of the client in his or her 
environment. The social worker can interpret 
in that context the specifi c fi ndings of problem 
changes selected for intervention by the clinical 
social worker and the client.

A fourth disadvantage to using single-case designs 
is that many clinicians fi nd it diffi cult, and per-
haps impossible, to obtain baseline and follow-up 
measurements. In practice situations where it is 
unethical to withhold intervention, for example, 
in work with a client who is at imminent risk of 
harming himself or herself, the worker cannot 
delay intervention. Similarly, it is diffi cult to col-
lect follow-up measurements with clients who 
prematurely terminate services. Maintaining a 
client’s motivation to continue monitoring af-
ter clinical objectives have been met can also be 
challenging. The social worker may approximate 
baseline measurements through retrospection or 
by using available data from other sources when 
there is insuffi cient time to obtain measurements 
before intervention (see chapter 3 on measure-
ment). In work with clients who are lost during 
the follow-up phase, the clinical social worker 
can initiate follow-up contacts to gain follow-up 
measurements through retrospection as in base-
line (see chapter 6 on follow-up). To enhance 
client retention and motivation to continue col-
lecting measurements of case variables through 
the follow-up phase, the social worker can stress 
the importance of follow-up data early on in the 
treatment process and acknowledge that motiva-
tion to continue monitoring may decrease when 
clinical objectives have been met.

The absence of baseline or follow-up data is 
problematic when the social worker uses single-
case design methodology to approximate causal 
knowledge regarding whether changes observed 
in case variables resulted from intervention. For 
approximating this knowledge, reliable and valid 
time-series data gathered at baseline and follow-
up are required. Although the worker cannot 
approximate causal knowledge in the absence 
of these data, he or she can obtain descriptive 
knowledge by studying trends in measurements 
within the intervention phase. Moreover, he or 
she can derive correlational knowledge from 
comparisons of baseline measurements and 
measurements taken during intervention (in 
the absence of follow-up data), and from com-
parisons between intervention measurements 
and measurements taken at follow-up (in the 
absence of baseline data).

GUIDELINES FOR EVALUATING SINGE-
CASE DESIGN STUDIES

In the chapters that follow, we present the basic 
single-case design model of baseline, interven-
tion, and follow-up, and discuss considerations 
that inform the implementation of this model 
in practice. Students learning the methodology 
can benefi t from reading published single-case 
design studies even at this early stage in the 
learning process. Doing so can raise awareness 
of how the basic design and variations of it are 
implemented across a variety of practice settings 
and issues. However, because readers have not 
yet learned the methodology, they may not be 
aware of the types of information that should 
be included in such reports. Using the material 
presented in subsequent chapters of this book 
and drawing from similar guidelines developed 
for assessing the quality of group research design 
studies in social work (Thyer, 1991), we devel-
oped guidelines for evaluating published single-
case design studies. Although they may seem 
overwhelming at fi rst, information summarized 
in the guidelines will be fully discussed in sub-
sequent chapters of the book. Students and 
practitioners can use the guidelines to  become 
informed readers of such reports and for consid-
ering the types of information to include when 
reporting fi ndings from single-case design stud-
ies carried out in their own practice.
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The guidelines are organized according to broad 
headings used in reports of research, including 
introduction, method, results, and discussion. 
Under each heading, we summarize the types 
of information that should be presented. Ap-
pendix 1 summarizes the guidelines below as a 
series of questions for readers to consider when 
reviewing published single-case design studies.

Introduction
The study should introduce the clinical prob-
lem to be addressed. There should be a brief de-
scription of the case and the agreed upon targets 
for intervention. The intervention model or 
treatment techniques1 for addressing these tar-
gets should be specifi ed, and evidence of their 
effectiveness for addressing the target problem 
should be summarized. When available, data to 
support the effi cacy of the intervention in work 
with similar cases should be summarized. If the 
study is exploratory (that is, it seeks to examine 
the utility of an approach that has not under-
gone effi cacy testing), this should be explicitly 
stated and a rationale provided to support ap-
plication of the intervention to the case in ques-
tion. The introduction should conclude with 
a statement of intervention hypotheses. These 
should be tied to the level of knowledge sought 
(descriptive, correlational, and/or causal) and 
the design and procedures for generating this 
knowledge.

Method
Case. The description of the case and its unique 
features are a critical component of single-case 
design studies. Enough information should 
be provided so that another clinician working 
with the same problem can determine the ex-
tent of similarities and differences between the 
case presented and those encountered in his 
or her practice. The unit of analysis should be 
specifi ed (whether an individual, couple, fam-
ily, or group is the focus of intervention). This 
section should provide details regarding demo-
graphic characteristics of the case and features 

of the case that are relevant to work with the 
problem described such as diagnostic infor-
mation, prior occurrences of the problem and 
relevant treatment history, precipitating events 
that led to treatment, and prior or concurrent 
interventions the individual, couple, family or 
group is receiving. A brief description of the 
intervention setting should be provided. The 
scope of services (for example, job training and 
placement, supportive housing, mental health 
counseling) and the types, length, and duration 
of typical client contacts should be described. 
Factors that infl uence work with clients in the 
setting described should be discussed (for ex-
ample, whether treatment is mandated or time 
limited).

Case Variables and Their Measurement. The target 
problem(s) to be addressed should be clearly 
stated. Conceptual defi nitions of identifi ed tar-
gets for intervention and corresponding prob-
lem indicators for operationally defi ning each of 
these should be delineated. The report should 
include details regarding the measurement and 
data collection plan. For each problem indica-
tor, a description of who will collect the data 
(the client, his or her signifi cant other, a family 
member, or the clinician, for example), the time 
interval between measures (for example, on a 
per-episode basis immediately preceding or fol-
lowing problem occurrence, daily, episodically, 
or during preset intervals), and how measure-
ments will be taken (for example, through direct 
observation, standardized instruments or self-
anchored rating scales, the collection of behav-
ioral byproducts, retrospective recall) should be 
provided. Plans for documenting repeated mea-
sures of problem indicators (for example, enter-
ing scores from a self-anchored scale in a log) 
should be described. Factors that infl uenced the 
design of the measurement plan should be ad-
dressed. Issues of relevance (the degree to which 
measured variables are tied to treatment goals), 
feasibility (the extent to which plans for measur-
ing variables are realistic and can be carried out 
by the client and others engaged in the measure-
ment process), reliability (the consistency of re-
sponses in measurement), validity (the extent to 
which measures adequately capture the mean-
ing of the phenomenon under study), and non-
reactivity (the extent to which the  measurement 

1.   A treatment model is a well-specifi ed and integrated 
approach for addressing a particular problem, whereas tech-
niques refer to strategies that may be a subset thereof or 
intended for independent use.
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process does not infl uence changes in behavior) 
should be addressed. Procedures for ensuring 
the reliability and validity of repeated measures 
collected during the study should be described.

Design. The report should describe the single-
case design used (for example, baseline, inter-
vention, follow-up, multiple baseline, gradu-
ated intensity, withdrawal-reversal). A rationale 
for the design choice should be provided. The 
level of knowledge sought (descriptive, correla-
tional, and/or causal) and feasibility concerns 
relevant to implementing the design in practice 
should be addressed. The extent to which the 
design minimizes internal validity threats of his-
tory (variables or events such as natural disas-
ters, changes in employment and occupational 
status, changes in family income and health 
outside of the intervention that occur between 
the fi rst measurement of the variable at base-
line and the last measurement during interven-
tion), maturation (events that occur within the 
client due to changes in growth, psychological 
mechanisms, and illness), initial measurement 
effects (the infl uence of initial measurement on 
subsequent measurements of a problem vari-
able), instrumentation (the possibility that the 
process of measurement is nonstandardized and 
observed changes are due to nonstandardiza-
tion rather than to the intervention), statistical 
regression (the tendency for extreme scores to 
move toward the average, independent of inter-
vention), multiple treatment interference (the 
occurrence of other interventions between base-
line measurements and measurements taken 
during intervention), expectancy effects (chang-
es in the problem variable that are due to client 
expectations about interventions and progno-
ses), interactions (the combined effects of his-
tory, maturation, initial measurement effects, 
instrumentation, statistical regression, multiple 
treatment interference, and expectancy effects), 
and other unknown factors should be discussed. 
Safeguards for minimizing these threats, such as 
the use of clinical interviews to identify other 
events that could affect changes in the problem 
variable, should be described. The duration of 
design phases and the factors that informed the 
timeframes selected, including the expected 
timeframe for documenting the presence, fre-
quency, severity, or duration of the problem pri-

or to intervention, the amount of time required 
to achieve clinical intervention objectives, and 
the amount of time observed changes are ex-
pected to endure, should be addressed.

Intervention. A detailed description of the inter-
vention model and/or techniques for address-
ing the problem(s) identifi ed in the introduc-
tion should be provided in this section. For 
each problem, clinical intervention objectives 
should be specifi ed and these objectives should 
be tied directly to the operational defi nitions 
of the problem (for example, a reduction in 
(target) from (value) to (value)). The length of 
time for achieving each objective and the length 
of time gains are expected to endure should be 
described. A tie to the relevant literature on 
which these timeframes are based should be 
presented. For each objective, the interven-
tion model or techniques for accomplishing 
the objective should be adequately described. 
Details of the intervention should include 
the contents of intervention; the intervenors 
(that is, the person or persons responsible for 
delivering the intervention); and the location, 
frequency, and duration of intervention. Infor-
mation should be provided regarding how the 
clinician ensured intervention fi delity (that is, 
that the intervention was implemented as in-
tended) and that it was implemented reliably 
(that is, consistently), for example, through 
the use of checklists completed by the social 
worker, the client, or both.

Analysis. Information regarding the procedures 
for analyzing the time-series data should be pro-
vided. Specifi c phase comparisons should be de-
lineated (for example, baseline and intervention; 
intervention and follow-up; and baseline and 
follow-up). Although a wide array of statistical 
procedures are available for evaluating time-se-
ries data, the focus of this discussion is on the 
two statistical methods addressed in this book: 
the C statistic (Tryon, 1982) and the binomial 
test for horizontal baseline (Blythe & Tripodi, 
1989). If the C statistic was used, evidence that 
the requirement of collecting a minimum of 
eight measurements has been met should be 
presented, and the value of the statistic and its 
corresponding probability level should be re-
ported. If the binomial test was used for phase 
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comparisons, confi rmation that horizontal sta-
bility was observed in the baseline phase of the 
study should be provided. Analyses should be 
appropriate to addressing study hypotheses and 
generating the levels of knowledge sought.

Results
Findings from statistical analyses should be 
summarized in the report. Findings should be 
discussed in terms of their statistical and clini-
cal signifi cance, and in terms of how they infl u-
enced the course of intervention. The narrative 
describing study results should be accompanied 
by graphs that depict repeated measurements of 
case variables. Graphs should summarize infor-
mation described in the narrative; clearly delin-
eate baseline, intervention, and follow-up phas-
es; label each time series when data for multiple 
variables are concurrently displayed; and indi-
cate values corresponding to the attainment of 
clinical objectives in intervention and follow-up 
phases. The reader should be able to ascertain 
progress or deterioration that occurred in the 
case through visual inspection of the graphs.

Discussion
This section should address whether study hy-
potheses were supported and describe alterna-
tive explanations (threats to internal validity) 
for study fi ndings. The discussion should be 
limited to only those conclusions that can be 
made from the data. Implications of the research 
for clinical social work practice and practice-
based research should be discussed. The authors 
should address whether study fi ndings replicate 
fi ndings from previous single-case design stud-
ies in similar agency settings and with similar 
cases. If the study reports fi ndings from the ap-
plication of a novel intervention approach that 
has not previously been evaluated, the reader 
should assess the replicability of the study from 
the standpoint of feasibility and the subsequent 
generation of knowledge for practice.

ORGANIZATION OF THE BOOK

• Chapter 2, on assessment and problem for-
mulation, provides a framework for priori-
tizing issues for work, an essential precursor 
to operationally defi ning the identifi ed issues 
for measurement. Ethical considerations and 

cultural sensitivity in assessment and prob-
lem formulation are discussed.

• Chapter 3, on measurement, presents crite-
ria for selecting simple but useful measures 
of agreed upon targets for intervention. It 
describes problems that are typical for clients 
in mental health, industry, and other clini-
cal settings and discusses the measurement 
of problems such as absenteeism, depression, 
anxiety, productivity, and stress.

• Chapter 4 defi nes baselines, the fi rst phase of 
the single-case design model, and explicates 
their purposes for assessment and evaluation. 
In addition, the chapter details the process 
of constructing baselines, including the plot-
ting and analysis of graphic patterns, statisti-
cal analysis, and the illustration of practice 
decisions.

• Intervention, the second phase of the basic 
model, is defi ned and discussed in chapter 
5. We provide methods for specifying inter-
ventions. In addition, the chapter illustrates 
comparisons of patterns of measurement at 
the intervention phase to the baseline phase 
and considers different patterns of change 
or no change with respect to clinical social 
workers’ decisions.

• Follow-up, the third phase of the model, 
is defi ned and discussed in chapter 6. The 
chapter illustrates the process of measure-
ment during follow-up, shows how to derive 
patterns that are obtained by comparing fol-
low-up to intervention and to baseline, and 
discusses those patterns with respect to prac-
tice decisions.

• Chapter 7 presents three variations of the 
basic single-case design model: (1) multiple 
baseline design with clients, situations, or 
problems; (2) graduated intensity design; 
and (3) natural withdrawal-reversal design. 
We present advantages and disadvantages 
of using these designs and discuss inferences 
that the social worker can make about the 
effectiveness of interventions.

TEACHING SUGGESTIONS

1. Locate a study in the social work literature 
that follows the basic single-case design 
model of baseline, intervention, and follow-
up. Review the study with the class, limiting 
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the discussion to the following clinical as-
pects of the case:
• the case (individual, couple, family, or 

group) and the problem(s) for which in-
tervention was sought;

• the intervention model and/or techniques 
for addressing the problem(s); and

• the phases of clinical practice exempli-
fi ed by the design (for example, assessing 
the problem and formulating treatment, 
treatment implementation and monitor-
ing, and treatment evaluation).

After reviewing these aspects of the case, break 
the students into small groups and distribute a 
copy of the study to each group. Assign each 
group one of the questions below. Initiate a dis-
cussion regarding methodological aspects of the 
study based on student responses to these items.

Discussion Questions
• Describe the single-case design phases of 

baseline, intervention, and follow-up as ap-
plied to this case. How long was each phase? 
Why were these timeframes selected?

• How were identifi ed problems defi ned and 
measured? Who collected the data?

• How were data collected during the study 
used for treatment decision making?

• How were the data analyzed? Briefl y de-
scribe study fi ndings and indicate whether 
they were statistically signifi cant. Were they 
clinically relevant? What levels of knowledge 
were generated in this study (descriptive, 
correlational, and/or causal)?

2. Initiate a class discussion about the history 
of single-case design methodology in clinical 
social work. Why is this history important? 
Is social work still struggling to defi ne itself 
as a legitimate profession? How does single-
case design methodology factor into this 
dialogue?

3. Break the class into two groups. Ask one 
group to summarize the advantages of using 
single-case design methodology in clinical 
social work practice. Have the other group 
summarize the disadvantages of using the 
methodology. Ask each group to provide 
examples from their practice that illustrate 
the advantages and disadvantages identifi ed. 
Initiate a discussion about the strengths and 
limitations of using single-case design meth-
odology based on the material presented by 
students.

STUDENT EXERCISES

1. Locate a single-case design study in the social 
work literature. The study you select will be 
used for this and subsequent exercises pre-
sented in this book. Using the guidelines 
described in the chapter and Appendix 1, 
describe and critically assess the introduc-
tion to the article and information provided 
regarding the case.

2. Describe a typical case encountered in your 
clinical practice setting. Could you use sin-
gle-case design methodology to monitor and 
evaluate your work with this case? Why or 
why not?


