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Perceptions of Responsibility for the Acquisition of Skills and
Knowledge in Current Service Environments

Michael N. Kane, PhD, MSW M Div; Elwood R. Hamlin II, DSW MSW: and Diane

Green, PhD, MSW

introduction

Social work educators seek to provide current
and future practitioners with a sophisticated knowl-
edge and skill base informed by the profession’s
code of ethics. Current practitioners and adminis-
trators have a unique contribution to make to cur-
riculum development and continuing education pro-
grams, as practitioners and administrators are criti-
cally aware of contemporary service issues.

Various health and allied health researchers have
documented important educational changes as a
result of evolving service delivery environments (cf:
Blumenthal, 1996; Comorrow, 1999; Sherer, 1993).
Some literature suggests that social work educational
methods must be reevaluated in light of current serv-
ice delivery climates (Berger & Ai, 2000- A; Berger
& A, 2000- B; Vandivort-Warren, 1996; Voland,
Berkman, Stein, & Vaghy, 1999). There is litile
empirical data that documents social workers® per-
ceptions of current and changing needs in the serv-
ice delivery arena, particularly in relation to man-
aged care and privatization. This study requested
social work administrators and practitioners, who
serve as field supervisors, to rate the importance of
skill and knowledge items identified by Vandivort-
Warren (1996). Additionally, respondents were asked
about who has the primary responsibility to teach
these 23 items. Teaching options inchuded the uni-
versity, the agency through the field experience or
continuing education, or collaboration between the
university and the agency.

Current Service Delivery in the *Real World”

Health, mental health, and social service delivery
are no longer the result of a confidential dialogue
between client and practitioner (Davis & Meier,
2000). Instead, the client-practitioner dialogue may
include payer-utilization reviewers, agency overseers,
case managers, multidisciplinary teams, administra-
tors, and others (Peebles-Wilkins et al., 1996).

Clearly, the delivery of services within the public and
private sectors has changed dramatically (Berkman,
1996; Davis & Meier, 2000; Edinburg & Cottler,
1995; Frazee, 1997; Motenko et al., 1995; Oss, 1996;
Perloff, 1998; Rosenberg, 1998; Scuk, 1994; Vernon,
1998; White, Simmon, & Bixby, 1993).

Most public, private-for-profit, and private-not-
for-profit service environments incorporate an
articulated goal to control cost and to provide
effective and efficient service (Beinecke,
Goodman, & Lockhart, 1998; Borenstein, 1990,
Corcoran & Vandiver, 1996; Davidson, Davidson,
& Keigher, 1999; FElias & Navon, 1998, Fietcher,
1999; McEntee, 1993). The goal of controlling
costs while delivering effective services appears to
some critics of managed care and privatization as
an atternpt to ensure maximal savings for share-
holders, organizations, governments, and taxpayers
(Davis & Meier, 2000). Nevertheless, most service
providers currently participate in a system that has
opted to solve the economic pressures of a market-
driven system by rationing expensive and scarce
services (Kapp, 1999; Rose, 1996).

Previous service delivery systems depended on
indemnity insurance policies and unlimited govern-
ment funding. Practitioners were allowed to
autonomously initiate intervention, generally with-
out intensive review of service effectiveness or
necessity. In this fee-for-service system, some
providers received immense financial rewards for
excessive and unnecessary services. Not surprising-
ly, insurance companies, governments, and taxpay-
ers desired a system that would contain cost and
provide effective intervention. Managed care, priva-
tization, and other models of service rationing have
been the result. While some perceive these restric-
tive service delivery models as unique to the
United States, these models appear to have been
exported globally through the presence of U.S.
business and industry (Frazee, 1997).
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Managed care and other rationing models of
service delivery have affected most health and
allied health disciplines. These professional groups
have been challenged to adopt new skills and inte-
grate knowledge of new service methods in their
educational curricula and in continuing education
programs. Medical schools and educators have
been forced to respond to the demands of managed
care. Fee-for-service reimbursement and indemnity
insurance policies have essentially disappeared,
budgets have become leaner, and service organiza-
tions have cut staff (Barzansky, 1996; Blumenthal,
1996; Coggan, 1997; Fletcher, 1999; Gottlieb,
1996; Hagland, 1996; Nordgren, 1996; Veloski,
1996). More importantly, medical schools have
added content to their curricula to assist graduates
for employment in increasingly restrictive environ-
ments. Comorrow (1999) reports that 117 of 127
U.S. medical schools have added coursework on
managed care to their curricula.

Nursing educators have added managed care
content to their program curricula and continuing
education programs. Their fraining programs pro-
vide the opportunity to work in rotations that are
impacted by managed care and other service
rationing models. Working in systemns that are
becoming ever more profit oriented, nursing educa-
tors have understood the importance of equipping
their graduates with the knowledge and skills that
will ensure their continued presence in these organ-
izations. Nursing education incorporates material
on service delivery models, cost of care, perform-
ance improvement/continuous quality improvement,
practice guidelines, and case management
(Jacobson, 1998; Sherer, 1993).

Critical Knowledge & Skill

Increasingly, managed care and privatized service
delivery are more common and pervasive (Poole,
1996). Although managed care has been identified
with medical models of service delivery (Kane,
Houston-Vega, & Neuhring, forthcoming), the heavy
emphasis on bottom-line thinking has led some to

suggest that services are delivered using business
models (Davis & Meier, 2000). This bottom-line
thinking has redefined the roles and functions of
many health, mental health, and social service prac-
titioners (Leahy, 1997).

Social workers are no less affected by changes in
service delivery than other disciplines (Donner, 1998;
Munson, 1998). As an example, traditional mental
health service providers have included psychiatrists,
psychologists, social workers, and counselors to pro-
vide psychotherapy. Since Master’s-level clinicians
are often reimbursed at fesser rates than psycholo-
gists and psychiatrists, the managed care corpany
profits. This preference is supported by empirical
findings that report equal effectiveness of all disci-
plines in providing psychotherapy (Consumer
Reports, 1995; Crane, 1995). Clearly, social workers
can find ample opportunities in the current service
delivery system. Yet to compete effectively in the
marketplace, current and future practitioners may
need specialized knowledge and skills.

Some social work researchers, educators, and chi-
nicians have begun this process of knowledge and
skill identification for managed care and privatized
service environments (Callahan, 1998; Kadushin,
1997; Kane, Hamlin, & Hawkins, 2000; McQuaide,
1999; Munson, 1998; Reamer, 1998; Scssions, 1998;
Shera, 1996). With some empirical literature sup-
porting the inclusion of specific material in the
social work curriculum and in continuing education
programs, most social workers writing about man-
aged care and other restrictive forms of service
delivery believe that social work educators need to
specifically address these current environments.

Perhaps most powerfully, Berger and Ai (2000-
A; 2000-B) recommend significant changes for
social work education, They suggest that educators
provide information on the realities and language
of managed care, as well as the skills necessary to
negotiate, contract, and document. They encourage
the use of rapid clinical assessment strategies, com-
petent usage of DSM-IV terminology (American
Psychiatric Association, 1994), and short-term,
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empirically-based practice interventions. Field
instruction and various aspects of contemporary
social work practice have sometimes appeared dis-
connected from the didactic classroom (Voland et
al, 1999). Berger and Ai {2000-A) propose that
field sites not providing significant exposure to
managed care and privatization be discontinued,
because they will not adequately prepare future
practitioners. As a result of these changing venues,
educators must be responsive. Voland et al (1999)
suggest that strengthening the ties between the field
experience and didactic coursework will alleviate
the Tack of synergy that has been documented in
social work education since the 1970%, There is no
doubt that that which is not learned in social work
classrooms and through field experiences will sur-
face as issues that must be addressed in continuing
education programs.

Some researchers have identified important
skills and knowledge for current social work envi-
ronments {Shueman & Shore, 1997; Vandivort-
Warren, 1996; Kane, Hamlin, & Hawkins, 2000;
Voland et al., 1999). Voland et al {1999) suggest
that basic skills, such as interviewing, assessment,
documentation, and data management be enhanced
for managed care and privatized environments.
They suggest that practitioners will need popula-
tion-specific knowledge, including familiarity with
treatment modalities and policy/regulation issues.
Autonomy-building skills, such as networking, pro-
gram planning, policy advocacy, team building, and
financial management are also critically important.

Vandivort-Warren (1996) identified 23 skills
based on her work with social work focus groups
around the nation. Participants believed that ten of
these skills must be taught to a practitioner before
they provide services to clients. These ten items
include; (1) treatment skills based on diagnostic
protocols/clinical pathways; (2) research skills,
which have practical aspects including client out-
come measures, {3) conceptualizing treatment as
the best outcome in a cost-conscious environment;
(4) empowering social workers with better business
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skills; (5) knowledge of the direct service triad of
therapist-client-payer; (6) understanding market
forces; (7) routine use of client outcome measures;
(8) treatment in non-traditional settings; ( 9) out-
reach; and (10) skills in determining diagnostic
acuity. Participants suggested that an additional 13
skills might be strengthened in practice settings
through agency training, experience, and continu-
ing education (Vandivort-Warren, 1995).

If social work educators are to be responsive to
current and future needs in the service delivery
arena, input received from practitioners, adminis-
trators, field instructors, managed care organiza-
tions, and many other sources will need to be eval-
uated to inform curriculum. Using the 23-item
knowledge and skill list developed by Vandivort-
Warren (1996), social work administrators and
practitioners were surveyed to determine their per-
ceptions of which knowledge and skill items should
be considered critically important, and whether the
university, the agency, or a combination of both
was the best venue to facilitate education for these
knowledge and skill items.

Methodology

Respondents: The sampling frame for this
descriptive, self-administered survey was a listing of
social work practitioners and administrators affiliat-
ed with one Florida school of social work’s graduate
and undergraduate education program. Potential
respondents were contacted by mail and were
requested to complete an anonymous exploratory
instrument. A total of 100 surveys with cover letters
were mailed. No identifying codes or marks were
placed on the instruments. Within three weeks of
mailing, 47 instruments were returned. As suggested
by Dillman (1978), a second mailing followed with
19 instruments returned. This resnlted in a response
rate of 66% (N = 66). Rubin and Babbie (2000)
report that a response rate of 50% is acceptable,
while a 60% response rate is considered good.

Instrument: The instrument consisted of two
parts. The first part collected demographic informa-
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tion. The second part listed 23 knowledge and skill

. S . Table 1. Demographic Information
items identified by Vandivort-Warren (1996).

Respondents were asked to indicate which of these Variable Frequency  Percentage*
knowledge and skill items were critically important G
. . . - ender
in their employment settings. Addmonally, TeSpOn- Female 52 %
dents were asked whether this item should be taught Male 14 23%
at the umiversity, at the agency, or collaboratively. Culture
The instrument was piloted using field supervi- African American 5 8%
sors and hospital-based utilization reviewers. On Caribbean/Black American 2 3%
average, the instrument took less than 15 minutes Asian/Pacific Islander 1 1%
to complete. An expert panel of social work educa- Hispanic 6 P
tors, practitioners, and organizational utilization White 32 7%
reviewers established face validity for all items. Educational Degree
Data Analysis: Survey items were at the norni- M5W 5 8%
. ‘s Other 7 11%
nal level and analyzed to determine variability ol e
within the sample and between the categories. To mp;ﬁ;];_f; 1::Jgﬁt 10 15%
describe the knowledge and skills that respondents Private-not%or profit 4l 6%
deemed important for social work educators, fre- Public 15 23%
quency distribution and Chi-square statistics were Primary Practice Setting
used. Further multivariate analyses were precluded Health-Inpatient 14 21%
because of the small sample size and the level of MH/Sub outpatient 12 18%
measurement used. Courts/justice 5 &%
Residential 9 14%
Findings Social service agency 23 35%
Demographics - Other 3 ail
Qibelman and Scherv.ish (1. 997) report that the Che“Ctshﬂ dren/adofescents 2 1%
typical NASW member is white (87.9%), female Familics 10 15%
{79.4%), and holds an MSW degree (85.5%). In Adults 14 21%
this descriptive study (N= 66), the majority of Older persons 7 1%
respondents were female (77%), white (77%), and Mixed 23 15%
held MSW degrees (85%). These characteristics are  Job Responsibilities
similar to those reported for NASW membership Administrative 16 24%
(Gibelman & Schervish, 1997). Supervisor/no clients 11 16%
Respondents worked in a wide range of agency Supervisor with clients 21 32:/“
settings, including mental health inpatient settings Front line 17 26 D/ 0
(21%), mental health outpatient settings (18%), Other , - l 24
A . o : . Years of Social Work Experience
court/justice system settings (8%), residential treat- Less than 2 5 8%
ment settings (14%), and social service agency set- 2.5 1 17%
tings (35%). Most respondents worked in private- 6-10 23 15%
not-for-profit settings (62%). 11-15 9 14%
The type of client served by the respondents was 16-20 8 12%
varied, with the majority (35%) working with vari- 21 or more 9 14%
ous types and ages of clientele. Forty percent of *Percentages may not total 100% due to missing data
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respondents were in administrative or supervisory
positions with no client-contact, 32% were in a
posttion with some client contact, and 26% were in
front-line positions. Seventy-five percent of respon-
dents had worked in the field for more than six
years. (See Table 1, page 17.)
Critically fmportant Knowledge and Skills

Several items were identified as being critically
important knowledge and skill items for current
service environments, including: cultural compe-
tence (79%), using systems thinking (77%), clinical
case management (65%), client participation in treat-
ment planning (64%), and practical research skilts
(58%). Table 2 provides detailed information regard-

ing the skill and knowledge items respondents iden-

tified as critically important for current service envi-
ronments, as well as their perception of where these

itemns should be mastered. (See Table 2.)

Chi-square statistics were computed for all skill
and knowledge items and the various employment
venues (private-for-profit, private-not-for-profit,
and public). Since these entailed 23 separate analy-
ses, and to control for family-wide error, the
Bonferroni technique was used to adjust the signif-
icance level. This adjustment is obtained by divid-
ing the generally agreed upon significance level of
0.05 by the number of separate analyses (23),
resulting in a new significance level of 0.00217.

Tahle 2 - Ratings of Knowledge & Skills as Critically Important & Where They Should Be Taught

Field Instructor’s Gritically Important Skill/Knowledge List University Agency Both

N % N % N % N %
Cultural competencies 52 79 53 80 5 8§ 8 12
Use systems thinking 51 77 50 76 5 8 11 17
Clinical case management 43 65 35 53 14 21 17 26
Client participation in treatment 42 64 32 49 18 27 16 24
Practical research skilis 38 58 44 67 4 6 18 27
Outcome measures 37 56 31 47 15 23 20 30
Economic realities of care 35 51 32 49 13 20 21 32
Nontraditional treatment settings 34 52 25 38 17 26 24 36
Outreach and accessing services 33 50 24 36 19 29 23 35
Knowledge of diagnostic acuity 32 49 30 46 13 20 23 35
Administrative roles in marketing 31 47 34 52 7 I 25 38
Diagnostic protocols 29 44 29 44 9 14 28 42
Computers/technology 29 44 20 30 19 29 27 41
Triad (client, payes, social worker) 26 19 23 35 15 23 28 42
Gate-keeping skills 20 3% 24 16 14 21 28 42
Contract negotiation 24 36 26 39 9 14 31 47
Best outcomes treatrment 2 33 25 38 8 12 33 50
Entreprencurial alliance building 22 33 23 35 10 15 33 50
Bridge payer relationships 20 30 16 24 15 23 35 53
Document for payers/triage 20 30 18 27 14 21 34 52
Knowledge of market forces 18 27 23 35 8 12 35 53
Utilization review knowledge 14 21 15 23 13 20 38 58
Manage capitated rates 13 20 13 20 16 24 37 56

18




Perceptions of Responsibility for the Acquisition of Skills and Knowledge In Current Service Environments

No statistically significant differences were found
between employment type and venue of instruction.
Chi-square statistics were employed to analyze
each knowledge and skill item and the variables of
practice setting, culture, vears of social work expe-
rience, and gender. Again, the Bonferroni technique
was used to adjust the significance level. No statis-
tics approached significance.

Discussion

Respondents identified several skills as critical-
ly important to current service delivery environ-
ments, including: cultural competency, systems
thinking, clinical case management, client partici-
pation in treatment planning, and practical research
skills. Most respondents indicated that the knowl-
edge and skill items of cultural competency, using
systems thinking, clinical case management, practi-
cal research skills, and administrative roles in mar-
keting are the responsibility of university educa-
tion. In general, knowledge and skill items that
were not perceived by most respondents as critical-
ly important were believed to be a shared responsi-
bility between the university and the agency.

In general, the knowledge and skill items identi-
fied as critically important in this descriptive
research are consistent with the work of Vandivort-
Warren (1996). As noted previously, Vandivort-
Warren (1996) identified a list of critically impor-
tant skills from work with social work focus
groups. In this study, nine (39%) of the items were
perceived as critically important by half or more of
the respondents. Knowledge and skills identified as
critically important from Vandivort-Warren's (1996)
list are broad and encompassing in scope.
Respondents agreed that social workers need
broad-based knowledge and skills, such as culiural
competency, systems thinking, clinical case man-
agement, practical research skills, outcome meas-
ures, and knowledge of the economic realities of
care options.

Vandivort-Warren (1996) found that of the 23
items identified as critically important, ten of these

tterns must be learned before practitioners can pro-
vide services to clients. These ten items have been
listed above. In this study, only four of these ten
itemns were perceived as critically important by
more than half of the respondents. These four
knowledge and skill items were practical research
skills, outcome measures, treatment in non-tradi-
tional treatment settings, and outreach and access-
mg services. Respondents were less clear about the
critical importance of diagnostic protocols, under-
standing the client-payer-social worker triad, and
perceiving treatment as the best outcomes in a cost-
conscious environment. This finding may be a
result of the small number of respondents working
in the private-for-profit sector.

Equally interesting are the skills that fell lower
in respondents’ rankings. Respondents did not seem
to agree overwhelmingly with the research of
Vandivort-Warren (1996) that knowledge of market
forces, utilization review knowledge, and manage-
ment of capitated rates were critically important.
This may, to some extent, be a result of the respon-
dents” employment setiing. Additionally, the
Bonferroni technique may have increased the prob-
ability of comrmitting a Type II error.

Managed care organizations indicate that practi-
tioners who plan to work in managed care environ-
ments or provide services to managed care sub-
scribers should possess the knowledge and skills
specific to these service delivery systems, and that
this knowledge and skill be incorporated as a part
of the educational curriculum or through continu-
ing education (Shueman & Shore, 1997). However,
these organizations wish to assume no responsibili-
ty for providing initial or ongoing education to
their employees, providers, or those associated with
providers. No doubt, the cost of education and
training may be at the core of this stance.
Respondents in this survey were not so clear that
educational responsibility fell to the school alone.
Interestingly, those items identified by respondents
as critically important were also identified as items
that the university had the primary responsibility to
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teach. Items perceived as less important by respon-
dents were more likely to be assigned to a collabora-
tive relationship between the university and the
agency. This collaborative relationship could con-
ceivably take the form of continuing education spon-
sored by professional organizations or universities,
This finding may also have important implications,
in that it may provide a methed to bridge what has
been identified as a lack of synergy between the
classroom portion of social work training and the
field setting (Voland et al, 1999). While much is
written in the literature regarding bridging this gap,
little is written about methods to do so. Finding ways
of maximizing collaboration in knowledge and skill
acquisition may provide the opportunity to strength-
en ties between educational programs and the pro-
fessionals who operate in practice settings. This
study indicates a willingness on the part of the
agency representatives to assist in that process.

Suggestions for Future Research/Limitations
Further studies are needed with both larger and
more representative samples. Undoubtedly, many
studies of social work educational needs and prac-
tice environments employ small sizes due to fiscal
constraints, Studies are needed that have larger and
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more representative samples in order to ensure gen-
eralizability and statistical power. As with all
anonymous self-report research, the potential of
selection bias is problematic, Researchers were
unable to contact non-respondents to determine dif-
ferences and reasons for non-responsiveness.

While this study is delimited to field instructors
in south Florida, other sources and perceptions of
critical skill and knowledge need to be studied,
including employers, educators, managed care
organizations, and new practitioners. Findings from
such studies would allow for comparisons from
multiple sources, as well as the establishment of
inter-rater reliability between sources.

(Given these limitations, some conclusions can
be drawn from the data, First, critically important
items in this study were also critically important
items for the focus-group participants in Vandivort-
Warren’s (1996) work. Additionally, the majority of
items were believed to require collaboration
between agencies and professional educators. These
findings lend empirical credibility, as well as a
strategy to engage both professional educators and
agencies in bridging the gap between the profession
and necessary service skills and knowledge.
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