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Statement of the Research Problem
Serious physical illness causes suffering and disruption to one’s life story (Brody,
2003; Kleinman, 1998). For social workers, the impact of illness can affect the
therapeutic process and alter clients’ experiences (Bula, 2000; Friedman, 1991; Guy,
1987; Morrison, 1997; Silver, 2001). Serious physical illnesses can have a profound
impact on a primary social work tool: the use of self (Baldwin, 2000; Chapman et al.,
2003; Satir & Baldwin, 1983; Woskett, 1999).
Advances in medicine have significantly changed the lived experiences and
management of illness states (Kleinman, 1998). Once debilitating treatments for serious
physical illnesses have improved, enabling people to accommodate interventions for both
chronic and acute illnesses while remaining employed. Social workers, an aging
population, are increasingly vulnerable to serious physical illnesses (National Association
of Social Workers (NASW) Center for Workforce Study, 2005). Those professionals who
remain employed while affected by serious physical illness have to consider the ways in
which their conditions might impact their interventions and roles, as well as the potential
for ethical violations and professional impairment.
The purpose of this mixed method research study was to explore the
circumstances of serious physical illness in social workers. The intention was to examine
alterations in professional use of self that might occur while remaining in practice and the
potential of such changes to be associated with behaviors identified with ethical
dilemmas and violations. Under the umbrella of social ecological theory, multiple
explanatory theories informed the inquiry, including the health beliefs model,
contemporary psychoanalytic theory, narrative theory, and ethical theories regarding
ethical dilemmas, dual relationships, maintenance of boundaries, and professional
impairment. The study was designed to address the following research questions:
1. What is the impact of serious physical illness on social workers’ use of self?
2. Do social workers who have been seriously physically ill encounter associated
ethical dilemmas, and if so, how are they managed?
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3. Do social workers who have been seriously physically ill report behaviors that are
associated with ethical violations or professional impairment, and, if so, which
behaviors?

Research Background
The term “use of self” covers a broad range of attributes, self-knowledge,
relational qualities, and self-disclosures the clinician brings to the therapeutic
relationship. Some consideration has been given to the effects of alcohol and substance
abuse (Fewell, King, & Weinstein, 1993; Siebert, 2003, 2005), pregnancy (Ashway,
1984; Fenster, Phillips, & Rapoport, 1986; Gerson, 1996), and depression (Siebert, 2004)
on social workers’ use of self. However, the link between serious physical illness,
changes in use of self, and impact on therapeutic process and clients’ experiences has
never been considered in the social work literature.
Most of the discourse concerning serious physical illness in mental health
professionals has been informed by psychoanalytic theory and written by analysts
(Schwartz & Silver, 1990). These reports use single case designs to illustrate the author’s
personal response to illness, how patients were managed, and the decision whether or not
to disclose their illness to patients (Abend, 1982; Dewald, 1982). There are few selfreports offered by social workers with no empirical evidence to suggest which theoretical
models or practice wisdom influence the decisions social workers make regarding
management of serious physical illness. Outside of a contribution by Morrison (1997)
offering insight into the potential of the therapist’s serious illness to enrich and inform the
therapy, a preponderance of the literature concerns counter-transference issues emerging
and shifting throughout the course of diagnosis, treatment, and recovery. The obvious
limitations with the literature are that contributions are only made by practitioners who
have opted to share the narrative of their experience, often an indicator of resolution of
the impact of illness (Brody, 2003)—and only with the degree of detail they have chosen
to share. While the focus of this study is on serious illnesses, defined as those that are
life-threatening, changes in use of self could also occur under less dire conditions,
including transitory illnesses that cause serious physical impairment while they are
treated but never reaching the level of being life-threatening (e.g., retina tears and certain
orthopedic injuries).
Each person’s response to serious illness is unique, influenced by social norms,
cultural and parental models of sick role behavior, and stigma (Kirmayer & Looper,
2006; Kleinman, 1998). Threats to body integrity, to life goals and to one’s sense of
immortality coupled with the unpredictability of serious physical illness can create
incoherence and significant challenges to a person’s sense of self (Goodheart & Lansing,
1997). The potential changes in roles, relationships, employment, family life, and
finances can compound loss of body integrity and shake the foundation of the self. For
many it is essential to maintain employment, reinforcing a sense of normalcy, and
minimizing the financial losses caused by time off, diminished workloads, and the
increased medical expenses that intensify the burden of illness (Goodheart & Lansing,
1997).
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Chronic illnesses, such as diabetes, cardio-vascular disease and lupus, may
exacerbate without warning, creating uncertainty (Frank, 1991). Other illnesses, such as
various cancers, present ordeals linked with coming in and out of remission. Serious
illnesses associated with aging can be accompanied by the co-morbid burden of loss of
acuity of the senses, as hearing, sight, and cognition decline. Buffeted by exhausting,
anxiety-provoking symptoms and medical treatments, people suffering serious illnesses
are vulnerable to losing their senses of humor, flexibility, and playful spirits (Goodheart
& Lansing, 1997). They are susceptible to scattered thinking, lack of depth and clarity,
and limited attention span and perception. Cognitive alterations, mood swings, profound
anxiety, preoccupation, and self-absorption may contribute to a disorganized and shifting
sense of self. Frustration, anger, and blame can be difficult to contain, impairing
judgment as these feelings frequently are projected onto others (Goodheart & Lansing,
1997). The potential for depression, self-pity, and spiritual crisis in an otherwise
mentally healthy, well-functioning person is high, considering the fortitude it takes to
retain a stable sense of self in the face of such difficulties (Maramaldi, Dungan, &
Poorvu, 2008).
On the other hand, Frank (1991) asserted that the experience of serious illness can
also result in renewed strength and value clarification. For seriously ill people,
connecting to others in a caretaking role, such as through social work, can be stabilizing.
Continuing to help others may refocus people’s core values; reasons for living can
become clearer when one faces the potential for death. Frank contended that with the reevaluation of life principles and increased desire to accomplish cherished goals, people
often use periods of remission and wellness with re-invigorated enthusiasm and wisdom.
If the diagnosis of an illness emerges over time, clinicians have opportunity to
prepare for absences, preoccupation, and emotional responses that might interrupt their
work. Most often, acute illnesses do not offer the possibility for carefully considered
reactions or time to explore best evidence practices. Therefore, many serious physical
illnesses have the potential to create ethical dilemmas for social workers who continue in
direct practice (Reamer, 2001).
It has been argued that the personhood of the clinician is so vital that the
disorganization in sense of self caused by the physical, cognitive, and emotional
manifestations of serious illness cannot be kept out of the therapeutic relationship
(Baldwin, 2000; Brothers, 2000). Guy (1987) pointed to the question of self-disclosure
as the main quandary that therapists of all disciplines confront when faced with a serious
illness. Yet serious illness can result in other ethical dilemmas associated with threats to
the therapeutic alliance, transference and countertransference disturbances, boundary
crossings, and violations and behaviors that are indicative of professional impairment
(Guy, 1987; Reamer, 1992; Seibert, 2004).
Ethical dilemmas occur when a worker has to choose between two competing
values or two or more contradictory but relevant ethical alternatives, and they may occur
in several facets of social work (Reamer, 2001). Ethical problems force the question:
What is the right choice for a worker to avoid unethical behaviors in a given situation?
Certainly not all clinicians who suffer from serious physical illnesses will ever
experience boundary violations or become professionally impaired. Several factors can
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create resiliencies to violations and impairment: the experience of the worker, the use of
theory and best practice evidence, previous training in ethics, and the availability of
supervision. Further, a personal support network, financial resources, spirituality, and the
presence of a spiritual community can enhance coping (Canda & Furman, 1999;
Goodheart & Lansing, 1997). Yet ordinary life stressors—other concurrent life crises,
job stress, alcohol or drug abuse, financial concerns, divorced or single marital status,
comorbid psychiatric disorders, and aging— may exacerbate the psychosocial impact of
illness.
Social workers have gradually addressed these factors contributing to professional
impairment (Reamer, 1992). Currently the NASW Code of Ethics, (2008) places the
impact of serious illness under the category of professional impairment. NASW
estimates that at least 20% of all social workers suffer from professional impairment at
any one time (Social Work Speaks, 2002-3), compromising client care, and affecting
clients’ rights and the effectiveness of the treatment provided. Social workers who
practice while impaired are at increased risk of unethical conduct such as boundary
violations and malpractice (Houston-Vega & Nuehring, 1997). Further, the stressors
related to professional impairment can influence the essential social work skills of
empathy, perception, and objectivity (Social Work Speaks, 2002-3). Such pressures can
lead to insufficient record keeping or follow through, excessive dependence on
reimbursement, and billing errors (Strom-Gottfried, 2000).
Although medicine, nursing, pharmacy, and dentistry fields have fitness-topractice standards that guide them in fulfilling such an obligation, social work does not
(Allen, 2005; Floyd, Myszka, & Orr, 1998; Orr, 1997; Stadler et al, 1988). The
guidelines from regulatory boards and professional organizations and the Code of Ethics
(2008) leave it up to either the judgment of the social workers themselves or their
professional colleagues to recognize impairment.
Reamer (2001) advocated that social workers should be willing to approach
colleagues who appear to be impaired, to discuss their concerns and possible remedies.
He asserted that social workers who are aware of their own impairment have an ethical
obligation to take action to remedy their situations, including consultation, professional
help, and altering practices. While professional colleagues are encouraged to address
and/or report professional impairment, NASW studies indicated many workers were
reluctant to interfere in the lives of their troubled colleagues (Elpers, 1992). Fear of
disrupting collegial relationships might result in large numbers of underreported cases
and incidents where clients are continuing to be treated by social workers who are
impaired (Reamer, 1992).

Methodology
The study utilized the Concurrent, Convergence, Triangulation, mixed method
Design (Tashakkori & Teddlie, 1998). In a single, concurrent phase of data collection,
this study weighted the qualitative data, specifically text related to participants’
experiences in continuing their social work employment while undergoing a serious
physical illness. The quantitative data, derived from an online survey instrument
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completed at the end of each interview, offered an additional means of exploring
questions theoretically linked to the qualitative segment.
Participants included social workers licensed to practice independently (LICSWs)
in Massachusetts who had experienced a serious physical illness within the past three
years, but not less than one year ago, and remained employed. The sampling technique
used was non-random, purposeful sampling, employing a combination of convenience
and snowball sampling.
Each participant’s illness narrative was explored in detail in the qualitative
portion of data collection. The semi-structured interview guide had seven questions
related to health beliefs, including the perceived susceptibility to illness, the need to plan
for the potential for serious physical illness, and responses to the perceived threat of the
illness. The quantitative survey portion that included a nine-item Impact of Illness Scale
(IIS) (Devins et al., 1993) supported the answers these questions. Responses indicated
the participants’ perceptions of their limitations in nine areas of daily functioning,
including involvement in satisfying relationships, capacity to work or study, involvement
in enjoyable recreational activities, ability to fulfill social and religious obligations,
capacity to meet family obligations and expectations, capacity to conduct routine chores,
ability to attend to personal daily needs, general mobility, and the capacity to think about
or attend to other things than the illness (Klimidis et al., 2001). The instrument has been
evaluated favorably for reliability, validity, and cross-cultural applicability (Klimidis et
al., 2001).
One section of the survey, developed by the researcher, explored participants’
perceptions of the changes in their use of self with clients. The measure retained the
same four-point Likert scale and used the same language and question structure as in the
IIS (Devins et al., 1993), which would be familiar to the participants. To increase
validity and reliability, in May 2009, this part of the survey was piloted by email to all
full-time and adjunct faculty who had taught Practice at the Simmons College School of
Social Work in the past two years (n = 15). Eight people responded to the email. Based
on the feedback of the faculty, the questionnaire items were revised to enhance clarity of
the terms.
A choice was made to limit the number of questions around ethical dilemmas
during the qualitative portion of the data collection. Siebert (2004) developed an
operational definition of professional impairment that was examined as part of a
descriptive survey of North Carolina social workers’ work and wellbeing. Permission
was obtained to use Seibert’s survey instrument question, employing a five-point Likert
scale to explore the behaviors associated with professional impairment in the quantitative
portion of this exploration (personal communication, D. Seibert, August 21, 2009). Pope,
Tabachnick, and Keith-Spiegel (1987) successfully tested this question in a study of
psychologists’ ethical behaviors. Sixteen items that might relate to the situation of social
workers experiencing serious physical illnesses were utilized. The question began with
“Have your health problems EVER caused you to….” The entire protocol, including both
the interview and the survey portions, was piloted with a faculty member Simmons
College School of Social Work who met the criteria for the study.
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Results were analyzed simultaneously and converged by comparing data during
the analysis to gain a fuller understanding of the variables: changes in use of self, ethical
dilemmas, and the potential ethical violations, including professional impairment
(Creswell & Clark, 2007). Embedded within the Concurrent Triangulation Design, the
researcher utilized a combination of both Narrative and Case Study approaches to
qualitative data analysis, as described by Creswell (2007). These approaches allowed the
researcher to create and organize the data files, describe the data, identify the stories and
establish themes and patterns (Creswell, 2007). Peer review with a research assistant who
coded the data separately and created memos containing her own responses to each
interview, was indispensible in confirming the validity of both the codes that were
derived from the theoretical framework and the in vivo coding.
As the coding neared completion, the researcher began to create case summaries.
Concurrent with the qualitative data analysis, quantitative data analysis occurred. The
material and information from the surveys, particularly the demographic and impact of
illness scales, were woven into the introductions to the case summaries.

Results
The sample was made up of 16 participants: 15 females and 1 male between the
ages of 43 and 79, with a mean age of 53.12. The participants experienced a wide range
of illnesses, including four cancers, one heart disease, and ten other illnesses. The
findings support the literature in that social workers are a population vulnerable to
vicissitudes of aging, including increases in major medical illness and the onset of
chronic illness (Guy et al.,1989; Seibert, 2004). Half of the study’s sample (n = 8) was
diagnosed between 45-55, confirming that this age bracket is a particularly vulnerable
time of life. The majority of the participants were diagnosed with their illnesses between
the ages of 45-55, with the largest number, (n = 5, 31.3%) between ages 55-60.
Seven participants (43%) reported learning about social work ethics through
continuing education courses, four (25%) had courses in their graduate school programs,
one (6%) reported some training on the job, and four (25%) reported no ethics education
or training at all.
Participants spoke of the increased resiliency that comes of surviving a serious
physical illness. Several mentioned an increased ability to recognize medical problems in
clients. Many participants felt that their illness experiences would make them more
sensitive, empathic clinicians in the future.
The primary result of this study indicated that most of the participants who had
serious physical illnesses underwent challenges and changes to their sense of self from
the moment of diagnosis. While results confirmed both a tendency to deny this impact of
illness and a wish for things to remain the same, accommodating the presence of illness
ultimately required accommodations that altered the sense of self. Illness behaviors, such
as monitoring, appraising, and worrying about illness are time consuming and
preoccupying (Frank, 1991). 14 participants (87.6%) found their capacity to think about
or attend to issues other than their illnesses or problems had been reduced either “a little”
or “very much” by their illnesses or problems (Figure 1). Sarah described feeling alone,
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ass her colleag
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had 2 part-time positions: a part-time faculty advisor to 15 students for the field
department of a local graduate school of social work and a consultant for a senior care
company, where she was assigned to two nursing homes. Jane had no plan for back-up or
someone to cover her clients with whom she had regular communication about them.
When Jane was ill she was out for months and her clients had no communication about
where she was or what had happened to her. Only that they could see the psychiatrist on
call until she returned.
Barb had a seizure and found she had a brain tumor. From the emergency ward
she assigned her 18 clients to four colleagues. The others were divided depending “on
the clients and who they were”. Barb states she wrote out a script for her husband to give
to her colleagues, telling them what had happened and what she wanted her clients to
hear, and her clients learned about her absence through her colleagues.
I didn’t know how much to tell them. Because nobody tells you how to
deal with stuff like this. And I thought, what do I tell them? What do they
need to know? (Barb)
The issue of what to tell clients in when one has a serious physical illness can
interfere with the aspect of use of self that involves authenticity. The alternative of lack
of full disclosure was terribly upsetting to Melissa, whose agency advised her strongly
against self-disclosure.
I said I had a family emergency and I had to stay out, because I was
advised not to say anything. So I felt like I was telling a lie, and it felt
really—I was being inauthentic with people that I had been really straight
with and honest with. (Melissa)
Self-disclosure, a key component of use of self, often created an ethical dilemma
for participants. Some participants became stricter about boundaries and some became
more open in their use of self. Decisions about self-disclosure were not always within
the workers’ control; many participants reported inadvertent or inescapable selfdisclosures. It is important to note the decisions workers make are based on their own
self-assessments at a time when the need to see oneself as “well” is often critical to
“doing well” and fighting illness. (81%) reported obvious physical markers of illness
such as extreme fatigue, weight loss of 20 pounds (or more), pallor, hair loss, wigs, or the
use of assistive devices such as canes or walkers that clients could not help but notice.
These markers are considered inescapable self-disclosures. In contrast, only 37.5%
acknowledged that aspects of their medical situation were either fully or very much
noticeable to their clients (Figure 2).
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Figure 2. Extent Medical
Me
Situattion Obviouss to Clients

Thirty
y-one percen
nt of the participants repoorted incidennts of inadveertent selfdisclosures (F
Figure 3). In
nadvertent seelf-disclosurres may be uunintended annd occur outt of
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he clinician’s control (Piizer, 1997). Sarah report
rted being caared for in thhe post-surgeery
reecovery room
m by her clieent’s partnerr, and she theen assumed her client knnew about heer
illlness. Such inadvertent self -disclossures were aall linked witth ethical dillemmas.
Figuree 3. Extent Clients
C
Inadveertently Disccover Aspects of Medicaal Situation
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xample, Allison, who wo
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w
I went through thiss process of trying to be able to
stand up, and I scaared the life out of him.
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Participants also reported negative changes in their use of self due to illness,
including diminished energy levels that interfered with clinical work, and becoming less
tolerant of clients who participants felt were wasting precious time. For many, this
balance of taking care of themselves and others was challenging, and led to transferring
clients who were burdensome or took too much energy, were insufficiently responsive, or
required outreach. Countertransference feelings heightened for many participants.
Diverse work environments contributed to some of the stress of adjusting to serious
physical illness while remaining employed. Compelled by financial situations, several
participants in private practice returned to work before they were physically ready.
I had to tell people that. Like, you know, “I’m not able to smile. I’m not
mad at you. I may look like I’m mad at you, or I’m not—I’m disinterred,
[evidence of lingering speech difficulties] but I can’t smile, or I can’t—my
mouth doesn’t move the way it used to move.” (Jane)
The most important finding of this study was that usually reasonable, prudent,
ordinary social workers, under the condition of serious physical illnesses, experienced
ethical dilemmas that could impair their judgment, even for a moment. There was only
one example of a participant being confronted by coworkers regarding her impairment.
The results of this study indicated that some participants were working while clearly
impaired. Further, participants engaged in boundary crossings, dual relationships,
conflicts of interests, and interruptions of services.
In several instances, competent clinicians, whose narratives illustrated they had
managed their illnesses quite well while remaining in practice, seemed to have at least a
single case that left them wondering whether they had been “good enough” for their
clients. Workers felt confused about what was good enough. The stories highlighted the
dilemma of when a clinician is feeling too compromised to be of value to the client;
Some narratives reveal the ethical dilemma of paternalism and clinicians’ urges to protect
clients versus the NASW Code of Ethics’ mandate for self-determination, alluding to
clients’ rights to know and choose whether to participate in treatment with a therapist
who is ill. Others highlight instances in which the participants found clients they no
longer felt they could work with, those persons who sapped the participants’ strength, and
for whom the clinicians lost the energy to stay with the work. Twenty five percent of the
sample stated that they had provided inadequate client care 4 or more times, 12 % said 6
or more times. 43% said they had provided less than their best work 6 or more times.
One person admitted having been confronted by a co-worker 6 or more times and 2 said 2
or 3 times (Figure 4).
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Figuree 4 Evidencee of Professiional Impairrment Causedd by Health Problems
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(HBM), which indicates that people take preventative actions based on their perceived
susceptibility to an illness (Janz et al., 2002). Almost all of the workers reported a low
level of perceived risk of illness. Even social workers who are employed in agency
settings need to ensure their superiors have thoughtful emergency plans in case of
emergency illnesses or sudden death. Records should be kept up to date and be accessible
to the person covering in case of an emergency.
Social workers who experience serious physical illnesses and remain employed
must receive formal supervision. Peer supervision and informal arrangements with likeminded colleagues appear to be inadequate to process the complex personal responses,
transference and countertransference feelings associated with this phenomenon (Dewald,
1990). Ideally, social workers who recognize a colleague’s professional impairment
would responsibly address the problem through direct communication with said impaired
colleague or by reporting it to professional organizations or regulatory boards. However,
most workers would not do follow-through without instruction, mandate, or civil
protection, in part due to reluctance to interfere in the lives of their troubled colleagues or
fear about disrupting collegial relationships (Reamer, 1992). Civil immunity laws that
would protect potential reporters of professional impairment do not exist. While social
workers receive training in how to report child and elder abuse there is no training
available for the reporting of professional impairment. Practitioners have then been
burdened with the enormous responsibility for their own actions, to recognize their
difficulties, adhere to professional standards of care, and to take the initiative to resolve
the impact of impairment—all on their own.

12

25th National Symposium on Doctoral Research in Social Work

References
Abend, S. M. (1982). Serious illness in the analyst: Countertransference considerations.
Journal of American Psychoanalytic Association, 30, pp. 365-379.
Allen, D. (2005). Fatigue, stress and fitness to practice. Alberta RN, 61(8), pp. 8-9.
Ashway, J. A. (1984). A therapist's pregnancy: An opportunity for conflict resolution and
growth in the treatment of children. Clinical Social Work Journal, 12(1), 3-17.
Baldwin, M. (Ed.) (2000). The use of self in therapy (2nd ed.). Binghamton, N.Y.: The
Haworth Press.
Brothers, B. J. (Ed.) (2000). The personhood of the therapist. New York: The Haworth
Press.
Brody, H. (2003). Stories of sickness (2nd ed. a). New York: Oxford University Press.
Bula, J. F. (2000). Differential use of self by therapists following their own trauma
experiences. In Baldwin, M. (Ed.), The Use of Self in Therapy (pp. 213-243).
Binghamton, N.Y.: The Haworth Press.
Canda, E., & Furman, L. D. (1999). Spiritual diversity in social work practice: The heart
of helping. New York: Free Press.
Chapman, M.V., Oppenheim, S., Shibusawa, T. & Jackson, H. (2003). What we bring to
practice: teaching students about professional use of self. Journal of Teaching in
Social Work. 23(3/4), pp. 3-14.
Creswell, J.W. (2007). Qualitative inquiry and research design, 2nd ed. Thousand Oaks,
CA.: Sage Publications.
Creswell. J.W. & Clark, V.P. (2007). Designing and conduction mixed method research.
Thousand Oaks, CA.: Sage Publications.
Devins, G. M., Edworthy, S. M., Seland, T. P., Klein, G. M., Paul, L. C., & Mandin, H.
(1993). Difference in illness intrusiveness across rheumatoid arthritis, end -stage
renal disease, and multiple sclerosis. Journal of Nervous and Mental Disease,
186, pp. 377-381.
Dewald, P. A. (1982). Serious illness in the analyst: Transference,
countertransference, and reality responses. Journal of the American
Psychoanalytic Association, 30, pp. 347-363.
_____, (1990). Serious illness in the analyst. Schwartz, H.J., Silver, A.-L. S., (Eds.)
(1990). Illness in the analyst: Implications for the treatment relationship. CT:
International Universities Press.
Elpers, K. (1992). Social work impairment: A statewide survey of the National
Association of Social Workers. Evansville, IN: Author.
Fewell, C.H., King, B.L., & Weinstein, D.L. (1993). Alcohol and other drug abuse
among social work colleagues and their families: Impact on practice. Social Work,
38(5), pp. 565-570.

13

Nancy Levitan Poorvu

Fenster, S., Phillips, S., Rapoport, E. (1986). The therapist’s pregnancy: Intrusion in the
analytic space. Hillsdale, NJ: The Analytic Press.
Floyd, M., Myszka, M.T. & Orr, P. (1998). Licensed psychologists’ knowledge and
utilization of a state association colleague assistance committee. Professional
Psychology: Research and Practice, 29(6), pp. 594-598.
Frank, A.W. (1991). At the will of the body: Reflections on illness. Boston: Houghton
Mifflin.
Friedman, G. (1991). Impact of a therapist's life-threatening illness on the therapeutic
situation. Contemporary Psychoanalysis, 27(3), pp. 405-421.
Gerson, B. E. (Ed.). (1996). The therapist as a person; life crises, life choices, life
experiences, and their effects on treatment. Hillsdale, NJ: Analytic Press.
Goodheart, C.D. & Lansing, M.H. (1997). Treating people with chronic disease: A
psychological guide. Washington, DC: American Psychological Association.
Guy, J. (1987). The personal life of the psychotherapist. New York: John Wiley & Sons.
Houston-Vega, M.K., & Nuehring, E.M., (Eds.), with E. Daguio. (1997). Prudent
practice: A guide for managing malpractice. Washington, D.C.: NASW Press.
Janz, N.K., Champion, V.L., Strecher, V.J. (2002). The health belief model. In Glanz, K.,
Rimer, B.K. & Lewis, F.M. (Ed.), Health behavior & health education (3rd ed.,
pp. 45-66). San Francisco: Jossey-Bass.
Kirmayer, L. J. & Looper, K.J. (2006). Abnormal illness behaviour: Physiological,
psychological and social dimensions of coping with distress. Current Opinion in
Psychiatry, 19(1), 54-60.
Kleinman, A. (1988). The illness narratives: Suffering, healing & the human condition.
New York: Basic Books.
Klimidis, S., Minas, I. H., & Yamamoto, K. (2001). Impact of illness scale: Reliability,
validity, and cross-cultural utility. Comprehensive Psychiatry, 42(5), 416-423.
Maramaldi, P., Dungan, S. & Poorvu, N.L. (2008). Cancer treatments. Journal of
Gerentological Social Work, 50 (S1).
Morrison, A. L. (1997). Ten years of doing psychotherapy while living with a lifethreatening illness. Psychoanalytic Dialogues, 7(2), 225-241.
National Association of Social Workers (2008). Code of Ethics. Washington, D.C.:
NASW Press.
______(2005). Assuring the sufficiency of a frontline workforce: A national study of
licensed social workers, Preliminary report. Center for Workforce Studies,
March, 2005. Retrieved from
www.naswdc.org/resources/workdforece/files/NASW_SWCassuring-3.pdf,
December 12, 2005.
______(2003). Social Work Speaks, National Association of Social Workers Policy
Statements, 2000-2003. Washington, D.C.: NASW Press.

14

25th National Symposium on Doctoral Research in Social Work

Orr, P. (1997). Psychology impaired? Professional Psychology: Research and Practice,
28(3), 293-296.
Pizer, B. (1997). When the analyst is ill: Dimensions of self-disclosure. Psychoanalytic
Quarterly, 66, 450.
Pope, K.S., Tabachnick, B.G. & Keith-Spiegel, P., (1987). Ethics of practice: The beliefs
and behaviors of psychologists as therapists. American Psychologist, 42, pp. 9931006.
Reamer, F.G. (1992). The Impaired Social Worker, Social Work, 37(2), pp. 165-170.
______(1998). The Evolution of Social Work Ethics, Social Work, 43(6), pp. 488-501.
______(2001). The Social Work Ethics Audit: A Risk Management Strategy, Social
Work, 45(4), pp. 355-366.
Satir, V. & Baldwin, M. (1983). Satir step by step : A guide to creating change in
families. In Blockley, R. and Garratt, S. (Ed.). Palo Alto: Science and Behavior
Books.
Schwartz, H.J., Silver, A.-L. S., (Eds.) (1990). Illness in the analyst: Implications for the
treatment relationship. CT: International Universities Press.
Siebert, D.C., (2003). Denial of AOD use: An issue for social workers and the profession.
Health and Social Work, 28(2), pp. 89-97.
______(2004). Depression in North Carolina social workers: Implications for practice
and research. Social Work Research, 28(1), 30-40
______(2005). Help seeking for AOD misuse among social workers: Patterns, barriers,
and implications. Social Work, 50(1), 65.
Silver, A.-L. S. (2001). Facing mortality while treating patients: A plea for a measure of
authenticity. The Journal of the American Academy of Psychoanalysis, 29(1), 43.
Stadler, H. A. et al. (1988). Impairment: Implications for the counseling profession.
Journal of Counseling and Development, 66.
Strom-Gottfried, K. (2000). Ensuring ethical practice: An examination of NASW
violations, 1986-97. Social Work, 45(3).
Tashakkori, A. & Teddlie, C. (1998). Mixed methodology: Combining qualitative and
quantitative approaches. Thousand Oaks, CA: Sage Publications.
Wosket, V. (1999). The therapeutic use of self: Counselling practice, research and
supervision. Hove and New York: Brunner-Routledge.

15

