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Letter from the Chair
P R I VAT E

NASW Practice
& Professional
Development Blog
Where can you find the latest
information posting about social
work practice? Visit the NASW
Practice and Professional
Development Blog. Designed for
NASW Section members and social
workers in practice, it offers trending
topics, valuable resources, and
professional development
opportunities. Learn more at
www.socialworkblog.org/practiceand-professional-development/.

SECTION
CONNECTION

P R A C T I C E

How will the Affordable Care Act affect my private practice? How can I use the new DSM-5 diagnostic
categories for my clients’ best interests? What does the update to HIPAA mean for the way I deal with
my clients’ records? I know the psychotherapy codes in use ever since I went into private practice have
changed, but where can I find the latest information?
Many social workers go into private practice for the independence and the ability to provide help outside
the constraints of organizations. However, practicing autonomously and separate from large programs can
be isolating. The NASW—and the Private Practice Section in particular—offer a buffer to that isolation.
Many of the questions you have, including those in the first paragraph, have been answered either in this
newsletter or through NASW’s continuing education offerings.
In this issue, Jerry Wakefield addresses changes in the DSM-5. This is the second installment of a three-part
series. The first installment can be found in the summer 2013 Private Practice Section Connection. Julie
Hanks addresses a timely and continually evolving facet of technology: social media. She discusses
considerations for social workers as they negotiate their interactions online. Finally, Donna Maglio, a
private practitioner in Virginia, discusses the use of equine-assisted psychotherapy. The range of topics
presented in this newsletter highlights our commitment to providing relevant and timely practice information.
If you have other topics you’d like to see this newsletter address, send us your suggestions or
article submissions. Thank you.
Randy Magen, PhD, ACSW
Anchorage, Alaska

750 First Street NE, Suite 700
Washington, DC 20002-4241
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All Rights Reserved.
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DSM-5 CHANGES AND
CONTROVERSIES: The

Headline News, Part 2
JEROME C. WAKEFIELD, PHD, DSW
What is new in the DSM-5, why
was it changed, and why are
some of the changes so
controversial? In part 1 of this
three-part review of the DSM-5,
I surveyed changes in the
metastructure and organization
of the manual, including the
elimination of the multiaxial
system and the regrouping of
disorders in a different chapter
structure. I then began a highly
selective survey of some of the
most controversial new
categories and the most
important changes to the

diagnostic criteria for existing
categories. In part 2, I complete
my selective survey. In a
forthcoming part 3, I will
consider in more detail the one
area where changes have
garnered the most controversy:
depressive and grief disorders.
OBSESSIVE–COMPULSIVE
AND RELATED DISORDERS
The new category of “hoarding
disorder” is diagnosed when
an individual accumulates
possessions he or she has
difficulty discarding even when

they lack value, and the
accumulation reaches a point that
living areas are compromised
and cannot serve their intended
use. Although hoarding was a
possible symptom of DSM-IV
obsessive–compulsive disorder
(OCD), many clearly
pathological hoarders do not
meet OCD criteria. Moreover,
hoarding sometimes represents
a health or safety hazard (e.g.,
apartment floors have collapsed
due to excessive weight). So,
the introduction of such a
diagnosis makes sense. The

issue is over diagnosis—who
determines an item’s value? In
an interesting twist, to prevent
missing cases, the criteria
specify that even if the living
area is uncluttered, the disorder
can still be diagnosed if such
usability is only due to the
efforts of someone else (e.g., a
spouse or cleaning person). So,
if your spouse cleans up after
you, you are not off the hook!
One can easily imagine this
disorder playing a prominent
part in diagnostic “blaming” in
marital couples therapy.

drug problems do not receive treatment.
TRAUMA- AND STRESSRELATED DISORDER
The nature of traumatic stressors
that are so extreme and outside
usual experience that they are
likely to produce pathological
reactions has been controversial
ever since post-traumatic stress
disorder (PTSD) was placed into
the DSM. The DSM-5 revision of
PTSD attempts to reconceptualize
the nature of traumatic stressors
to more validly distinguish PTSD
from more general types of
negative emotional reactions to
learning of negative events
(criterion A1). The concern to
clarify the nature of traumatic
stressors was prompted in
particular by debate over
widespread PTSD diagnoses
applied to the reactions of
people in distant cities to the
televised coverage of the World
Trade Center attack in New
York. DSM-IV required that an
individual “experienced,
witnessed, or was confronted
with” the traumatic event(s),
which had to involve “actual or
threatened death or serious
injury, or a threat to the physical
integrity of self or others.”
“Confrontation” clearly was
intended to go beyond
experiencing or witnessing,
which were interpreted as
personally experiencing or
witnessing. Thus, the
“confrontation” criterion seemed
to allow televised coverage of
disasters to qualify as traumatic
stressors; to many critics, this
seemed to diminish the
meaningfulness and point of the
diagnosis. Indeed, studies show
that mild PTSD-like symptoms
may be common in people
reacting to experiences as
mundane as seeing an upsetting
movie, so a plausible dividing
line is crucial to retaining the
idea of PTSD as a pathology due
to an overwhelming stressor

that is too much for normal
psychological processes to
handle.
The DSM-5 attempts to tighten
and clarify the traumatic
stressor criteria to prevent false
positive diagnoses but in doing
so manages to create some
new concerns as well. In DSM5, a traumatic stressor must
involve actual or threatened
death, serious injury, or sexual
violation, a definition that is
somewhat clearer than DSM-IV
criteria. The DSM-5 also clarifies
the “experienced or witnessed”
criteria by specifying clearly
that the individual “directly”
experiences or witnesses “in
person” the traumatic event. As
to the problematic “confronted
with” option, it is now limited to
learning that a traumatic event
happened to a close family
member or friend and, in cases
of actual or threatened death, it
must have been violent or
accidental rather than due to
other more expectable
circumstances. This distinction
eliminates televised disasters
involving strangers as well as
simply learning of a loved one’s
death due to disease.
However, the DSM-5 also
attempts to address a “false
negatives” problem. Some
individuals are repeatedly,
indirectly exposed to traumatic
stressors as part of their work or
for other reasons; examples
include police officers or social
workers who investigate extreme
cases of child abuse or who are
exposed to first responders’
descriptions of carnage. To
allow diagnosis in such cases,
DSM-5 adds a fourth possible
way to meet the traumatic
stressor criterion, namely that
the individual experiences “firsthand repeated or extreme

exposure to aversive details of
the traumatic event (not through
media, pictures, television or
movies unless work-related).”
So, watching televised news
reports might qualify if it is part
of a job (e.g., a news technician
who monitors coverage), and
hearing about the acts might
qualify if one is, say, a therapist
who treats victims of abuse and
repeatedly hears the details.
The vagueness and potential
expansiveness of this criterion
appears to undermine much of
the work that went into clarifying
and narrowing the other criteria.
Another major change is that
because PTSD is no longer
conceptualized as an anxiety
disorder, criteria for traumatic
stressors will no longer require
DSM-IV’s criterion A2, requiring
a specific type of initial
emotional reaction (intense
fear, helplessness, or horror) to
the stressor. Such reactions, as
opposed, for example, to
dysphoria or no initial reaction
at all—as in first responders or
military personnel who are
trained to be task-focused and
to respond professionally no
matter what they witness—have
not been found to be crucial in
predicting PTSD symptom
formation. Critics suggest that the
elimination of the requirement
of an intense negative emotional
reaction opens the door to false
positive diagnoses and that, if
needed, a targeted exclusion
for military and first-responder
personnel would have been
preferable to eliminating all
emotional response requirements.
For example, a study of women’s
responses to childbirth suggests
that without the negative
emotional reaction requirement,
many mothers’ responses to the
birth experience might qualify
for PTSD diagnosis.

PTSD symptom criteria are
elaborated somewhat and
expanded from three to four
groups: re-experiencing,
avoidance, persistent negative
alterations in mood and
cognition, and arousal.
Reduced diagnostic thresholds
are provided for children under
six years old.
SOMATIC SYMPTOM AND
RELATED DISORDERS
A controversial change allows
diagnosis of somatic symptom
disorder not only when an
individual is experiencing
multiple physically unexplained
symptoms, but even when an
individual is overly concerned
about actual medically
explainable symptoms. Critics
argue and studies suggest that
a large percentage of anxious
physically ill individuals will now
qualify for psychiatric diagnosis.
FEEDING AND EATING
DISORDERS
For anorexia nervosa, the
amenorrhea criterion is
eliminated.
A controversial new category,
“binge eating disorder,” has
been upgraded to full disorder
status from its listing in
“conditions for further study” in
DSM-IV. The criteria require
rapidly eating more than is
comfortable or usual,
accompanied by a sense of loss
of control and other negative
feelings such as shame, distress,
or self-disgust. Critics dismiss
this as “bar mitzvah and wedding
disorder,” and the prevalence is
likely to be substantial (estimated
conservatively at 5 percent of
the population over a lifetime).
However, research does show
that the symptoms correlate up
to a point with various other
problems.

SLEEP-WAKE DISORDERS
My favorite commonsense
change in the DSM-5 is the
addition to insomnia disorder
(formerly “primary insomnia”) of
the criterion “The sleep difficulty
occurs despite adequate
opportunity for sleep.” There
was no such provision in DSMIV, so, for example, you could
be diagnosed if your neighbor
kept you awake until 4 AM or
(like my mother) you were an
immigrant who lived near the
East River on the Lower East
Side of New York in the days
when foghorns frequently loudly
blared during the night and
repeatedly jolted you awake.

not disordered does not constitute
a mental disorder unless it
reaches major depression
levels. The same two-step
process may be occurring to
gender identity disorder.

GENDER DYSPHORIA
Gender identity disorder has
been taken out of the sexual
disorders chapter, given its own
chapter, and renamed “gender
dysphoria”—ways of distancing
this condition from the “disorder”
label. On the other hand, it was
thought imprudent to eliminate
this condition from the manual
because of the frequent need by
gender dysphoric individuals
for a medical diagnosis to
justify medical reimbursement
for surgery or other medical
procedures related to sex
reassignment. In addition to
reducing stigma and retaining
access to medical treatment,
the new name is supposed to
emphasize “gender
incongruence” rather than
cross-gender identification, per
se; however, the criteria are not
very different. All of this is a lot
of burden to place on what is
primarily a semantic change.
But when homosexuality was
changed to ego-dystonic
homosexuality, that shift
portended the elimination of
homosexuality completely from
the manual because, logically,
the fact that one feels dysphoric
about something that in itself is

SUBSTANCE-RELATED AND
ADDICTIVE DISORDERS
The former “Substance-Related
Disorders” chapter is renamed
“Substance Use and Addictive
Disorders” because it has been
expanded to include “behavioral
addictions.” Only one behavioral
addiction, gambling disorder,
is included so far. However, a
second behavioral addiction,
Internet gaming disorder, has
been added to section 3 for
further study, and additional
potential behavioral addictions
are waiting in the wings. Critics
charge that this expansion to
behavioral addictions allows us
to pathologize anything people
strongly desire and opens the
door to social control.

DISRUPTIVE, IMPULSECONTROL, AND CONDUCT
DISORDERS
In DSM-IV, intermittent explosive
disorder criteria required serious
assaultive acts or destruction
of property. In DSM-5, the
requirement has been
weakened to allow for verbal
aggression and nondestructive,
nonassaultive physical
aggressiveness.

The substance use disorder
categories have been radically
reformulated in DSM-5. As you
know, in DSM-IV there were two
main substance use disorders:
dependence and abuse.
Dependence required three out
of seven specified symptoms
designed to measure out-ofcontrol use. Abuse required just
one out of four symptoms
indicating harmful use, such as
hazardous use (e.g., driving

while intoxicated) and
interpersonal problems (e.g.,
arguing with your spouse about
alcohol use). In DSM-5, the
abuse and dependence
categories have been eliminated;
there is just one primary disorder,
“substance use disorder,”
applied to each substance, and
requiring any two or more out
of 11 specified symptoms.
This change had several roots.
First, whereas dependence has
a pretty good track record in
terms of validity, abuse—
however problematic and
worthy of social intervention it
may be—often remits, does not
necessarily lead to dependence,
and on its face looks like a V
Code, not a psychiatric disorder;
one need not have a mental
disorder to argue with one’s
spouse about drinking or to drive
home from parties intoxicated.
So, one idea was to eliminate
this weak category. However,
rather than simply jettisoning
abuse because of its weak
criteria, it was decided to move
them, with all their validity
problems, over to dependence.
Only the “legal problems”
criterion was jettisoned
because it is rarely invoked. So,
three abuse symptoms migrated
to dependence, making 10
dependence criteria.
Second, some addiction
researchers think that the
essence of addiction is
unrelenting craving for a
substance—that craving is the
phenomenological counterpart
of the “out-of-control” idea. So,
craving was added to the
criteria, making 11 criteria.
Third, one might think that with
more symptom options it would
be much easier to meet criteria
and, thus, that the threshold for
diagnosis would be raised to a

higher number of symptoms.
However, the committee wanted
to avoid the controversial move
of changing the overall
prevalence of substance disorder,
so it aimed to formulate criteria
that would yield a prevalence
equal to the total current
prevalence of dependence and
abuse, seemingly undermining
the point of eliminating the
invalid category of abuse. In
addition, it had long been
recognized that people with
just two dependence symptoms
do not get a diagnosis and thus
are “diagnostic orphans” who
may end up being diagnosed
in the substance disorder NOS
category; a major goal of DSM5 was to reduce NOS diagnoses
and to bring these “diagnostic
orphans” under the criteria. So,
the work group lowered the
diagnostic threshold from three
out of seven symptoms to two
out of 11 symptoms.
Why the change in terminology
from “dependence” to
“substance use disorder”? A
major concern of the DSM-5
work group was that the DSM’s
use of the term “dependence”
to refer to addiction (a
substitution that had itself
originally occurred due to the
perceived stigmatizing effect
of “addiction”) had caused
stigmatization of patients in
general medical practice.
Tolerance, as larger doses of
medication are needed, and
difficulties withdrawing from
medication are classified as
cardinal signs of dependence
by DSM, yet these are common
reactions to many medications,
such as pain medication. Both
patients and physicians are
wary of creating addiction, and
sometimes patients refuse
medication or physicians are
wary of prescribing on this
basis. The work group therefore

wanted to emphasize that
dependence is not the same as
addiction—the latter signifying
out-of-control compulsive use—
and thus eliminated use of the
term “dependence” to refer to a
disorder. Whether the work
group’s approach is a
conceptually coherent one
remains to be explored.
Caffeine use disorder has
been added to section 3 for
consideration.
NEUROCOGNITIVE DISORDERS
DSM-IV dementia and amnestic
disorder are combined within a
new “major neurocognitive
disorder” (NCD) category.
DSM-5 also, controversially,
added a new category of less
severe cognitive impairment,
“mild NCD,” when there is
evidence of minimal diminished
cognitive functioning. Critics
argue, with some justification,
that this is an invitation to
diagnose the normal cognitive
decline of old age as a disorder.
On the other hand, sometimes it
is useful to diagnose cognitive
decline before it becomes
superficially apparent.
PERSONALITY DISORDERS
There are no major changes to
the personality disorder (PD)
criteria except that they are
moved to the main disorder
section from axis 2; however,
this is only half the story. The
retention of the current PD criteria
follows a vigorous controversy
about several successive versions
of a proposal for a radical
overhaul to diagnose PDs using
a dimensional personality-trait
system based on research on
normal personality. Under this
system, PD would be seen as
extremes on normal personality
dimensions and traits. One of
the original stated aspirations

of the DSM-5 was to bring such
a dimensional system to PD
diagnosis both as a
demonstration of the superiority
of dimensional rather than
categorical diagnosis generally
and to address such specific
PD problems as excessive
comorbidity, high NOS
diagnoses, and heterogeneity
within categories. The system of
trait evaluation that evolved
within the work group was,
however, so complex that it was
eventually rejected. Nonetheless,
it was placed in the manual’s
section 3 (“Alternative DSM-5
Model for Personality Disorders”).
It is being characterized as an
“emerging” system and its use
encouraged. Consequently,
there is the sense that this is
just a strategic retreat by the
DSM-5 Task Force and that
this alternative PD system is
destined to be brought back to
replace the current categories.
PARAPHILIC DISORDERS
This set of categories caused
enormous controversy because
of proposals to add two
disorders representing sexual
desire for adolescent youths
(“hebephilia”) and sexual
arousal at coercive sex (“rape
disorder”). These categories
would have made it easier in
forensic contexts to seek
institutionalization of repeat sex
offenders under federal and
state “sexual predator” laws,
which require the presence of
a mental disorder; however,
both of these specific proposals
were defeated.
The primary “change” in this
chapter is purely semantic. The
term “paraphilia,” created as a
less stigmatizing label for what
were traditionally labeled
“perversions,” has been used to
label disorders. Correspondingly,
the paraphilia’s specific name,

such as “exhibitionism,” has
referred to a disorder. In all
recent DSM editions, diagnosis
of a paraphilic disorder
required satisfaction of two
criteria, where criterion A
specifies the qualitative nature
of the non-normative sexual
desire that constitutes a
dysfunction (e.g., sexual desire
for children or for exposing
one’s genitals to strangers) and
criterion B specifies the harmful
consequences of having or acting
on the desire (e.g., distress,
role impairment, or inflicting
sexual activity on an unwilling
victim). The criteria remain the
same in DSM-5, except that
now the deviant sexual desire
in criterion A will be labeled a
paraphilia, and so the paraphilia
by itself will not be considered
a disorder, whereas the entire
condition of desire plus harm
will be labeled a “paraphilic
disorder.” For example, whereas
“exhibitionism” denotes the
disorder in DSM-IV-TR, in DSM5 it denotes only criterion A, a
non-normative form of sexual
desire that is not in itself a
disorder, and only when there is
additionally one of the specified
forms of harm does it become

“exhibitionistic disorder.” If a
paraphilia without harm emerges
in a clinical interview, then it is
not to be a diagnosis but
merely a non-normative sexual
desire that is “ascertained”
rather than “diagnosed.”
This completes the survey of
major DSM-5 changes and
controversies—with one
exception. The chapter on
depressive disorders
experienced the most changes
and the most controversy, and
it deserves more extensive
discussion. In part 3, I will
consider that chapter’s changes
and controversies in detail.
Jerome C. Wakefield, PhD, DSW, is
University Professor, professor of
social work, and professor of psychiatry
at New York University. He is the
coauthor (with Allan Horwitz) of The
Loss of Sadness: How Psychiatry
Transformed Normal Sorrow into
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November 20th—Free Q&A Session
PQRS: Avoiding a 1.5% Penalty
Learn more at SocialWorkers.org/practice/sessions.asp
NASW Private Practice Section will be holding a webinar
on the DSM-5 exclusively for Section members on
December 11, 2013 at 1 pm ET.
This webinar will provide an in-depth critical overview of
the DSM-5 changes to depressive disorders and the
controversies they triggered.
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Author’s Note
The views expressed here are
those of the author and do not
represent the official views of
the NASW. This article contains
a revised version of material
that appeared in the Clinical
Social Work Journal (June
2013), which can be consulted
for detailed references that
have not been included here.
I thank the editor, Carol
Tosone, and Springer
publishing for permission
to excerpt this material.

NATIONAL ASSOCIATION OF SOCIAL WORKERS 2014 NATIONAL CONFERENCE

Social workers are leaders of change and
strengthen the safety net of society. They
bring hope, and inspire people to find their
courage and fulfill their potential. Join
renowned keynote speakers and gain
new skills at innovative workshops.

Conference Details
THEME:
DATES:
LOCATION:

Network with 2,000 of your colleagues at
NASW’s meeting of the profession—the 2014
NASW National Conference. For more
information visit NASWCONFERENCE.ORG or
email NASWCONFERENCE@NASWDC.ORG.

Social Work: Courage, Hope and Leadership
July 23-26, 2014
Marriott Wardman Park Hotel, Washington, DC

REGISTRATION FEES:
Early Bird
(Jan-Feb 2014)

$375 NASW Member
$575 Non-Member

Regular
(Mar-July 2014*)

$425 NASW Member
$625 Non-Member

*or until capacity is met

PRESENTATION FORMATS:
Symposium:
Individual
Presentation:
Poster
Presentations:

Topic-focused 90 minute panel sessions with three speakers
30 minute presentations (conference committee will place three individuals speakers
in a 90 minute session based on a common theme)
Posters will be displayed in the exhibit area throughout the conference. Poster
presenters are encouraged to discuss their work with attendees at designated breaks

CALL FOR PROPOSALS AVAILABLE ONLINE: November 1, 2013
REGISTRATION OPEN: January 2014

SOCIAL MEDIA
ETHICS in Social

Work Practice
JULIE DE AZEVEDO HANKS, MSW, LCSW, BCD

The Internet and social media
offer social workers
unprecedented opportunities
to educate communities, to
advocate for disadvantaged
populations, to raise awareness
about their private practice and
professional services, and to
establish themselves as experts
in their specialty areas. Because
people search online for healthrelated information, developing
a strong online presence is
increasingly important for social
workers in private practice.
One aspect of developing an
online presence is through
social media. Although social
media sites were often originally
seen as “kid’s stuff,” that is no
longer the case. For the first
time in history, more than half
of adults in the United States—
65 percent—report using social
networking sites like Facebook,
Twitter, LinkedIn, and others.
Even though these numbers are
continuing to climb, many
social workers seem reluctant to
use and embrace social media
as a valid professional activity.
Fear regarding breaches of
client confidentiality, potential
dual relationships, and
maintaining personal privacy
are often cited as reasons for
this reluctance.
Professional associations
struggle to provide guidelines

about how to ethically respond
to specific technology issues
because technology changes so
quickly, says San Francisco
psychologist Keely Kolmes, but
that doesn’t mean the existing
rules don’t apply in the digital
realm. Without clear guidelines
for social media use, social
workers and other mental health
professionals are encouraged
to engage in ongoing
discussions about policy
guidelines and to use their own
professional judgment in order
to apply the current Code of
Ethics in the digital world.
Social workers who blog, post
on Facebook, or use Twitter,
Pinterest, LinkedIn, or any
other social media should be
deliberate in their behaviors—
and mindful of the possible
effects their online behavior
may have on their clients and
their careers. Engaging in
meaningful and ethical social
media activities can further the
advancement of the core social
work values: service to people
in need, promotion of social
justice, affirmation of the dignity
and worth of each person,
education on the importance
of human relationships,
demonstration of integrity and
trustworthiness in our online
behavior, and demonstration of
a commitment to professional
competence (NASW, 1999).

Here are suggested guidelines
to help social workers engage
in ethical social media use.
There’s no such thing as
absolute privacy or anonymity.
Privacy breaches in large
corporations or agencies are
frequently reported in the news,
and they show that no matter
how vigilantly you safeguard
digital information, leaks can
happen. The only way to
guarantee your online privacy is
to refrain from posting anything
online. Because opting out of
the digital world is rarely an
option, it’s important to be
mindful that your online activities,
including social media, have the
potential to be seen by others.
Be intentional in social
media use.
There are many personal and
professional uses for social
media. Clarifying your purpose
and your goals for engaging in
each social networking activity
is an important part of ethical
social media usage. What is
your goal in setting up this
account? What kinds of
information do you want to
share? Who are you trying to
reach with this account?
Developing a clear rationale
and specific goals for engaging
in personal and professional
social media activities will help
guide your efforts.

Separate personal and
professional social media
accounts.
After you’ve developed a clear
intention for your social media
usage, create separate
personal and professional
accounts and profiles. For
example, on Facebook, once
you set up a personal profile,
you can set up a separate
professional business page for
your private practice. Separating
accounts into personal and
professional helps protect your
personal information and helps
establish and strengthen your
professional online presence.
Stay informed about privacy
settings.
Familiarize yourself with the
privacy settings for each social
media account and check
frequently for updates. Privacy
settings are not static and may
change over time. Use the
highest level of privacy settings
on your personal accounts in
order to protect your personal
information. For professional
accounts, use privacy settings
on the lowest level so that more
people can find your private
practice business information.
Be cautious when posting about
work on social media.
Every social worker has difficult
days, but venting on social
media is not the best venue for

processing challenging work
situations. In addition to being
cautious about posting about
your personal responses to work,
never post information about
clients, period. The well-being
of clients and respect for the
therapist–client relationship
should guide your social
media activities.
Develop a social media policy
for your practice.
Developing a social media
policy for your private practice
is an excellent way to clarify for
yourself and for your clients if
and how you will be engaging
professionally in social media.
Components of a social media
policy may include information
about friending, following,
interaction, business review sites,
location-based services, use of
search engine, and preferred
method of communication
(Kolmes, 2010).

Social workers need not be
reluctant to engage in social
media as professionals—as
long as they are aware of how
to protect their own and their
clients’ privacy, to protect the
client–therapist relationship, to
be intentional in social media
activities, and to develop a
comprehensive social media
policy.
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News at NASW
Clinical Social Workers Be Aware: PQRS 2013 Deadlines Approaching
Although participation in PQRS for 2013 is optional for clinical social workers and other Medicare providers, the Medicare
Improvements for Patients and Providers Act of 2008 (MIPPA) made PQRS a permanent reporting program that uses
incentive payments and payment adjustments to promote reporting of quality information. The 2013 PQRS program will
end December 31, 2013 and clinical social workers will have the opportunity to submit 2013 PQRS claims until February
28, 2014. It is not too late to participate in the 2013 PQRS program.

Learn more visit: SocialWorkers.org/practice/clinical/2013/100413.asp

EQUINEASSISTED

Psychotherapy
and Learning:
Horses Helping Humans
DONNA MAGLIO, LCSW
In a society that relies on the
newest technology, takes
medication for everything, and
seeks immediate gratification,
how often do you have your
clients just stop and think outside
the box? How often do you
engage them physically as well
as emotionally when searching
for the answers to their issues?
And how often do you use a
1,200-pound animal to provide
those answers more clearly?
Experiential learning is learning
by doing, and it is arguably the
way that humans learn best.
Equine-assisted psychotherapy
and learning (EAP/EAL) is a
form of experiential learning
that incorporates horses for
emotional growth in humans.
It is a collaborative effort
between a licensed mental
health professional and a
qualified equine specialist
working with people and horses
to address specific goals.
No prior experience with horses
is necessary, and there is no
riding involved: all of the work
is done through the use of
metaphoric ground activities.
Clients learn about themselves
and others by participating in
these activities with the horses,
then process the feelings,
behaviors, and response
patterns that arise in a
nonthreatening way. EAP/EAL

“requires immediate solutions to
problems at hand, which, when
practiced on a regular basis
nurtures an ability to adapt and
the development of problemsolving skills” (Lancia, 2008).
This approach has been
compared to Project Adventure
and the ROPES courses in that it
challenges people both
physically and emotionally;
however, EAP/EAL has the
added advantage of utilizing
horses, large living beings with
minds of their own.
EAP can be used therapeutically
to address a wide variety of
needs, including, anxiety,
depression, behavioral issues,
ADHD, substance abuse,
relationship difficulties, posttraumatic stress disorder, and
eating disorders, to name just a
few. According to Laurie
Sullivan-Sakaeda, PhD, “one
session in the barn is equal to
five sessions on the couch”
(Wassom, n.d.). EAL is a form
of experience-based education
that uses horses for personal
growth and life-skills learning in
individuals as well as for
organizational team building
and leadership development. It
can address such areas as
leadership skills, confidence,
team building, conflict resolution,
creative thinking, problem
solving, and communication
skills. EAP and EAL are closely

related and can evoke similar
responses in people, which is
why a mental health
professional and equine
specialist are required for both.
Horses are the animal of choice
because they are large and
powerful. Like humans, they
communicate with each other
through body language and
voice. As social animals, they
have defined roles within their
herds. And like people, they
have distinct personalities—
what works with one horse may
not work with another. This
means that previously successful
methods may not always work,
and participants may need to
adjust their approach for each
animal. This requirement forces
participants to discuss how
they may need to adjust their
approach in other life situations
as well. Horses require people
to be engaged in physical and
mental work, a valuable
characteristic in all aspects of
life. Horses are also animals of
prey, making them very
sensitive, attuned to their
environment, and highly aware
of nonverbal communication.
Participants must look more
closely at their own nonverbal

communication and
how this can impact
relationships and
movement toward
attaining goals. Most
important, horses are unbiased
and honest, making them
especially compelling
messengers. So, regardless of
your age or stature, horses will
respond to how they are
treated in the moment. And if
the approach is not successful
at first, horses have the ability
to be forgiving and allow the
task to be tried in a different
manner so that clients can
compare the reactions.
The case of M exemplifies this
modality. M was a 42-year-old
woman who wanted to become
a foster parent; however, she
did not have experience of any
kind with young children. She
had an extensive history of
sexual abuse by her father and
had lost her mother at a very
young age. She also admitted to
having some issues controlling
her anger, especially with her
husband. The client’s case
worker at family services had
referred M to me in order to
determine if becoming a foster
parent was best at this time.

Through several sessions of EAP,
it was evident that this client was
not ready to take on this role
without further training or
experience with children;
however, I felt that it was
important for the client to come
to this realization on her own. I
decided to set up in the arena
an activity called “Life’s Little
Obstacles” and use one horse
named Tappy. With this activity,
a single cross-rail jump is placed
in the middle of the arena.
Typically, the client will name
what the obstacle represents, but
given the situation, I stated that
the jump represented “becoming
a foster parent.” The client’s task
was to get the horse to go over
the jump without touching the
horse or bribing it with food.
These were the only two rules
and any of the other tools in her
“community,” or arena, could be
used. Unfortunately, the client
immediately shut down, stating
that the task was too hard and
walked to the other end of the
arena and stood with her arms
folded. I gently reminded her
several times that she could use
the tools in the arena. The client
still did not move. After more
time had passed, I prompted
the client to ask the equine
specialist (ES) for assistance.
Asking for help is something
that was extremely difficult for
this client. After some hesitation,
the client asked the ES to put
the halter on the horse and lead
Tappy over the jump. In my
mind, I was thinking that I had
ruined the activity because now
it was going to be “too easy,”
but, fortunately, I kept my
thoughts to myself, which is of
utmost importance in EAP. What
happened next could not have
gone better: as the ES tried to
lead Tappy over the jump—a
jump this horse had walked
over numerous times—the horse
planted her feet and refused.

With some coaxing, the ES got
the horse to put her front two
feet over the jump, but Tappy
backed up quickly and pulled
the entire jump down. I asked
the client for some direction,
and she felt that perhaps the
jump was too high for the horse
and should be lowered. After
doing so, another attempt was
made and, again, Tappy went
halfway over the jump, backed
up quickly, and pulled it down.
The client felt that the jump was
still too high for the horse, so
this time we placed the two
poles directly on the ground
and the horse walked over
them without hesitation. I asked
the client what she thought
about the activity, to which she
promptly stated that Tappy was
trying to tell her that she was
not ready to become a foster
parent. The client went on to
say that she needed to break
her goal down into smaller
steps—just as we had to keep
lowering the jump for the
horse—and we were able to
come up with some realistic
solutions, such as babysitting,
teaching Sunday school, or
volunteering at an afterschool
program. The client left the
arena feeling positive and
confident about her decision.
This is the power of EAP. It was
as if the horse had read my
mind and knew exactly what I
needed it to do for our client.
The visual and experiential
nature of the activity helped the
client realize what may have
taken weeks or months in a
more traditional office therapy
setting—and would not have
been able to accept if she had
merely been told this insight.
Over the years, I have used
EAP/EAL in a variety of ways,
including private sessions for
individuals, couples, and
families; staff development or
executive leadership workshops

for corporate groups and schools;
and therapeutic groups and
team-building workshops for
students in public and special
education schools. In 2008, I
started using EAP/EAL to work
with combat veterans and their
family members to aid with
reintegration. The transition for
military personnel when they
return from combat is a difficult
one, especially for those who
have experienced combat stress
or trauma. Psychologically
injured service members are
faced with a multitude of
challenges, some of which can
include post-traumatic stress
disorder (PTSD), traumatic brain
injury (TBI), depression,
addictions, grief, panic attacks,
sleep disorders, and relationship
issues. EAP/EAL can assist in the
process of reconnecting with
various aspects of themselves
and their daily lives, whether
returning to the private sector or
remaining on active duty status
and needing help with adjusting
to families and communities
again. Some of the issues
addressed include grief,
communication, leadership,
overcoming fears, regulating
impulses, managing intense
emotion, and rebuilding a
sense of trust and empowerment.
As a therapist, this modality has
taught me to close my mouth and
to observe; to let the session
unfold before me until the issues
and the answers become evident
in the “community,” or arena. It
has taught me how to be patient
and to not give my clients the
answers because often the real
processing or insight for a client
will not become evident until they
are driving home or going about
their week and are faced with a
similar challenge as the one
they encountered in the arena.
For those interested in learning
more about certification in

EAP/EAL, the Equine-Assisted
Growth and Learning
Association (EAGALA) is the
most established and largest
professional association for
EAP/EAL, with trained and
certified practitioners in more
than 25 countries. EAGALA
certification assures that your
EAP/EAL team adheres to the
highest standards of
professionalism, practice, and
ethics. EAGALA can be found
online at www.eagala.org. More
recently, PATH, International
(formerly NARHA) has developed
a certification for EquineFacilitated Psychotherapy as
well; more information can be
found at www.pathintl.org.
Most clients in my practice
experience EAP/EAL at some
point in their journey—as I
often muse during a session,
“This puzzle would be better
solved in the arena!” And while
it may appear that my equine
specialist and I are the ones
facilitating such sessions, I
always smile to myself because
I know that for my clients the
real teachers are the ones
standing on four legs.
Donna Maglio, LCSW, is a licensed
clinical social worker and is EAGALA
certified to provide EAP/EAL. She has
a private practice in Middleburg,
Virginia, and can be reached at
trinitypsychotherapy@gmail.com
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Did You Know?
Over 20 percent of children and
adolescents in the United States have
experienced a severe mental illness.

