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Preface

Welcome to the eighth edition of Clinical Psychology! Clinical Psychology
strives to present an in-depth look at the field of clinical psychology, doc-
ument the many activities of clinical psychologists, and highlight the trends in
the field that are likely to shape the field in the coming years. This book empha-
sizes evidence-based assessment and treatment approaches, as well as the influ-
ence of culture, gender, and diversity in these approaches. The first major
change you will notice is that Mitch Prinstein, Ph.D. has joined the author
team. Mitch brings some great expertise and perspectives to this edition. In addi-
tion to being an expert in child and adolescent psychopathology, Mitch is
known for his accomplishments in the teaching of clinical psychology, in men-
toring undergraduate students who seek careers in psychology, and in training
the next generation of clinical psychologists. You will see his “fingerprints”
throughout this edition.

As before, this edition of the text has been updated to reflect changes in the
field of clinical psychology and new empirical evidence evaluating major
approaches to prevention, assessment, and treatment. Briefly, we would like to
highlight some of this edition’s major features.

Clinical Psychology: Defining the Field

What features define clinical psychology, and what aspects of clinical psychology
make it a unique specialty? Chapters 1-3 present definitions of clinical psychology
and its historical roots, contrast clinical psychology with other related fields, and discuss
trends and issues (e.g., managed care, prescription privileges, technological innova-
tions) that are influencing the field. In addition, information regarding various training
models for clinical psychologists is presented in order to provide a better under-
standing of the diversity of training within the field. Furthermore, important issues
related to multiculturalism and diversity are presented in Chapter 3 (and throughout

Xxiii
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the book). Finally, we discuss how a clinical psychologist might provide culturally
sensitive mental health services throughout the book but particularly in Chapters 3,
11, and 16.

Scientific Foundations of Clinical Psychology

What is the scientific basis of clinical psychology, and what scientific procedures
are used in the field? The field of clinical psychology has increasingly focused on
establishing and demonstrating the scientific basis for assessment and treatment.
Chapter 4 presents the primary research methodology that is used in clinical psy-
chology, while the remaining chapters present the empirical evidence supporting
(or in some cases, not supporting) approaches to assessment and intervention.
The American Psychological Association’s (APA) 2002 Ethical Guidelines that
are relevant to research are discussed in this chapter as well. As stated above,
each chapter presents and interprets the empirical evidence that is available to
address the topic at hand, whether it is the utility of a psychological test, the
support for a treatment approach, or the adequacy of a theory.

Clinical Assessment

What clinical assessment procedures are used in the field, and what procedures
have the strongest evidence base? Chapters 5-10 provide an in-depth look into
major assessment approaches and procedures used by clinical psychologists,
including diagnostic assessment, interviewing, intelligence testing, personality
assessment, behavioral assessment, and clinical judgment. There are new assess-
ment approaches covered in this edition (e.g., WAIS-IV), new technological
advances (Internet-based assessments), as well as a focus on the issue of incremen-
tal validity of psychological tests and procedures.

Interventions

What are the leading evidence-based treatments that are used by clinical psychol-
ogists? Chapters 11-15 present the major intervention models and techniques.
These chapters also take a critical look at the efficacy and utility of these
approaches. These issues are further addressed in Chapters 16—19 (which discuss
specialties).

Lifespan Approach

The eighth edition of Clinical Psychology has been revised to reflect a lifespan
approach to the field of clinical psychology. This edition reflects the broad
focus both on youth populations (in clinical child and adolescent psychology)
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and on adult populations (clinical adult psychology) that are the subject of
research, assessment, and treatment in the field. All chapters have been revised
to reflect this perspective.

Specialties in Clinical Psychology

As in previous editions, several specialty areas are discussed in this textbook:
community psychology, health psychology and behavioral medicine, neuropsy-
chology, and forensic psychology. We focus on these specialties because of their
growth potential and interest for students and clinical psychologists in training.

Ethical Guidelines

The American Psychological Association published a new version of Ethical
Guidelines in 2002. These guidelines are discussed throughout the text, but espe-
cially in Chapters 3 and 4. We also discuss the issue of psychological testing and
the American Disabilities Act in Chapter 8.

New Features

This edition contains several new features that provide greater focus on important
issues. Specifically, we include boxes called (1) Focus on Professional Issues, (2)
Focus on Clinical Applications, (3) Clinical Psychologist Perspective, and (4) Grad-
uate Student Perspective. The first two box types highlight issues that are relevant
to the profession of clinical psychology (both past and present) and issues concern-
ing the application of clinical psychology (e.g., testing, treatment, etc.), respec-
tively. The latter two box types present personal perspectives written by clinical
psychologists about both the general field of clinical psychology as well as special-
ties in clinical psychology, and personal perspectives on applying to graduate
school and being a graduate student in clinical psychology, respectively.

Another new feature in this edition appears in the Appendix, A Primer for
Applying to Graduate Programs in Clinical Psychology. We hope this is helpful to
those considering a career in clinical psychology by highlighting the differences
among mental health professionals, the difterences between degrees in clinical
psychology, the differences in graduate training programs for clinical psycholo-
gists, and the nuts and bolts of the application process.

Clinical Psychologist
and Graduate Student Perspectives

As we mentioned, new to this edition are a number of Clinical Psychologist and
Graduate Student Perspective profiles. In addition to clinical psychologists, we
chose to feature graduate students as well. It is our belief that prospective
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students in clinical psychology are likely to benefit greatly from the sage advice
and experience of those who have been through the application process recently
and who have experienced the rigors and rewards of graduate school in clinical

psychology.

A total of 36 perspectives appear in the eighth edition of Clinical Psychology,
including 11 from graduate students in clinical psychology. Here is the complete
list of those profiled in this edition:

Clinical Psychologists

= Judith Beck, Ph.D., Beck Institute of Cognitive Therapy and Research
= Yossef Ben-Porath, Ph.D., Kent State University

= Diane Chambless, Ph.D., University of Pennsylvania

= Patrick DeLeon, Ph.D., J.D., Staff, United States Senate

= David DeMateo, J.D., Ph.D., Drexel University

®»  Greta Francis, Ph.D., Brown University

= Howard Garb, Ph.D., Wilford Hall Medical Center

m  Leslie Greenberg, Ph.D., York University

»  Kiristin Hawley, Ph.D., University of Missouri

= Stephen Haynes, Ph.D., University of Hawaii

= Elaine Heiby, Ph.D., University of Hawaii

= Brick Johnstone, Ph.D., University of Missouri

= Ali Khadivi, Ph.D., Bronx-Lebanon Hospital Center

= Kenneth Levy, Ph.D., Penn State

= Scott Lilienfeld, Ph.D., Emory University

= Richard McFall, Ph.D., Indiana University

= Beth Meyerowitz, Ph.D., University of Southern California

= Ronda Reitz, Ph.D., Missouri Department of Mental Health

= Karen Rudolph, Ph.D., University of Illinois, Urbana-Champaign
= Martin Seligman, Ph.D., University of Pennsylvania

= Kenneth Sher, Ph.D., University of Missouri

= Marina Tolou-Shams, Ph.D., Brown University

= Elaine Walker, Ph.D., Emory University

= Thomas Widiger, Ph.D., University of Kentucky

»  Paula Zuffante, Ph.D., Children’s Neuropsychological Services, Albany NY

Clinical Graduate Students

= Joseph Beeney, Penn State
m  Danielle Burchett, Kent State

m  Lizzy Foster, Drexel University
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= John Guerry, University of North Carolina, Chapel Hill
= Shawn Jones, University of North Carolina, Chapel Hill
®  Christine Maldanado, University of Missouri

= Elizabeth Martin, University of Missouti

»  Julia Martinez, University of Missouri

= David Wagner, University of Missouri

»  Andrew Wegrzyn, University of Missouri

= Catalina Woldarsky Meneses, York University

Resources for Student Success

A textbook needs to be engaging, clearly written, and organized well so that
students can readily comprehend and retain the information provided. Toward
this end, a number of features and additional resources are included in this edi-
tion. At the beginning of each chapter, focus questions and a chapter outline
appear; and each chapter closes with a summary, definitions of key terms, and a
list of Web sites of interest.

An Instructor’s Manual with a Test Bank is also available. Topic summaries and
suggestions to improve class presentations are included in the manual. Further-
more, the manual provides a list of film and video resources, as well as student
exercises and activities relevant to the Web sites that are referred to in the book.

The Future of Clinical Psychology

We believe that the future of clinical psychology is bright, provided that clinical
psychologists continue to receive rigorous training in research methods and in
evidence-based approaches to assessment and intervention. Further, we must antic-
ipate trends in the marketplace. One important trend is that doctoral-level clinical
psychologists are less frequently called upon to provide direct services (e.g., psy-
chotherapy). Managed care (and the associated lower-reimbursement rate for
doctoral-level clinicians) has made direct service a less attractive option for clinical
psychologists. Further, the mental health field is becoming saturated with service
providers from other disciplines. In most cases, these other mental health profes-
sionals charge less for their services. However, the rigorous research training and
the training in evidence-based assessment and treatment that defines clinical psy-
chology will be an advantage in such a scenario. Increasingly, clinical psychologists
will be asked to oversee the training of direct service providers and to evaluate the
effectiveness of the interventions that are implemented.
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Thanks and Kudos

I am thankful to have such a supportive and loving partner, Meg, and two amaz-
ing daughters, Molly and Janey. I am thankful for the support and friendship of
many clinical psychology colleagues, especially Kenny Sher and Tom Widiger.
Finally, Ray Ronci has been a great source of friendship and inspiration. Thanks
Ray! (TJT)

I am grateful to my always supportive wife, and my very cute baby daughter,
for their inspiration and love. I am indebted to my mentors, Drs. Annette La
Greca, and Tony Spirito, for their outstanding commitment to the field and
the lessons they have taught me about “giving back” to clinical psychology.
(MJP)

We are extremely fortunate to have the benefit of the expertise of the
Cengage Learning staff. We especially want to thank Jessica Alderman and
Jaime Perkins for supporting our efforts and guiding us through the revision
process.

We also want to thank those who agreed to be “profiled” for this book.
Their comments really help clinical psychology “come alive.”

The feedback and comments from the reviewers of the chapters of this book
were extremely helpful: Leonard Burns, Washington State University; Glenn
Callaghan, San Jose State University; Chris Correia, Auburn University; Jenny
M. Cundift, University of Utah; Regan Gurung, University of Wisconsin, Green
Bay; Barb J. Heine, University of California, Irvine; Jean Hill, New Mexico Highlands
University; Cindy Lou Matyi, Ohio University, Chillicothe; Jennifer Muehlenkamp,
University of Wisconsin, Eau Claire; Keith Renshaw, University of Utah; Denise
Sloan, Boston University; Jasper Smits, Southern Methodist University; Mary Spiers,
Drexel University; David Topor, Cleveland State University; Dustin Wygant, Eastern
Kentucky University; Eric Youngstrom, University of North Carolina, Chapel Hill.
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WHAT IS CLINICAL PSYCHOLOGY?

What is a dinical psychologist? Although it seems as
though we are inundated with real and fictional
portrayals of clinical psychologists in the media,
the general public remains rather confused about
what psychologists do as well as their educational
backgrounds. Perhaps this should not be too sur-
prising given that clinical psychologists are a hetero-
geneous group with respect to age, gender,
theoretical allegiance, and roles (Norcross, Karpiak,
& Santoro, 2005). Equally confusing, there are
many titles that people use to indicate that they
practice therapy (e.g., psychotherapist, psychoana-
lyst) or conduct research related to psychology (e.g.,
professor, clinical scientist). However, not all of
these titles indicate that someone is a clinical psy-
chologist. Indeed, the American Psychological
Association and the licensing boards of each
North American state and province reserve the
title “clinical psychologist” for a very select group
of professionals with specific training and qualifica-
tions (described in more detail below).

Still, the field of clinical psychology is confus-
ing and often misunderstood. After all these years,
people still confuse clinical psychologists with med-
ical doctors/psychiatrists. Some continue to believe
that clinical psychology is synonymous with psy-
choanalysis. Others see a bit of the witch doctor
in clinical psychologists, and still others view them
as somewhat peculiar. Fortunately, there are many
who accurately regard clinical psychologists as
researchers, members of prestigious professional
societies, and providers of important human
services.

In an attempt to define and describe clinical
psychology, J. H. Resnick (1991) proposed the fol-

lowing definition and description of clinical
psychology:

The field of clinical psychology involves
research, teaching, and services relevant to
the applications of principles, methods, and
procedures for understanding, predicting,
and alleviating intellectual, emotional,
biological, psychological, social and

behavioral maladjustment, disability and
discomfort, applied to a wide range of
client populations. (p. 7)

According to Resnick, the skill areas central to
the field of clinical psychology include assessment
and diagnosis, intervention or treatment, consulta-
tion, research, and the application of ethical and
professional principles. Clinical psychologists are
distinguished by their expertise in the areas of psy-
chopathology, personality, and their integration of
science, theory, and practice.

A more recent definition of clinical psychol-
ogy appears on the Web page of the American
Psychological Association’s Division 12 (Society
of Clinical Psychology; www.divl2.org/about-
clinical-psychology):

The field of Clinical Psychology integrates
science, theory, and practice to understand,
predict, and alleviate maladjustment, dis-
ability, and discomfort as well as to pro-
mote human adaptation, adjustment, and
personal development. Clinical Psychol-
ogy focuses on the intellectual, emotional,
biological, psychological, social, and
behavioral aspects of human functioning
across the life span, in varying cultures, and
at all socioeconomic levels.

Clinical psychologists work with a range of
individuals, from infants to the elderly. Their
work can involve individuals themselves, families/
partners, school personnel, other health care work-
ers, and communities. Clinical psychologists often
work in a large range of settings, including univer-
sities, hospitals, private practice offices, or group
medical practices. Of all of the possible mental
health degrees and fields available, some have
described the doctoral (Ph.D.) degree in clinical
psychology to be the most versatile, since it can
lead to a very wide range of possible job
opportunities.

Although these definitions describe what clini-
cal psychologists aim to do and, by implication, the
skills they possess, we must also take note of how
others see the profession and try to correct any false
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impressions. The main purpose of this first chapter
is to clarify the nature of clinical psychology by
describing  what clinical psychologists do and
where they do it, how they became clinicians,
and how they differ from other professionals who
also tend to people’s mental health needs. In the
process, we should gain a better understanding of

the field of clinical psychology.

CLOSELY RELATED MENTAL
HEALTH PROFESSIONS

Before we examine the nature of clinical psychol-
ogy, let us briefly review some of the other major
professions in the mental health field. Because most
confusion lies in contrasting clinical psychology
with psychiatry and with counseling psychology,
we focus most of our discussion on these fields.
Following this review, we can better present the
characteristics that give clinical psychology its
unique identity.

Psychiatrists

A psychiatrist is a physician. Psychiatry is rooted in
the medical tradition and exists within the frame-
work of organized medicine. Thus, psychiatrists are
often accorded the power and status of the medical
profession, even though their intellectual heritage
comes from the non-medical contributions of
Freud, Jung, Adler, and others. Although the latter
were physicians, they stepped out of the medical
tradition to develop a psychoanalytic system of
thought that had very little to do with medicine.
The psychiatric profession has vocally and effec-
tively pushed for a superior role in the mental
health professional hierarchy, and much of the pro-
fession’s argument has been based on its medical
background. Consistent with its roots in the medi-
cal tradition, psychiatry regards psychopathology as
a mental “illness” with discrete (often biologically
based) causes that can best be remedied with a med-
ical treatment, such as psychotropic medication.
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Psychiatrists, like all medical doctors, complete
a general medical school curriculum early in their
training. Because of their medical training, psychia-
trists have the skills to function as physicians. They
may prescribe medication, treat physical ailments,
and give physical examinations. In addition to
some training in psychotherapy and psychiatric
diagnosis, psychiatrists make extensive use of a vari-
ety of medications in treating their patients’ psycho-
logical difficulties. Furthermore, their medical
training makes them potentially better able to rec-
ognize medical problems that may be contributing
to the patient’s psychological distress. However, as
Box 1-1 suggests, even these traditional lines that
have served to distinguish psychiatrists from clinical
psychologists may become more blurred in the
future.

Following completion of the medical degree
and the general medical internship required of all
physicians, the typical psychiatrist-to-be receives
psychiatric training during a four-year residency.
This apprenticeship period involves supervised
work with patients in an outpatient or hospital set-
ting, accompanied by seminars, reading, discussion,
and related activities. The amount of formal psychiat-
ric coursework varies, but the core training experience
is the treatment of patients under the supervision of a
more experienced psychiatrist.

The following description of a psychiatrist
appears on the Web page HealthyMinds.org (www.
healthyminds.org/Main-Topic/What-is-a-Psychia-
trist.aspx), which is maintained by the American Psy-
chiatric Association:

A psychiatrist is a medical physician who
specializes in the diagnosis, treatment, and
prevention of mental illnesses, including
substance use disorders. Psychiatrists are
qualified to assess both the mental and
physical aspects of psychological distur-
bance. A psychiatrist has completed medi-
cal school (is an M.D. or D.O.) and an
additional four or more years of residency
training in psychiatry.... Because they are
physicians, psychiatrists can order or per-
form a full range of medical laboratory and
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Box 1-1

Professional Issues: But Is It the Right Prescription for Clinical Psychology?

For decades, a number of clinical psychologists
expressed the hope that they may eventually be
accorded the same privilege of writing prescriptions
that psychiatrists have long enjoyed (McGrath, 2009).
In particular, they want to prescribe psychotropic
medications that affect mental activity, mood, or
behavior. But others have urged caution here. They
suggest that the reason clinical psychology has flour-
ished is that it is different from psychiatry. Clinical
psychologists have developed unique skills in psycho-
logical assessment. They have built a profession on a
solid scientific basis. To imitate psychiatry by an ill-
advised attempt to write prescriptions might destroy
clinical psychology’s very uniqueness, they say.

Clinical psychologists frequently stress to troubled
clients their autonomy and the necessity that they, as
clients, collaborate with the therapist in the change
process. In contrast, psychiatrists often come from a
more authoritarian tradition. The doctor is an expert
who tells patients what is wrong with them and then
may prescribe medication to ease their suffering and to
make life better. Traditionally, clinical psychologists
have been committed to psychological, not biological,
treatments. Clinicians have not subscribed to the credo
of “better living through chemistry” when applied to
psychological problems. Although few clinical psychol-
ogists would argue that medication is never necessary,

many would argue that, ultimately, most clients must

learn to come to grips psychologically with their emo-
tional and behavioral problems. The bottom line seems
to be that, at present, the field is conflicted about the
value of prescription privileges.

Despite the field’s ambivalence, the American Psy-
chological Association did officially endorse this pursuit
in 1995 (Martin, 1995). Currently, two states (New Mex-
ico and Louisiana) allow “appropriately” trained psy-
chologists to prescribe medications for treatment of
certain mental health conditions (McGrath, 2010). This
development has important implications for research,
training, and practice. For example, major changes in
graduate training would be required to prepare clinical
psychologists for this new role.

It is clear that programs will have to be length-
ened by at least 1 year to provide even rudimentary
training to prepare graduate in this new arena of
practice. In some cases, programs would have to be
completely revamped. Currently, it appears that the
specialization required to earn the right to prescribe
will occur at the postdoctoral level (after the Ph.D. or
Psy.D. is granted). Most agree that this decision by the
APA to pursue prescription privileges will have a last-
ing impact on the direction of the field. Whether it is a
positive or negative effect remains to be seen. We'll
have a lot more to say about this issue in Chapter 3.

psychological tests which, combined with
interviews/discussions with patients, help
provide a picture of a patient’s physical and
mental state. Their education and years of
clinical training and experience equip them
to understand the complex relationship
between emotional and other medical ill-
nesses, to evaluate medical and psychologi-
cal data, to make a diagnosis, and to work
with a patient to develop a treatment plan.

In contrast to psychiatrists, clinical psychologists
typically receive little training in medicine. How-
ever, clinical psychologists do receive more exten-
sive training in the psychological principles
governing human behavior, in formal assessment
of psychological functioning, and in scientific
research methods. As compared to psychiatrists,

clinical psychologists also receive more extensive
training in psychotherapy (i.e., “talk” therapy as
opposed to medications) and are more likely to
view psychopathology as a consequence of interac-
tions between individuals’ biological/psychological/
social predispositions and their experiences within
the environment.

Psychiatry no longer enjoys the prestige and
popularity it once did. The proportion of medical
school graduates who choose psychiatric residencies
has generally declined since 1970, but over the last
5 years has stabilized at about 4.1 to 4.6% (Moran,
2011). In 2011, 640 U.S. medical school graduates
matched with a psychiatry residency program.
Unlike psychiatry, the medical specialties of family
medicine, pediatrics, and internal medicine are
enjoying significant growth (Moran, 2011). Further,
a large percentage of those entering psychiatry
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Psychiatrists are medical doctors that specialize in mental health.

residency programs in the United States, approxi-
mately 40% over the last 5 years, consists of interna-
tional medical school students (Moran, 2007, 2011).
R easons offered for the decline in interest, especially
among medical students from the United States,
include psychiatry’s increased emphasis on biological
approaches (thus making the field more conventional
and similar to other medical specialties), the eco-
nomic impact of managed care on psychiatric prac-
tice, and the increased competition from other
mental health specialties, such as clinical psychology.
Consequently, many psychiatrists do not conduct
extensive psychotherapy with their patients, but
rather often schedule brief (i.e., quarter-hour) “med-
ication management” appointments with each
patient (e.g., see Harris, 2011). Opportunities to
work in depth with individuals experiencing psycho-
logical symptoms or to help teach behavioral skills
that may reduce and prevent symptoms are more lim-
ited in psychiatry than in clinical psychology.

As mentioned in Box 1-1, a major battle-
ground for the profession of psychiatry is that
of prescription privileges for non-medical health
care professionals, including clinical psychologists

(Katschnig, 2010; Rabinowitz, 2008). Some have
even pointed to the granting of prescription privi-
leges to psychologists in a handful of states to date
(e.g., New Mexico, Louisiana), as well as the fact
that many physicians do not rely on psychiatrists for
advice or guidance concerning the prescription of
psychiatric medications, as a signal of the “demise of
psychiatry” as a medical specialty (Koocher, 2007).
Whether this takes place remains to be seen. How-
ever, there is no doubt that the field of psychiatry is
suffering currently from a bit of an identity crisis
(Katschnig, 2010; Tasar, 2008).

Counseling Psychologists

The activities of counseling psychologists overlap with
those of clinical psychologists. Traditionally,
counseling psychologists work with normal or
moderately maladjusted individuals. Their work
may involve group counseling or counseling with
individuals. Their principal method of assessment is
usually the interview, but counseling psychologists
also do testing (e.g., assessment of abilities,
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personality, interests, and vocational aptitude). His-
torically, these professionals have focused on con-
ducting educational and occupational counseling,
often from a person-centered or humanistic orien-
tation. Currently, however, it is much more com-
mon to encounter counseling psychologists
representing a wide range of theoretical orientations
(e.g., cognitive-behavioral, psychodynamic) and
treating clients across the life span.

Traditionally, the most frequent employment
settings for counseling psychologists have been edu-
cational settings, especially colleges and universities.
However, counseling psychologists (like clinical psy-
chologists) also work in hospitals, rehabilitation cen-
ters, mental health clinics, and industry. A good
example of the kind of work conducted by counsel-
ing psychologists within educational settings is sug-
gested in the heading that appeared above an article in
a campus newspaper several years ago: “Counseling
Center Responds to Married Students’ Needs.” The
article went on to describe group counseling sessions
designed to help students who are parents deal with
the special problems that marriage and children create
for them in pursuing their academic goals.

In general, counseling psychologists see them-
selves providing the following services: (a) preven-
tive treatment, (b) consultation, (c) development of
outreach programs, (d) vocational counseling, and
(e) short-term counseling/therapy of from one to
fifteen sessions. However, more and more counse-
lors are engaged in activities, such as individual psy-
chotherapy and even psychological testing, that are
traditionally in the clinical province. Today, they
are frequently less interested in vocational or career
counseling and more interested in private practice.

Although there are a number of similarities
between counseling and clinical psychology, there
are several distinguishing features as well (Norcross,
Sayette, & Mayne, 2008). The field of clinical psy-
chology is much larger in terms of the number of
doctoral-level professionals as well as the number of
accredited doctoral training programs. There are
approximately 3 times as many accredited doctoral
programs, producing 4 times as many graduates,
in clinical psychology as in counseling psychology.
In contrast to the majority of clinical psychology

programs, counseling programs are less frequently
housed in psychology departments. Rather, many
counseling psychology programs may be based in a
department or school of education. Finally, as noted
above, counseling psychologists are more likely to
provide services for mildly disturbed or maladjusted
clients and are more likely to specialize in career or
vocational assessment. Norcross, Sayette, Mayne,
Karg, and Turkson (1998) indicate several further
distinctions between doctoral programs in clinical
and counseling psychology:

= About twice as many people apply to clinical
programs, although acceptance rates are similar.

= Average GRE scores of accepted students are
slightly higher in clinical than in counseling
programs.

= Counseling programs accept a higher percent-
age of ethnic minority students and students
with a master’s degree.

= Research focusing on minority/cross-cultural
issues and vocational testing is more common
among counseling faculty at doctoral programs.

= Research focusing on psychological disorders,
clinical health psychology, and clinical child
and adolescent psychology is more common
among clinical faculty at doctoral programs.

There are about 70 doctoral training programs
in counseling psychology accredited by the Ameri-
can Psychological Association (APA), and about
360 doctoral degrees in counseling psychology
were granted by these programs in 2009-2010
(Kohut & Wicherski, 2010).

Other Mental Health Professionals

Clinical Social Workers. The professional activ-
ities of clinically trained social workers often seem
similar to those of psychiatrists and clinical psychol-
ogists. Many social workers conduct psychotherapy
on an individual or group basis and contribute to
the diagnostic process as well. Interestingly, there
are more clinically trained social workers than psy-
chiatrists, psychologists, and psychiatric nurses com-
bined! The Web site of the National Association of



Social Workers (www.naswdc.org/pressroom/fea-
tures/general/profession.asp) defines the profession
of social work in the following manner:

Professional social workers assist indivi-
duals, groups, or communities to restore or
enhance their capacity for social function-
ing, while creating societal conditions
favorable to their goals. The practice of
social work requires knowledge of human
development and behavior, of social, eco-
nomic and cultural institutions, and of the
interaction of all these factors.

In years past, social workers tended to deal with
the social forces and external agents that were con-
tributing to the patient’s difficulties. The social
worker would take the case history, interview
employers and relatives, make arrangements for voca-
tional placement, or counsel parents; the psychiatrist
conducted psychotherapy with patients; and the clin-
ical psychologist tested them. However, these profes-
sional roles have blurred over the years.
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Perhaps it was the close association with psy-
chiatrists and psychologists that led many social
workers to focus less on social or environmental fac-
tors and to become more interested in addressing
psychological factors that may play a role in indivi-
duals’ and family’s difficulties. Regardless, clinically
trained social workers often perform many of the
same psychotherapeutic activities as their psycholog-
ical and psychiatric counterparts. Typically, how-
ever, social workers still place a greater focus on the
familial and social determinants of psychopathology.

The social work profession has been a leader in
the use of supervised fieldwork as a learning device
for students. Fieldwork placement is part of the
program for the master’s degree (usually the termi-
nal degree for social workers), which typically
requires 2 years. Compared to the training of
clinical psychologists and psychiatrists, social work
training is rather brief. As a result, the responsibili-
ties of the social worker are generally not as great as
those of the psychiatrist or clinical psychologist.
Characteristic of social workers is their intense

© National Geographic Image Collection/Alamy

Social workers typically focus more on the familial and social determinants of mental
health problems.
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involvement with the everyday lives and stresses of
their patients. They are more likely to visit the
home, the workplace, or the street—the places
where their patients spend the bulk of their lives.
Their role tends to be active, and they are less con-
cerned with the abstract, theoretical generalizations
that can be drawn from a particular case than they
are with the practical matters of living.

Many clinical social workers are employed by
public agencies of one sort or another. Some find
their way into private practice, where their work in
individual or family therapy is often indistinguish-
able from that of psychiatrists or clinical psycholo-
gists. Other clinical social workers function as part
of the mental health team (including psychiatrists
and clinical psychologists) in hospitals, social service
agencies, or mental health clinics.

The field of social work appears to be growing
tremendously. It is estimated that social workers pro-
vide more than half of all the nation’s mental health
services, and social workers are likely to gain an even
greater foothold in the mental health market in the
future because they are a low-cost alternative to psy-
chiatrists and psychologists. Enrollment in social
work programs continues to increase, and the num-
ber of clinical social workers is predicted to continue
rising, perhaps by as much as 30% from 2004 to 2014
(Bureau of Labor Statistics, www.bls.org).

School Psychologists. School psychologists work
with students, educators, parents, and school
administrators to promote the intellectual, social,
and emotional growth of school-age children and
adolescents. Toward this end, school psychologists
may conduct psychological and educational assess-
ments, develop learning programs and evaluate
their effectiveness, and consult with teachers, par-
ents, and school officials. To take one example, a
school psychologist may develop a program to assist
the development of children with special intellec-
tual, emotional, or social needs. This might begin
with an evaluation of the children in question, fol-
lowed by recommendations concerning special
programs, treatment, or placement if necessary. In
addition, the school psychologist might consult
with teachers and school officials on the

implementation of the programs as well as issues
of school policy or classroom management.

School psychologists are in high demand, as
U.S. laws require that children who may require
special educational resources must receive a thor-
ough educational assessment. School psychologists
conduct the majority of these assessments, and
thus, there is a great need for school psychologists
to evaluate the intellectual ability and academic
achievement of youth, many of whom remain on
waiting lists for months or years until someone is
available to conduct an evaluation. The majority of
school psychologists work in schools, but some also
work in nurseries, day-care centers, hospitals,
clinics, and even penal institutions. A few are in
private practice. There are about 60 APA-
accredited programs in school psychology, and
approximately 200 doctoral degrees in school
psychology were awarded by these programs in
2009-2010 (Kohut & Wicherski, 2010).

Health and Rehabilitation Psychologists. Al-
though many health and rehabilitation psychologists
have doctoral degrees in clinical psychology, there is
no requirement for this. Indeed, counseling, social,
and experimental psychologists, for example, may
specialize in either health or rehabilitation psychol-
ogy. Such specialization typically occurs at the grad-
uate and postdoctoral level. Because Chapter 17 of
this book discusses both health and rehabilitation
psychology in more detail, only a brief introduction
will be provided here.

The field of health psychology has emerged in
the last few decades and continues to grow rapidly.
Health psychologists are those who, through their
research or practice, contribute to the promotion
and maintenance of good health. They are also
involved in the prevention and treatment of illness.
They may design, execute, and study programs to
help people stop smoking, manage stress, lose
weight, or stay fit. Because this is an emerging
field, those in it come from a variety of back-
grounds, including clinical psychology, counseling
psychology, social psychology, and others. Many
health psychologists are employed in medical
centers, but increasingly they are serving as
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consultants to business and industry—in any orga-
nization that recognizes the importance of keeping
its employees or members well. As we will discuss
in Chapter 3, this specialty is likely to profit most
from the sweeping changes in health care.

In both research and practice, the focus of
rehabilitation  psychologists is on people who are
physically or cognitively disabled. The disability
may result from a birth defect or later illness or
injury. Rehabilitation psychologists help indivi-
duals adjust to their disabilities and the physical,
psychological, social, and environmental barriers
that often accompany them. Thus, they advocate
for the improvement of life conditions for those
with disabilities and help develop and promote
legislation to promote this cause (e.g., the
Americans with Disabilities Act). Rehabilitation
psychologists often work at acute care facilities,
medical centers, rehabilitation institutes and hospi-
tals, community agencies, VA hospitals, and uni-
versities. In addition to clinical care, rehabilitation
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Psychiatric nurses often work on a team of mental health
providers.

psychologists may provide expert testimony in
insurance cases, conduct testing, and serve on
interdisciplinary teams.

Psychiatric Nurses. We have long been aware of
the role of psychiatric nurses. Because they spend
many hours in close contact with patients, they are
not only in a position to provide information about
patients’ hospital adjustment but also can play a
crucial and sensitive role in fostering an appropriate
therapeutic environment. Workingin close collabora-
tion with the psychiatrist or the clinical psychologist,
they (along with those they supervise—attendants,
nurse’s aides, volunteers, etc.) implement therapeutic
recommendations. Certified nurse practitioners now
have prescription privileges in all but a few states in the
United States. Therefore, nurses may be used increas-
ingly in the front line of mental health services.

Others. Most well-staffed hospitals employ a
variety of other therapeutic personnel, including
occupational therapists, recreational therapists, art
therapists, and so on. By virtue of their training
and experience, these people can play a vital adjunc-
tive role in enhancing the adjustment patterns of
patients. They can teach skills that will help patients
in a variety of non-hospital settings. They can help
make hospitalization a more tolerable experience,
and they can provide outlets that increase the thera-
peutic value of institutions. Whether their role is to
help put patients in touch with their feelings via art,
music, gardening, or dancing or to enhance patients’
personal and social skills, the contributions of such
therapeutic personnel are significant.

People who are trained to assist professional
mental health workers are called paraprofessionals,
and their role has expanded greatly in recent
years. Volunteers are often provided short training
sessions and then become the most visible personnel
in crisis centers (both walk-in and telephone). Cer-
tain  paraprofessional activities have become
accepted practice. Research indicates strongly that
the efforts of paraprofessionals can effectively sup-
plement the work of professionals (e.g., see Chris-
tensen & Jacobson, 1994). We will discuss this issue
extensively in Chapter 16.
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TABLE 11 Clinicians’ Activities

Percentage involved in

Mean percentage of time

Activity 1995 2003 1973 1981 1986 1995 2003
Psychotherapy 84 80 31 35 35 37 34
Diagnosis/Assessment 74 64 10 13 16 15 15
Teaching 50 49 14 12 14 09 10
Clinical Supervision 62 50 08 08 11 07 06
Research/Writing 47 51 07 08 15 10 14
Consultation 54 47 05° 07 11 07 07
Administration 52 53 13 13 16 1 13

2Garfield and Kurtz percentage is for “community consultation.”

SOURCE: Adapted from Norcross, J. C., Karpiak, C. P., & Santoro, S. O. (2005). Clinical psychologists across the years: The Division of Clinical Psychology from

1960 to 2003. Journal of Clinical Psychology, 61, 1467-1483.

PROFESSIONS AND TITLES NOT
REGULATED BY THE GOVERNMENT

Most of the professionals and paraprofessionals listed
above have fulfilled specific educational requirements
and licensing requirements regulated by state and pro-
vincial governments. In other words, these mental
health workers must (1) document that they have
obtained appropriate professional training; (2) pass a
licensing exam indicating familiarity with current
practice parameters, ethical regulations, and state
laws; (3) and maintain their current knowledge of
the field through ongoing educational requirements
(i.e., continuing professional education). However,
some titles are not regulated by the government
(e.g., “therapist,” “psychotherapist”), and virtually
anyone can offer services using this title. Unfortu-
nately, some members of the public are not aware
of this distinction and may confuse the services offered
by a professional with other unregulated services.

Now that we have briefly examined some of
the other helping professions, let us turn to the
work of the clinical psychologist.

THE CLINICAL PSYCHOLOGIST

It 1s extraordinarily difficult to list comprehensively
all of the issues and symptoms that are relevant to
the field of clinical psychology. The number and

kinds of problems are so extensive as to boggle
the mind: depression, anxiety, psychosis, personality
disorders, mental retardation, addictions, learning
disabilities, conduct disorder, attention deficit
hyperactivity disorder, pervasive developmental dis-
orders, suicide, vocational problems, and sexual dif-
ficulties—to name but a few. Further, this list does
not cover those individuals who seek out psycho-
therapy not because of current dysfunctional symp-
toms, but as a way to better understand themselves.

Instead of defining clinical psychology in terms
of problems or issues clinical psychologists are asked
to address, we will try to give a picture of the field by
reviewing the activities engaged in by clinical
psychologists.

Activities of Clinical Psychologists

Much of our information about clinical activities
comes from a series of studies conducted between
1973 and 2003. Each study involved a random sam-
ple of members of Division 12 (Division of Clinical
Psychology) of the American Psychological Associ-
ation (APA). Garfield and Kurtz (1976) examined
more than 800 questionnaires collected in 1973;
Norcross and Prochaska (1982) analyzed nearly
500 surveys gathered in 1981; Norcross, Prochaska,
and Gallagher (1989b) were able to analyze 579
questionnaires from 1986; Norcross, Karg, and
Prochaska (1997a, 1997b) surveyed 546 clinical



psychologists in 1994—1995; and finally, Norcross et
al. (2005) surveyed 694 clinical psychologists in
2003. The results of these five surveys are presented
in Table 1-1 and Table 1-2.

From Table 1-1, it is apparent that psychother-
apy of one sort or another is the most frequently
engaged in activity and occupies the most time, as
it has in all the cited surveys from 1973 to 2003.
Diagnosis and assessment also continue as major
activities. Research activity has grown over the
years (to around 14% of the 2003 respondents’
time), which is a bit surprising in light of the
fact that 39% of the 2003 sample was employed
full-time in private practice. Still, it is important to
note that some clinical psychologists never publish a
research paper and that only 10-15% of all clinicians
produce 40-50% of all the work published by clini-
cal psychologists (Norcross et al., 1989b, 1997b).
Teaching is another relatively common activity
among clinical psychologists. Unfortunately, the
time devoted to administration remains significant,
perhaps reflecting the bureaucracy that is so prevalent
in modern society. Let us now take a closer look at
the six activities represented in Table 1-1.
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Therapy/Intervention. It is clear from Table 1-1
that therapy is the activity that most frequently
engages the typical clinical psychologist’s efforts and
to which the most time is devoted. Many people
have an image of the therapy situation as one in
which the client lies on a couch while the therapist,
bearded and mysterious, sits behind with notepad
and furrowed brow. Actually, therapy comes in
many different sizes and shapes. A few (but very
few!) therapists still use a couch, but more often,
the client sits face-to-face across from the therapist.
In most cases, therapy involves a one-to-one rela-
tionship, but today, couple’s therapy, family therapy,
parent training, and group therapy are also very com-
mon. For example, a group of six or eight clients, all
having trouble with alcohol use, may meet together
with a therapist to work on their problems. Or a
psychologist may meet with a child’s parents to dis-
cuss ways that reinforcements in the home may
reduce the child’s disruptive behavior. Finally, sizable
proportions of therapists are women, not men. This
gender disparity among therapists is likely to con-
tinue for some time, given that over 70% of clinical
psychology graduate students each year are women.
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Psychotherapy remains one of the major activities of clinical psychologists.
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Historically, therapy involved mainly a search
for insight into the origins of one’s problems or the
purposes served by one’s undesirable behavior. In
other cases, therapy consisted primarily of a relation-
ship between client and therapist designed to pro-
duce an atmosphere of trust that would help dissolve
the client’s debilitating defenses. Today, therapy
may involve some “insight-oriented” work, but
research suggests that therapies involving specific
skills may be more useful for reducing client’s pro-
blems. For instance, cognitive-behavioral therapies
involve a structured format to help the client learn
new and more satistying ways of thinking and
behaving. Sometimes the goals of therapy are
sweeping and involve major changes in behavior.
Other times patients desire help only with a single
type of symptom (e.g., a troublesome fear) that pre-
vents them from achieving certain goals. Therapy
varies, then, along many different dimensions.

Diagnosis/Assessment. All practicing clinicians
engage in assessment of one form or another.
Take, for example, the following cases:

A child who is failing the fourth grade is
administered an intelligence test and an
achievement test. Does she have a learning
disability?

Personality tests are given to a client who is
depressed and has lost all zest for life. Can the
test results shed light on personality factors
contributing to the depression?

An adolescent has been talking excessively,
moving quickly, switching from one idea to
another, and has been engaging in more risk-
taking behaviors. A diagnostic assessment is
conducted to determine whether he may have
Bipolar Disorder, ADHD, or some other pos-
sible psychological disturbance.

A father has been charged with child abuse. He
is interviewed and tested to determine whether
he suffers from a mental disorder that influ-
ences his judgment and impulse control.

Common to all these examples is the effort to

better understand the individual so that a more
informed decision can be made or the most
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Some clinical psychologists specialize in psychological testing and assessment.



desirable course of action selected. Assessment,
whether through observation, testing, or interview-
ing, is a way of gathering information so that an
important question can be answered or so that a
problem can be solved. These questions or pro-
blems are virtually infinite in variety, as the forego-
ing examples suggest. Assessment has long been a
critical part of the clinical psychologist’s role.
Indeed, for many years, assessment, especially test-
ing, was the chief element in the clinician’s profes-
sional identity.

Teaching. Clinical psychologists who have full-
or part-time academic appointments obviously
devote a considerable amount of time to teaching.
Those whose responsibilities are primarily in the
area of graduate education teach courses in
advanced psychopathology, psychological testing,
interviewing, intervention, personality theory,
developmental psychopathology, and so on. Some
of them may also teach undergraduate courses such
as introductory psychology, personality, abnormal
psychology, introduction to clinical psychology,
psychological testing, and others. Even clinicians
whose primary appointments are in clinics or hos-
pitals or who operate a private practice sometimes
teach evening courses at a nearby college or univer-
sity or may even have part-time appointments in
graduate programs to help teach or supervise stu-
dents working towards their doctoral degree.

Much of this teaching is of the familiar
classroom-lecture type. But a considerable amount
of teaching is also done on a one-to-one, supervi-
sory basis. Clinical psychologists in clinical settings
may also teach informal classes or do orientation
work with other mental health personnel, such as
nurses, aides, social workers, occupational thera-
pists, and so on. In some cases, the clinician may
go out into the community and lead workshops on
various topics for police officers, volunteers, minis-
ters, probation officers, and others.

Clinical Supervision. Clinical supervision 1is
really another form of teaching. However, it typi-
cally involves more one-to-one teaching, small

group approaches, and other less formal, non-
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classroom wvarieties of instruction. Whether in uni-
versity, internship, or general clinical settings, clini-
cal psychologists often spend significant portions of
their time supervising students, interns, and others.
Becoming skilled in the intricacies of therapy and
assessment techniques requires more than just read-
ing textbooks. It also involves seeing clients and
then discussing their cases with a more experienced
supervisor. In short, one learns by doing, but under
the controlled and secure conditions of a trainee—
supervisor relationship. This kind of “practicum”
teaching and supervision can occur both in univer-
sity and internship settings and in postdoctoral pro-
grams as well.

Research. Clinical psychology has grown out of
an academic research tradition. As a result, when
clinical training programs were first established
after World War II, the scientist-practitioner
model was adopted. This meant that, in contrast
to other mental health workers such as psychiatrists
or social workers, all clinicians were to be trained
as scientists and as practitioners. This model was
not adopted because it was expected that all
clinical psychologists would engage in both clini-
cal and research work with equal emphasis, but
rather because it was believed that to be an effec-
tive clinical psychologist, one must have expertise
in “thinking like a scientist.” The scientist-
practitioner model suggests that clinical work is
enhanced by a knowledge of scientific methods,
and research is improved by exposure to clinical
practice. Although the research emphasis may not
be so prominent in some ‘“‘scientist-practitioner”
training programs as it once was, the fact remains
that clinical psychologists are in a unique position
both to evaluate research conducted by others and
to conduct their own research. By virtue of their
training in research, their extensive experience
with people in distress, and their knowledge of
both therapy and assessment, clinical psychologists
have the ability to consume and to produce new
knowledge.

The range of research projects carried out by
clinicians is enormous. Studies include searching for
the causes of mental disorders, development and
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FIGURE 1-1 Sample table of contents from the Journal of Consulting and Clinical Psychology.
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validation of assessment devices, evaluation of ther-
apy techniques, and so on. To provide something of
the flavor of these efforts, Figure 1-1 shows the table
of contents of a fairly recent issue of the Journal of
Consulting and Clinical Psychology, a major publication
outlet for research by clinical psychologists.

Consultation. In consultation and in teaching,
the goal is to increase the effectiveness of those to
whom one’s efforts are directed by imparting to
them some degree of expertise. Consultation takes
innumerable forms in many different settings. For
example, one might consult with a colleague who is
having difficulty with a therapy case. Such consultation
might be a one-shot affair with someone who simply
needs help with one specific case. In other instances,
however, a clinician might be retained on a relatively
permanent basis to provide the staff of an agency with
help. Perhaps, for example, our consulting clinician is

an expert on the problems of individuals addicted to
drugs. By working with the staff, the consultant can
increase the effectiveness of the entire agency. Consul-
tation could come in the form of case-by-case advice,
or the consultant might be asked to discuss general
problems associated with drug addiction. Clinical psy-
chologists also can serve as consultants to advertising
agencies or corporations interested in developing pro-
ducts that could improve the mental health of their
customers. Clinical psychologists offer valuable consul-
tation services within the legal system as well, either by
assisting attorneys in the selection of jurors for a case or
consulting with police departments in hostage negotia-
tions. Finally, a growing number of clinical psycholo-
gists serve as consultants to physicians who deliver
primary care services.

Consultation can run the gamut from clinical
cases to matters of business, personnel, and profit. It
can deal with individuals or entire organizations.
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Sometimes it is remedial; other times it is ori-

ented toward prevention. Consulting, regardless of
the setting in which it occurs or the particular pur-
pose it has, is a significant activity of many clinical
psychologists today. We will discuss consultation in
more detail in Chapter 16.
Administration. It has been said half jokingly that
no one in clinical psychology enjoys administrative
work except masochists or those with obsessive-
compulsive personalities. Nevertheless, nearly every
clinical psychologist spends time on administrative
tasks. For example, client records must be main-
tained, those infernal effort reports must be filled
out each month, and research projects must be
cleared by committees set up to safeguard the rights
of human subjects. Clinical psychologists who work
for agencies or institutions will likely serve on several
committees: personnel, research, patient rights, or
even the committee to select films for the patients’
Friday night movies.

Some really hardy souls become full-time
administrators. They do so for many reasons. Some-
times they are drafted by colleagues who regard
them as skillful in human relations. Others may
grow a bit weary of therapy or assessment and
want a change. Or maybe they have the fantasy
that administration is the route to power and
wealth. In any event, good administrators are the
ones who keep their organization running
smoothly and efficiently. Being sensitive to the
needs and problems of people in the organization
and having the patience to sometimes suffer in
silence are useful attributes of the good administra-
tor. The ability to communicate well with those
under supervision is also important, as is a knack
for selecting the right people for the right jobs.

It would be difficult to list all the sorts of
administrative posts held by clinical psychologists.
However, here are a few examples: head of a uni-
versity psychology department, director of a Veter-
ans Administration clinic, vice president of a
consulting firm, director of the clinical training pro-
gram, director of the psychological clinic in a
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university psychology department, chief psycholo-
gist in a state hospital, and director of a regional
crisis center.

Employment Sites

Where are clinical psychologists employed? Data
from the previously noted surveys will again help
answer this question. The results pertaining to work
settings from these surveys are shown in Table 1-2.
It is evident that private practice has grown steadily
over the years and is now clearly the most frequent
employment setting for clinical psychologists. Uni-
versity settings are the second most common
employment sites, with medical schools a distant
third. Although not shown in Table 1-2, the data
from Norcross et al. (1997b) indicate that of those
clinical psychologists whose primary job is that of a
full-time university professor, 59% are engaged in
some part-time form of private practice or supervi-
sion. From Tables 1-1 and 1-2, the diversity of both
activities and work settings is very obvious. This is
also evident in the increase over time in the num-
bers in the “Other” category in Table 1-2. This
diversity is illustrated in the background and activi-
ties of the hypothetical clinician described in the
next section.

A Week in the Life of Dr. Karen C

Karen C. began her undergraduate career in jour-
nalism. However, following a course in general
psychology, she decided to switch to psychology.
After fulfilling the usual requirements for a psy-
chology major (courses in psychobiology, statistics,
cognitive psychology, history and systems, person-
ality, social psychology, etc.), she applied to
11 graduate schools. With a strong grade point
average and an equally strong set of scores on the
Graduate Record Examination, she was accepted
by 4 schools. She chose a large midwestern state
university and later did her internship at a local
state hospital.
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Some clinical psychologists work at community mental health centers.

TABLE 12 Employment Settings of Clinical Psychologists

1973 1981 1986 1995 2003

Employment Site % % % % %
Psychiatric Hospital 08 08 09 05 04
General Hospital 06 08 05 04 03
Outpatient Clinic 05 05 04 04 04
Community Mental 08 06 05 04 02
Health Ctr

Medical School 08 07 07 09 08
Private Practice 23 31 35 40 39
University, 22 17 17 15 18
Psychology

University, Other 07 05 04 04 04
VA Medical Center — — — 03 03
None 01 01 04 01 00
Other? 01 12 10 11 15

2This category includes professional schools, correctional facilities, managed care organizations, nursing homes, child and family services, rehabilitation cen-
ters, school systems, psychoanalytic institutes, and health maintenance organizations, and so on.

SOURCE: Norcross, J. C., Karpiak, C. P., & Santoro, S. O. (2005). Clinical psychologists across the years: The Division of Clinical Psychology from 1960 to 2003.
Journal of Clinical Psychology, 61, 1467-1483.



Five years after enrolling, she was awarded the
Ph.D. and began her career as a staff psychologist in
a tri-county outpatient clinic. Four years later, we
have a typical week in the life of Dr. Karen C.

Monday, Wednesday, Friday

8:00-9:00 A.m. Staff meeting. This meeting is
devoted to a variety of activities, including
discussion of cases, agency policy and
problems, insurance questions, and other
administrative business.

9:00-10:00 A.m. Psychotherapy. The current
case is that of a moderately depressed 48-
year-old woman who was recently
divorced. Mrs. G. is showing gradual
improvement, and the prospect of hospi-
talization seems to have passed. Dr. C. is
using what might be termed an eclectic
form of psychotherapy that is generally
cognitive-behavioral in flavor.

10:00-10:30 a.m. Psychotherapy. This
patient, Sam F., is 19 years old. He has
history of multiple arrests for shoplifting
and public intoxication. His intellectual
potential is limited, and his difficulties in
school led him to drop out of high school
at age 16. Dr. C. is using a behavior
therapy to focus in on enhancing Sam F.’s
repertoire of social skills and decreasing
the frequency of his maladaptive
behaviors.

10:30 A.m.—12:00 noon. This time period is
reserved for psychological testing, both for
Dr. C.’s patients and for the patients of
other therapists. Typically, intelligence
tests and self-report questionnaires are
administered by Dr. C. Occasionally, she
also conducts neuropsychological
assessment.

1:00—2:00 p.m. Clinical supervision. The local
university places several interns with
Dr. C.’s agency. This period is devoted to
supervising their psychotherapy and their
diagnostic efforts. The supervision of two
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M.A.-level psychologists employed by the
agency is also included here.

2:00-3:00 p.Mm. Psychotherapy. Bob S. is a

university student. His major difficulty is
moderate depression and feelings of alien-
ation. Dr. C. has tried a variety of thera-
peutic techniques, but nothing has seemed
to work. Although the patient has been
able to continue with his classes so far, the
prospects of hospitalization seem to be
increasing.

3:00-4:30 p.M. Group psychotherapy. This

period is devoted to the treatment of a
group of six men from diverse back-
grounds who have alcohol dependence.
The group treatment approach is largely
supportive, and Dr. C. encourages and
reinforces abstinence from alcohol.

4:30-5:00 p.m. This time 1s typically devoted

to report writing, administrative duties,
and responding to the day’s e-mail.

Tuesday, Thursday
8:00-10:00 a.M. Dr. C. is engaged in a

research project to determine whether
certain psychological test responses (e.g.,
from the MMPI-2) can be used to predict
responsiveness to various forms of therapy.
Dr. C. is using cases from her own agency
along with cases from four other local
clinics and institutions.

10:00 A.M.—12:00 noon. Psychological testing.
1:00-3:00 p.m. Dr. C. is a consultant to the

local school system. She serves four schools
and meets with teachers to discuss their
handling of specific problem children. She
provides consultation for the school psy-
chologist as well.

3:00-5:00 p.m. Dr. C. is advising a local

institution for patients with mental retar-
dation on the establishment of a token
economy. The goal is to upgrade the self-
care habits of a group of adolescents and
young adults in the institution. It is hoped
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TABLE 13 Wednesday at the University with Professor L

8:30-9:00 A.m.
9:00-10:00 A.m.
10:00-11:30 A.m.
11:30 A.m.—12:30 p.m.
12:30-1:00 p.m.

1:00-2:00 p.m.
during unoccupied time

2:00-2:30 p.m.
2:30-4:00 p.m.
4:00-5:00 p.m.
7:00-9:00 p.m.

Proofread test for class in Introduction to Clinical Psychology

Research meeting with two graduate students

Teaching: Clinical practicum supervision

Jog at the track, followed by brown-bag lunch in the office (read journal articles)
Attend a Dissertation committee meeting to evaluate a doctoral student’s work

Office hour for undergraduate students; write letters of recommendation for students

Analyze data for submission to an upcoming professional conference
Attend meeting of the campus committee on computer use
Work on a revision of a manuscript submitted earlier to a journal

Teaching: Seminar on empirically supported psychological treatments

that the project can serve as a prototype
demonstration for use throughout the
institution.

7:00-8:30 p.m. Two evenings a week, Dr. C.
teaches a course in abnormal psychology at
the local university. It is a fully accredited
course that enrolls both full- and part-time
undergraduate students.

Saturday

9:00 A.M.—1:00 p.M. Dr. C. sees a series of
patients in private practice. They are typi-
cally patients with a variety of concerns
(e.g., depression, anxiety). These patients
are usually referred by local physicians and
other professionals in the community who
are aware of Dr. C.’s excellent work and
reputation. Dr. C. also does some diag-
nostic testing on a referral basis during
this time.

In contrast to Dr. C., a clinical psychologist
who teaches at a major university might have a
quite different schedule. Table 1-3 offers a glimpse
of one such day for a new assistant professor. As you
can see, this clinical psychologist’s time is typically
devoted to teaching, training, and research.

Some Demographic Notes

Several demographic characteristics of clinical
psychologists are noteworthy (Norcross et al.,
2005). First, in this survey of 694 randomly selected
clinical psychologists from the APA Division 12
(Clinical Psychology) roster, only 34% were
women and only 7% of clinicians were members of
racial minorities. However, these percentages are
likely to increase dramatically once newer Ph.D.s
establish themselves in the profession. For example,
in 2006 76% of doctoral recipients in clinical psychol-
ogy were women and 33% were racial or ethnic
minority group members (Heffer et al., 2007).

As for primary theoretical otientation, 29% of the
Norcross et al. (2005) sample described themselves
as eclectic/integrative, 28% as cognitive, 15% as
psychodynamic, and 10% as behavioral. Table 1-4
presents the theoretical orientations endorsed by
clinical psychologists in the Norcross et al. (2005)
survey, as well as those endorsed in four other sur-
veys dating back to 1960. As can be seen, the per-
centage of clinicians adhering to a psychodynamic
orientation has declined over the years, whereas the
corresponding percentage for a cognitive orienta-
tion has increased dramatically. The popularity of
the eclectic orientation has been strong for some
time but seemed to peak in the 1973 survey.
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TABLE 144 Theoretical Orientations of Clinical Psychologists

1960 1973 1981 1986 1995 2003
Orientation % % % % % %
Behavioral 08 10 14 16 13 10
Cognitive — 02 06 13 24 28
Eclectic/Integrative 36 55 31 29 27 29
Humanistic® 02 06 04 06 03 01
Interpersonal — — — — 04 04
Psychodynamic® 35 16 30 21 18 15
Rogerian 04 01 03 06 01 01
Sullivanian 10 03 02 02 01 00
Systems — — 04 04 04 03
Other 04 07 06 03 05 07

2Humanistic includes existential and Gestalt.

bpsychodynamic includes psychoanalytic and psychodynamic. The corresponding 1960 and 1973 figures are for psychoanalysis and Neo-Freudian.
SOURCE: Norcross, J. C., Karpiak, C. P., & Santoro, S. O. (2005). Clinical psychologists across the years: The Division of Clinical Psychology from 1960 to 2003.

Journal of Clinical Psychology, 61, 1467-1483.

Finally, although hardly a demographic feature,
it is reassuring to note that of all the clinical psy-
chologists sampled, only 12% expressed any dissat-
istaction with their choice of clinical psychology as
a career (Norcross et al., 2005). This most recent
survey on satisfaction is in contrast with a survey 50
years ago (Kelly & Goldberg, 1959) which reported
that approximately 40% of clinical psychologists
would select a different career if given a choice.
Fortunately, few contemporary clinical psycholo-
gists share this sentiment! Despite the strenuous
lengthy graduate
education required, and the long hours, most clini-
cal psychologists find their careers to be very

satisfying.

academic requirements, the

Research and the Scientific Tradition

Although clinical psychology is dedicated to the
improvement of human welfare, it springs from a
research tradition that emphasizes the quest for
knowledge. This research tradition does not imply

that every clinician should be heavily engaged in
research or other scholarly pursuits. What it does
suggest 1s that training in clinical psychology that
incorporates courses and experience in research
and statistical methods gives clinicians unique skills
that help establish their professional identity. Such
methodological training helps develop a capacity
for evaluation and an attitude of caution and skep-
ticism that permits clinical psychologists to become
better, more perceptive diagnosticians and therapists
as well as researchers.

TRAINING: TOWARD
A CLINICAL IDENTITY

The preceding pages have provided a sketch of
some of the activities, affiliations, and orientations
of clinicians and touched upon the scientific tradi-
tion. Now let us turn to a discussion of the unique
background and skills that set clinical psychologists
apart from other mental health professionals. None
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of this is set in stone, of course. The field is chang-
ing and, as always, there are disagreements among
clinicians as to how to train students and in what
direction the field should move. However, it is use-
ful to remember that clinical psychology is but a
specialized application of the more basic core of

psychology.

An Overview

The typical clinical psychologist completes a bache-
lor’s degree and then 5 years of graduate work. The
latter typically includes training in assessment,
research, diagnosis, and therapeutic skills, along
with an internship. Most often, this effort culminates
in a Ph.D. (Doctor of Philosophy) degree from a
university psychology department. In some instances,
the degree awarded is the Psy.D. (Doctor of Psychol-
ogy) either from a university department of psychol-
ogy or from a training institution not aftiliated with a
university. There are also two-year programs that
award the master’s degree. Because of contemporary
licensing laws that dictate who may practice indepen-
dently as a psychologist, it is rare that individuals
graduating from master’s programs can engage in
professional clinical work independently. Many of
them hope to transfer to Ph.D. or Psy.D. programs
later, and indeed, some are quite successful in doing
so. Past evidence suggests that master’s-level clini-
cians are less in demand than doctoral-level clinicians,
are paid less, and are perceived as less competent. Few
states allow master’s-level clinicians to be fully
licensed to practice independently in psychology.
An exception is the area of school psychology, in
which individuals with a master’s degree are allowed
limited independent practice. However, the number
of master’s degree programs and the number of mas-
ter’s degrees conferred appear to be growing. Cur-
rently, over 3 times as many master’s degrees as
doctoral degrees are awarded in psychology [APA
Center for Psychology Workforce Analysis and
Research (CPWAR), http://research.apa.org].
Master’s-level training in clinical psychology
has always been somewhat controversial. Master’s-
level psychologists note that research evidence sug-
gests that master’s-level clinicians are as effective as

doctoral-level clinicians. The American Psycholog-
ical Association, however, accepts the doctoral degree
alone as the key to work as an independent profes-
sional. Further, to date, the American Psychological
Association continues to assert that a doctoral
degree is a prerequisite for the title “psychologist”
and that a doctoral degree should be required for
those who wish to practice psychology indepen-
dently. Nevertheless, master’s-level clinicians con-
tinue to work in a variety of service-delivery
settings. The increasing influence of managed care
in the mental health care marketplace may lead to a
resurgence of the popularity of master’s programs in
clinical psychology. In general, master’s-level prac-
titioners charge lower fees, making them an attrac-
tive alternative (in managed care insurers’ eyes) to
doctoral-level clinicians. It will be interesting to see
how this controversial issue unfolds as lobbying
efforts to give master’s-level clinicians “psycholo-
gist” status increase and as increasing economic
pressures come into play.

With this thumbnail sketch of initial training in
clinical psychology, we can now examine the con-
tent of doctoral training more closely.

Clinical Psychology Training Programs

The predominant training philosophy in clinical
psychology today is still the scientist-practitioner
model (Raimy, 1950). We shall have a good deal
more to say about this model in the next chapter,
and in Chapter 3 we will discuss alternative training
models for clinical psychologists as well. For the
moment, however, a brief overview of the
scientist-practitioner training model will be useful.

Training programs that emerged after World
‘War II were based on the principle that the scientist
and practitioner roles could be integrated. The goal
was the creation of a unique profession. It is this
model that differentiates clinical psychologists
from the rest of the mental health pack.

A Sample Program. How does this model
translate into a program that trains clinical psy-
chologists? Table 1-5 presents a fairly typical
program of study.
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TABLE 15 Sample Ph.D. Program of Study (Scientist-Practitioner Model)

Year 1 Fall

Statistics (Analysis of Variance)
Systems of Psychotherapy
Departmental Core Course:

Social Psychology
Introduction to Data Analysis
M.A. Thesis Research

Year 1 Winter

Statistics (Regression)

Psychometrics (Test Construction)

Assessment (choose Adult or Child Assessment)
Introduction to Data Analysis

M.A. Thesis Research

Clinical Practicum

Year 2 Fall

Ethical and Professional Issues
Psychopathology

ML.A. Thesis Research

Clinical Practicum

Year 2 Winter

Departmental Core Course: Functional
Neuroscience

Elective: Family and Group
Process

M.A. Thesis Research

Clinical Practicum

Year 3 Fall

Departmental Core Course: Cognitive
Elective: Experimental Psychopathology
Dissertation Research

Clinical Practicum

Year 3 Winter

Statistics (Latent Variables and
Structural Equation Modeling)

Departmental Core Course: Developmental
Dissertation Research
Clinical Practicum

Year 4 Fall
Outside Course: Psychological Anthropology
Dissertation Research
History and Systems of Psychology

Year 4 Winter
Outside Course: Violence in the Family
Dissertation Research

Year 5 Fall and Winter

Clinical Internship

NOTE: During the third year (usually in winter semester), students are expected to complete qualifying examinations.

Several points should be made about the pro-
gram outlined in Table 1-5. First, it is just one
example. Some programs place less emphasis on
research and more on clinical techniques. Some are
structured so that one can complete all the work in 4
years, especially if summers can be devoted to cour-
sework. In some programs, the internship comes in
the fourth year, often before the dissertation has
been completed. A few schools still require compe-
tence in a foreign language, although many now
allow the student to substitute courses in statistics
or computer technology. It is also true that each
school tends to have its own “personality.” Some
programs have a distinct cognitive-behavioral
orientation, emphasizing such techniques as cogni-

tive therapy for depression. Others have a

psychodynamic flavor and emphasize projective
testing. Faculty interests in some programs center
on children, whereas others focus on adults.
Although there is diversity among clinical programs,
there is a great deal of commonality as well. A stu-
dent applying for graduate work should investigate

such emphases so as to make informed choices.

Coursework. Clinical students normally must
take a series of basic courses such as statistics and
research design, biological foundations of behavior,
social psychology, developmental psychology, and
cognitive psychology. The exact number and
content of these courses vary somewhat from pro-
gram to program. The intent is to give the student
an understanding of the basics that underlie human
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behavior or that permit us to investigate that behav-
ior. These courses provide a strong scientific foun-
dation for the student’s clinical training and give life
to the scientist-practitioner model in clinical psy-
chology. Depending on the student’s interests,
several electives, advanced courses, and seminars in
these same topics are often taken as well.

Clinical students also enroll in several courses
that teach the fundamentals of clinical practice or
deal with clinical topics at an advanced level. For
example, there are often courses in psychopathol-
ogy, theory and research in therapy, or principles of
cognitive-behavioral interventions. There are semi-
nars in such topics as schizophrenia, methods of
family and group therapy, community psychology,
or neuropsychological assessment.

Practicum Work. Books and coursework are
fine, but ultimately, one must learn by doing. As a
result, all programs seek to build the student’s clinical
skills through exposure to dinical practica. The dictio-
nary defines a practicum as “work done by an
advanced student that involves the practical applica-
tion of previously studied theory.” In many
instances, the practicum will combine academic con-
tent with practical experience. Typically, there are
practica or clinics in assessment (intelligence, neuro-
psychology, personality, etc.), therapy (cognitive-
behavioral interventions, family therapy), interview-
ing, and even methods of consulting with school
officials, community agencies, or industry. Whatever
the specific form or content of the practicum expe-
rience, it is a major vehicle for the acquisition of
specific clinical skills. The student’s practicum work
is supervised by clinical faculty members or by clin-
iclans in the community who have relevant special
skills. Most psychology departments that have clini-
cal training programs also operate a psychological clinic.
This clinic often provides assessment, therapy, and
consulting services to university students, staft, and
faculty, as well as to families of university personnel
and to people in the surrounding community. Cases
are accepted selectively in terms of their teaching
value. Such a clinic may be staffed by a full-time
secretary, clinical faculty, and even clinical psychol-
ogists from the local community.

Research. The implementation of the scientist-
practitioner model requires that the student
develop research competence. This is accomplished
through courses in statistics, computer software and
technology, and research methodology and also by
active participation in research projects. There are
differences among schools as to the extent of their
commitment to the scientist-practitioner approach
to training. Therefore, differences also exist among
departments in the emphasis they place on research
training and in the rewards they dispense to stu-
dents for devotion to research. Most departments
do, however, require the completion of a master’s
thesis (usually by the end of the second year). A
dissertation reporting the results of an original
research project i1s also required (by the end of
either the fourth or fifth year, depending on the
specific program). The dissertation is a more exten-
sive project than the master’s thesis, and it is
designed to contribute significant new information
to the field. Most programs continue to stress tra-
ditional experimental or correlational research for
the dissertation.

Programs that emphasize the research commit-
ment usually see to it that research experience is not
confined to the thesis and dissertation. In some
departments, for example, each clinical student joins
the research “team” of a faculty member. The team
consists of from four to eight graduate students who
are at varying year levels in the program. The team
meets one time per week for 2 or 3 hours. Research
topics are discussed, and research projects are
designed. Thesis and dissertation proposals may be
discussed and defended. The more advanced students
can provide guidance and also serve as role models for
the younger students. The vigorous give-and-take of
such meetings can go a long way toward building the
research commitment.

The Qualifying Examination. Most clinical pro-
grams require students to pass a qualifying examination,
sometimes called the preliminary examination or the
comprehensive examination. Whatever its title, some
students regard it as the most anxiety-provoking
experience in their training. It is a written examina-
tion that takes different forms at different universities.



In some cases, three written examinations, each
lasting 4 hours, are spread over a week; others have a
5-day examination. Some schools require an oral
examination as well. In certain programs, the tests
cover all areas of psychology, whereas in others,
they are confined to the field of clinical psychology.
Most often, these examinations are taken during the
third year. In other programs, the qualifying exami-
nation requirement is satisfied by asking students to
write a thorough, in-depth literature review or a
research grant.

The Internship. The internship is a vital part of
any training program. It is the capstone of the stu-
dent’s previous experiences in clinical courses and
practica and provides the experience that begins to
consolidate the scientist-practitioner role.

An internship of one sort or another is required of
all students in clinical programs accredited by the
APA. In the years immediately following World
War II, the internship was most commonly taken
during the third year of training. Now, however, so
many programs are essentially 5 years in length that the
internship most often seems to come at the end of
graduate training. In a few rare instances, students
may take half-time internships over a 2-year period.
Usually, an intern works at an independent facility oft
campus. For instance, some intern in such university
facilities as counseling centers and medical schools.
Over 450 predoctoral internship sites are fully
approved by the American Psychological Association;
these “approved” internship programs are listed
each year in the December issue of the American
Psychologist.

The values of internship training are many. For
example, it allows the student to work full-time in a
professional setting. New skills can be acquired;
older ones can be sharpened. Experience in a pro-
fessional setting gives the student a real taste of the
demands of professional life. Students are also
exposed to clinical psychologists who may have
ideas and orientations different from those of their
university faculty. Thus, the experience can help
break down any provincialism that may have
crept into the student’s university training. Expo-
sure to different kinds of clients can likewise
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enhance the student’s competence. Students
encounter the clinical conditions that they have
studied, and this experience can help stimulate
research ideas. Ideally, the internship provides the
opportunity to expand one’s professional horizons
and to integrate what one has learned at the uni-
versity with the demands of the professional world.
It becomes the final element in the three-
dimensional world of academics, research, and
experience.

To give you a better idea of what graduate
training in clinical psychology is like, Box 1-2 pre-
sents some personal reflections of an advanced grad-
uate student. The actual nuts-and-bolts of applying
to graduate programs in clinical psychology are pre-

sented in Appendix A.

A PROFESSION IN MOVEMENT

Clinical psychology is a profession in flux and fer-
ment. Although clinical psychology retains its basic
mission of applying psychological principles to the
problems of individuals, the methods and the pro-
fessional framework through which it seeks to
accomplish this mission are undergoing change.
Whether such change is good or reflects a major
identity crisis that bodes ill for the profession is
unclear. But one thing is certain: This is an exciting
time to be a clinical psychologist and to participate
in the ongoing shaping of a profession.

Briefly, several major trends in the field are
introduced to give you a taste of some of the issues
facing clinical psychologists today. Chapter 3 will
have more to say about these and other contempo-
rary issues.

Women in Clinical Psychology

One demographic trend is important to note. Ear-
lier in this chapter, we indicated that only approx-
imately one-quarter to one-third of APA Division
12 (Society of Clinical Psychology) members are
women. As mentioned earlier, this percentage is
likely to increase dramatically in the future given
recent trends. More women than men are
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Box 1-2 A Graduate Student Perspective: Julia Martinez

Julia Martinez is a 5th-year graduate student in clinical
psychology. She provided the following insights
regarding her graduate school experience.

What has graduate school in clinical psychology been
like for you?

I was the first in my family to go to college, so | have
always thought of graduate school as a very special
challenge and opportunity. On the general academic
level, | see it as a place where there are no limits to
learning or thought. It becomes your job to think crit-
ically about everything, and to formulate research and
ideas that have the potential to move us all forward.
This is what | think America is all about, and | am proud
to be a part of it. With regard to clinical psychology, it
usually seems to me like a relatively new field, with a
lot of work to be done. This fact is inspiring (and
sometimes daunting) to me. Lastly, on the personal
level, | would never deny that graduate school is very
difficult. You make a lot of emotional investments,
both in your work and in your own personal develop-
ment. Frustrations and victories are part of everyday
life. Balance, tenacity, and maybe a sense of humor are
all important.

What things did you least expect about graduate
school?

This is a difficult question for me to answer. Before |
started graduate school | thought a lot about what |
might expect. Actually, | expected a lot of awful things
that have not come to pass, perhaps because | made
some preparations. For example, | knew that graduate
school would be a lot of hard work, but | was dead set
against pulling all-nighters and then feeling terrible,
like I had done in college. | thought about how | could
improve my work style, so | could get a decent night's
sleep. Also, a wise person, Dr. Karen Gillock, told me
that graduate school would be filled with wonderful

opportunities—but that if you did not prioritize well,
you could easily find yourself overwhelmed, with the
result of getting fewer things done (really important
things, like your master’s thesis). This advice turned out
to be completely true, and it was helpful to expect this
at the start. | guess the biggest thing | did not expect
was learning all the great things that | have learned.
Going in, | had no idea what exactly | would learn. |
was afraid of statistics, but | have learned to love it. |
did not expect growing and changing so much.

Has graduate school changed you? if yes, how so?
Most certainly, | have changed. | used to be really sen-
sitive about psychology being called a “pseudo-
science” or a “soft science,” but | did not have much
knowledge about the field to dispute this claim. Over
time though, | have learned a lot about the impact
that well-executed research in psychology can have on
the public good, which is clearly of importance. | have
also changed personally. | wanted graduate school to
be a well-rounded and scholarly experience. Although |
spend a great deal of time in the lab, | also have
sought other ways to broaden my horizons. | have read
a lot of classic novels, taken a fencing class, practiced
foreign languages with friends, traveled to Spain,
recorded my own music, taken up the banjo, and
learned to Irish jig and flamenco dance. To me, these
are not unessential things; they have helped me to
better understand and to love my work.

Are your professional or research interests similar or
different now than they were when you started
graduate school?

In clinical psychology, one can choose to be mainly a
clinician or mainly a researcher. | was fascinated with
research and | chose a graduate program that focused
on research education. My program does a great job at

receiving their doctorates in psychology, and this
is especially true for clinical psychology, where the
ratio is 3:1 (Hefter et al., 2007). A report by the
American Psychological Association (APA, 20006)
cites several reasons why the number of women
obtaining the doctorate in psychology, especially
in clinical psychology, has increased so

dramatically. Over the last several decades, there
has been an increased demand for psychologists’
skills, increased access to graduate training in psy-
chology for women, and a decreased number of
men entering psychology graduate programs due
to both societal and economic pressures. For
example, other professions like medicine, other
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reinforcing and supporting our research work, so |
have not changed with regard to my interests.

Looking back, what activities or experiences were the
most important for you in your graduate school
program?

I would have to say that the master’s thesis project has
been the most important so far. Doing the thesis, |
went from feeling very unsure about my skills, to feel-
ing quite confident about executing all parts of a
research project. It was an invaluable experience.

Any additional hints for those trying to make it
through graduate school in clinical psychology?
There are four things | would like to share, that | think
are really important:

1.  KNOW WHAT YOU WANT GOING IN. More spe-
cifically, some people want a lot of guidance from
their advisors; others want to be left alone until
they really need their advisors. And some advisors
enjoy closely mentoring their students, while
others prefer giving students more independence.
It saves a lot of time and energy to identify what
type of learner you are, what type of advisor
would be best suited to your working style, and
how you want to carry out your graduate school
experience.

2.  MAKE YOUR CULTURAL DIFFERENCES KNOWN (in
a constructive way). Sometimes we differ cultur-
ally, which is fine. It is particularly important to
understand and to be sensitive to cultural differ-
ences in psychology. But lines of thinking, work
habits, and interpersonal exchanges can some-
times be misunderstood, regarded negatively, and
not appreciated as being related to cultural dif-
ferences. If you ever feel that this is the case,
never be afraid to tactfully and constructively
share your thoughts about relevant cultural

differences. This will help everyone involved to be
more informed and to be a better psychologist.

3.  KNOW ABOUT “SHINING STAR"” SYNDROME.
That is, a lot of students come into graduate
school having been the shining star in their high
school and college. All of a sudden, graduate
school seems horrible, because everyone is smart
and outstanding. Some people get really
depressed, thinking they have lost their identity
as the “smart one.” This is not so. We all build
from each other’s abilities. It really is a time to
learn about everyone’s individual skills, and how
we can all work together to make the world a
better place. With this in mind, please also
remember the next point.

4. YOU ARE NOT AN IMPOSTER. | definitely have felt
intimidated sometimes, and like my colleagues
have a better feel for how to do things, or how to
go about life in graduate school. The truth is that
everyone has a lot to learn. Never be afraid to
clarify things you do not completely understand.
You will learn and grow as long as you do not
give too much importance to your doubts.

Julia Martinez

sciences, and business, to name a few, have offered
greater economic incentives.

What effect this change will have on the field is
unclear. However, it is clear that an increased
representation of women in clinical psychology
will serve to greatly advance the field because it
will bring a broader range of perspectives to

problems encountered in both clinical practice
and clinical research.

Training Models

Although the scientist-practitioner training model is
still dominant, it is under fire. New models have
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emerged. Professional schools with no university
affiliation have sprung up. Furthermore, new degree
programs have been established within the structure
of universities. For example, the Doctor of Psychology
(Psy.D.) degree has become a more common
alternative to traditional research-oriented Ph.D.
degrees, with more than 1,300 Psy.D. degrees
awarded each year from accredited clinical psychol-
ogy programs. There are over 60 APA-accredited
clinical programs that award the Psy.D.

Others have called for a new model of training
housed in for-profit professional schools. Professional
schools now award about 60% of all doctoral
degrees in clinical psychology in the United States
(Kohut & Wicherski, 2010). Another alternative
training model that has been developed over the
last few decades is the combined training program.
Combined programs were developed under the
assumption that a core of both knowledge and skills
cuts across applied areas of psychology (i.e., clinical,
counseling, school psychology), and this base of
knowledge and skills can be utilized in a wide vari-
ety of practice settings (Beutler, Givner, Mowder,
Fisher, & Reeve, 2004). Currently, there are 8
accredited programs in combined training in profes-
sional psychology. Each program provides training
in two or more of the specialty areas of clinical,
counseling, or school psychology.

A training model that has gained some promi-
nence over the past decade is the clinical science model
(Baker, McFall, & Shoham, 2009). This model
arose from concerns that clinical psychology, as cur-
rently practiced, is not sufficiently grounded in sci-
ence. Programs that adhere to this model focus
training on evidence-based approaches to assess-
ment, prevention, and clinical intervention. Over
50 clinical training programs identify themselves as
clinical science training programs. This training
model as well as the others will be discussed in
more detail in Chapter 3.

Clinical Practice

Despite the financial impact of managed care,
recently trained clinical psychologists continue to
go into private practice in large numbers. The

number of psychologists and social workers in the
United States has quadrupled over the last 50 years,
even though the use of medications to treat mental
health issues is increasing rapidly and the overall
proportion of mental health expenditures on ser-
vices typically offered by practicing clinicians is
smaller (Goodheart, 2010). These factors have con-
spired to make the practice of clinical psychology
less viable for many. Depite these trends, issues of
licensing and certification, participation in govern-
mental health care programs, and other guild
concerns seem to be preoccupying the clinical
psychologist more and more. Paraprofessionals and
master’s-level mental health professionals are being
employed with greater frequency in a variety of
mental health settings traditionally stafted by clinical
psychologists. They are performing routine testing
functions, assisting in group therapy, carrying out
various administrative jobs in agencies, and so on.
This trend has been reinforced by the fact that
modern clinical psychologists seem less and less
willing to invest their time in diagnostic testing.
Some may find signs of the demise of clinical
psychology in all of the foregoing; others may be
excited by the sheer conflict of it all. But for the
prospective student of clinical psychology, the cur-
rent situation offers an unparalleled opportunity to
participate in shaping the future of a profession.

A TOLERANCE FOR AMBIGUITY
AND A THIRST FOR NEW
KNOWLEDGE

The orderly thing to do would be to conclude
this chapter with a final, crisp definition of clinical
psychology—one that would summarize and inte-
grate our previous discussion and could readily be
committed to memory. However, such a defini-
tion does not seem possible or even useful. The
problem resides in the range, diversity, and pat-
terning of the interests and activities of clinical
psychologists. To encompass such diversity, a defi-
nition would have to be so lengthy or so general as



to be essentially meaningless. For example, some
feel that Resnick’s (1991) and Division 12’s defini-
tions presented at the beginning of this chapter are
too broad and not specific to clinical psychology.
More than 50 years ago, Shafter and Lazarus (1952),
in their textbook of clinical psychology, commented,
“Nowhere is there real agreement over the exact role
which should be played by the clinical psychologist”
(p- 25). Little has occurred in the meantime to per-
suade one to reject their evaluation. It might be well,
then, to mention an important characteristic of the
clinical psychologist: the capacity to
ambiguity.

Assailed by some as charlatans, adored by others
as saviors, depressed at times by their lack of

tolerate
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knowledge about human behavior, exhilarated at
other times by the remarkable improvement in
their patients, bombarded by the conflicting claims
of success made by cognitive-behaviorists on the
one hand and psychodynamic psychologists on the
other, criticized by academicians as being too
applied and by other mental health colleagues as
being too abstract or scientific—is it any wonder
that a tolerance for ambiguity can be a helpful qual-
ity for clinicians? For students who want all the
answers about human behavior, clinical psychology
can be a very disturbing enterprise. But for those
who wish to participate in a search for increasingly
effective means to improve the human condition, it
can be rewarding indeed.

CHAPTER SUMMARY

Clinical psychology, as a field, is rather difficult to
define in a precise way. The activities of clinical
psychologists vary greatly, and there is some overlap
with other mental health professions. In this chap-
ter, we have presented the most current data avail-
able on the characteristics and activities of clinical
psychologists within a historical context. The mod-
ern clinical psychologist typically spends a signifi-
cant amount of the workweek engaged in direct
clinical service, diagnosis/assessment, administra-
tion, and research/writing. Teaching, supervision,
and consultation also are important roles. Clinical

psychologists are employed in a wide range of set-
tings, especially private practice, universities, and
medical centers. According to surveys, most clinical
psychologists are men, most graduate students are
women, and the most frequently endorsed theoret-
ical orientations are eclectic/integrative, cognitive,
and psychodynamic. Above all, the field of clinical
psychology is strongly committed to the research
tradition, with an emphasis on evidence-based
approaches to assessment, prevention, and interven-
tion. The chapter concluded with an overview of
training in clinical psychology.

KEY TERMS

accreditation A designation bestowed by the
American Psychological Association on psycholo-
gical training programs that meet acceptable
training standards.

clinical practicum A training experience
designed to build specific clinical skills (in assess-
ment, psychotherapy, etc.). Often, a practicum
combines academic content, or theory, with
practical experience.

clinical psychologist A member of a profession
devoted to understanding and treating individuals
affected by a variety of emotional, behavioral, and/
or cognitive difficulties. Clinical psychologists may
be involved in numerous activities, including
psychotherapy, assessment and diagnosis, teaching,
supervision, research, consultation, and
administration.
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clinical science model A clinical psychology
training model that emphasizes empirically
supported approaches to assessment, prevention,
and clinical intervention. This model arose from
concerns that clinical psychology was not firmly
grounded in science.

clinical social workers Mental health profes-
sionals trained in psychiatric diagnosis and in
individual and group psychotherapy. Compared to
psychologists and psychiatrists, psychiatric social
workers’ training is relatively brief, limited to a
2-year master’s degree. Social workers are intensely
involved in the day-to-day lives of their patients and
focus more on the social and environmental factors
contributing to their patients’ difficulties.

counseling psychologists Psychologists whose
interests and activities overlap significantly with
those of clinical psychologists. Traditionally,
counseling psychologists have provided individual
and group psychotherapy for normal or moder-
ately maladjusted individuals and have offered
educational and occupational counseling.

doctoral degree A degree that requires training
beyond the master’s degree. In clinical psychology,
the doctoral degree is usually obtainable after

4 years of graduate training in assessment,
diagnosis, psychotherapy, and research, plus a
1-year internship.

Graduate Record Examination A test fre-
quently required of applicants to graduate training
programs. The GRE assesses quantitative, verbal,
and analytical abilities. In addition, the GRE ofters
subject tests for several disciplines, including
psychology.

health psychologists Psychologists whose
research or practical work focuses on the preven-
tion of illness, the promotion and maintenance of
good health, or the treatment of individuals with
diagnosed medical conditions.

internship An intensive clinical experience
required of all clinical psychology students and
usually occurring at the very end of their graduate
training. Typically, internships last 1 year and
involve full-time work at an independent facility.

master’s degree An advanced degree, usually
obtainable after 2 years of graduate work.
Individuals with master’s-level training in clinical
psychology work in a variety of service-delivery
settings but may be less likely to gain professional
independence than individuals with doctoral
degrees.

paraprofessionals Individuals (e.g., crisis hotline
workers) who have been trained to assist profes-
sional mental health workers.

professional schools Schools offering advanced
training in psychology that emphasizes compe-
tence in assessment and psychotherapy over
competence in research. Many professional schools
are not affiliated with universities, and most award
the Psy.D. degree.

Psy.D. degree An advanced degree in psychol-
ogy that is emerging as an alternative to traditional
research-oriented Ph.D. degrees.

psychiatrist A physician with intensive training in
the diagnosis and treatment of a variety of mental
disorders. Because of their medical backgrounds,
psychiatrists may prescribe medications for the
alleviation of problematic behavior or psycholo-
gical distress.

psychological clinic A clinic operated by a
clinical psychology training program and staffed by
clinical students, faculty, and others. The psycho-
logical clinic provides a setting for clinical students
to gain practical experience by offering assessment,
therapy, and consultation services to the public.

qualifying examination An examination
required of all clinical psychology students, usually
in their third year of training. The function of this
exam is to ensure the student’s academic
competence.

rehabilitation psychologists Psychologists
whose practice focuses upon individuals with
physical or cognitive disabilities. Rehabilitation
psychologists most often work in general or
rehabilitation hospitals, and they help individuals
with disabilities deal with the psychological, social,
and environmental ramifications of their
conditions.



school psychologists Psychologists who work
with educators to promote the intellectual, social,
and emotional growth of school-age children.
Activities of school psychologists may include
evaluating children with special needs, developing
interventions or programs to address these needs,
and consulting with teachers and administrators
about issues of school policy.

scientist-practitioner model of training The
predominant training philosophy in clinical
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psychology today. This model is based on the idea
that clinical psychologists should integrate their
roles of scientist and practitioner.

theoretical orientation The theoretical frame-
work that a psychologist relies on to conceptualize
and treat clients’ problems. Examples of such
orientations include psychodynamic, cognitive,
behavioral, interpersonal, systems, and eclectic/
integrative.
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R eflection on the roots of clinical psychology
can promote a better understanding of the
field. This chapter provides a view of both the his-
torical sweep of clinical psychology and some of the

current issues that confront the field.

HISTORICAL ROOTS

Establishing a certain time period or designating
a particular person as the beginning of clinical
psychology can be arbitrary if not downright
misleading. One can certainly go back to Greek
philosophers Thales, Hippocrates, or
Aristotle who, long ago, were speculating about
human beings and the nature of thought, sensation,
and pathology (Shaffer & Lazarus, 1952). Because
these philosophers are cited as antecedents of nearly
every profession, movement, or system of thought
in Western society, their citation here does little,
perhaps, except to affirm the honorable beginnings
of clinical psychology.

For the years prior to 1890, there is really very
little in the history of clinical psychology to separate
it from the history of abnormal psychology or, as
Zilboorg and Henry (1941) termed it, “medical
psychology.” Reisman (1976) finds it more useful
to search for the roots of modern clinical psychology
in the reform movements of the 19th century, which
ultimately resulted in improved care for the mentally
ill. Such improvements, and the humanitarian values
of those who encouraged them, fostered the faint
beginnings of the mental health professions as we
know them today (Hothersall, 1984). One of the
major figures in this movement was Philippe Pinel,
a French physician. Shocked by the senseless brutal-
ity that was the custom in 19th-century “mental
hospitals,” he managed to get himself appointed
head of the asylum at Bicétre and, later, Salpétriere.
Through kindness and humanity, he accomplished
much in a very difficult field. Whether Pinel’s
accomplishments should be regarded as personal
achievements or as logical developments growing
out of the philosophy of Rousseau and the idealism
of the French Revolution is unclear. In any event,

such as

his work was a milestone in the development of
psychiatry, the mental health approach, and ulti-
mately, of clinical psychology.

At about the same time, an Englishman,
William Tuke, was devoting himself to the estab-
lishment of what might be called a model hospital
for the humane treatment of the sick and troubled.
In America, Eli Todd was laboring long and
successfully to develop a retreat in Hartford
for the mentally ill. Like his European counter-
parts, Todd emphasized the role of civilized care,
respect, and morality. Through his efforts, it
became less fashionable to regard mental patients
as incurable. The search for psychological antece-
dents to mental illness and an emphasis on treat-
ment had begun to replace the routine harshness
of custody.

Another American who had a profound effect
on the mental health movement was Dorothea Dix
(Figure 2-1). She campaigned for better facilities for
the mentally ill. With determination and single-
mindedness, Dix pushed, prodded, and cajoled
until government officials responded. Using the
force of logic, facts, public sentiment, and good
old-fashioned lobbying, she wrought her will. In
1848, New Jersey responded by building a hospital
for the “insane”—the first in a procession of more
than 30 states to do so.

Out of the efforts of such people, the ground-
work was laid for a field of clinical psychology.
However, it would be a mistake to evaluate these
contributions apart from the social forces and ideas
of the time. In the 19th century, philosophers and
writers were proclaiming the dignity and equality of
all. Governments were beginning to respond. Even
science, which was just coming into its own, con-
tributed to the movement.

An atmosphere of “knowledge through exper-
imentation” began to prevail. A feeling that people
can predict, understand, and perhaps even control
the human condition began to replace older wis-
dom. This ferment in science, literature, politics,
government, and reform combined to produce
the first clear and unmistakable signs of new profes-
sions in what would come to be referred to as
“mental health.”
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FIGURE 2-1 Dorothea Dix traveled from state to
state for 40 years campaigning for more humane treat-
ment and better facilities for the insane and the mentally
retarded. During the Civil War, she was chief of hospital
nurses for the Union forces.

These short sketches represent some of the roots
of clinical psychology. In the following pages, we trace
its development in the specific areas of diagnosis and
assessment, intervention, research, and professional
matters.

DIAGNOSIS AND ASSESSMENT

The Beginnings (1850-1899)

For many, the essence of clinical psychology has
always been its emphasis on assessing differences,
rather than commonalities, among people. Much
of that emphasis can be traced to Francis Galton,
an Englishman. Galton devoted a great deal of
effort to the application of quantitative methods
to understanding differences among people. Pursu-
ing his interests in sensory acuity, motor skills, and

reaction time, he established an anthropometric
laboratory in 1882.

This tradition was furthered by the work of
James McKeen Cattell and Lightner Witmer, both
Americans. Despite the disapproval of their mentor,
Wilhelm Wundt, Cattell turned his attention to
reaction time differences among people while
Witmer became interested in variation in psycho-
logical skills among children.

Cattell believed, as did Galton, that the study
of reaction time differences was a way of approach-
ing the study of intelligence. In fact, Cattell coined
the term mental fests to describe his measures
(Thorndike, 1997). Through the use of a battery
of 10 tests, Cattell hoped to discover the constancy
of mental processes, even predicting that such tests
could be used in the selection and training of peo-
ple as well as in the detection of disease. In this early
work, we can see the first halting steps of the testing
movement.

Witmer began the current model of treatment
in clinical psychology by opening the first psycho-
logical clinic in 1896 and starting the first psycho-
logical journal, called The Psychological Clinic.
Through his groundbreaking work identifying and
treating children who experienced educational dif-
ficulties (due to cognitive deficits and/or psycho-
logical symptoms), the field of clinical psychology
arose as a profession dedicated towards scientific
examination and treatment of individuals who
were unable to function adaptively in their society.
Interestingly, an initial major emphasis in clinical
psychology assessment and treatment involved a
focus on youth. This emphasis continued until the
end of the Second World War.

A related trend of the same general period is
illustrated by the diagnostic work of Emil Kraepelin
in 1913. Few psychiatrists of the time could equal
his professional stature. When Kraepelin divided
mental illness into those types determined by exog-
enous factors (curable) and those caused by endog-
enous factors (incurable), he initiated a romance
with classification schemes that persists even today.
His descriptions and classifications of patients were
heuristic and have served to stimulate an enormous
amount of discussion about psychopathology.
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The Advent of the Modern Era
(1900-1919)

One of the major developments in this era was the rise
of mental measurement or diagnostic psychological
testing. The beginning may lie with Galton or Cattell,
but the decisive impetus came from the work of Alfred
Binet.

Binet was convinced that the key to the study of
individual differences was the notion of norms and
deviations from those norms. Following Binet’s
submission of a proposal to the minister of public
instruction in Paris in 1904, a commission approached
Binet and his collaborator Theodore Simon about
developing a means of ensuring that children with cog-
nitive limitations were properly educated (Thorndike,
1997). To distinguish objectively among various
degrees of limitations, the two men developed the
1908 Binet-Simon Scale. It is hard to overestimate
the profound influence that this scale has exerted on
the measurement of intelligence. Henry Goddard later
introduced the Binet tests to America, and Lewis
Terman produced an American revision in 1916.

Progress was also being made in the area of
personality testing. Carl Jung began using word-
association methods around 1905 to attempt to
uncover unconscious material in patients. In 1910,
the Kent-Rosanoft Free Association Test was pub-
lished. Even though Galton had been experiment-
ing with such techniques as early as 1879, these
free-association tests marked a significant advance
in diagnostic testing.

In 1904, Charles Spearman offered the concept
of a general intelligence that he termed g. Edward
Thorndike countered with a conceptualization that
emphasized the importance of separate abilities.
Whatever the truth, the great debate regarding
the nature of intelligence was on—a debate that
still rages today.

‘When the United States entered World War I in
1917, the need arose to screen and classify the hordes
of military recruits being pressed into service. The
application of psychological theories to the practices
of the U.S. military started a gradual emphasis in
clinical psychology, temporarilly away from the
study and treatment of children and on to adults.

After WWI, a committee of five members from the
American Psychological Association (APA) was
appointed by the Medical Department of the Army.
Its chairman was Robert Yerkes. The committee
was charged with the task of creating a system for
classifying men according to their ability levels. It
designed the Army Alpha test in 1917. This verbal
scale was quickly followed by a nonverbal version,
the Army DBeta test. In a similar vein, Robert
Woodworth developed his Psychoneurotic Inventory
in 1917. This was perhaps the first questionnaire
designed to assess abnormal behavior. With the
advent of such rough screening instruments as
Woodworth’s Personal Data Sheet and the Army
Alpha and Beta, the group testing movement was
on its way.

Between the Wars (1920-1939)

Between the two world wars, there was substantial
progress in diagnostic psychological testing. Pintner
and Paterson introduced their nonverbal intelligence
scale. In 1930, the Arthur Point Scale appeared, and
in 1934, it was followed by the Cornell-Coxe test.
In 1926, the Goodenough Draw-a-Man technique
for measuring intelligence was published. The psy-
chologist now had individual and group tests as well
as verbal and nonverbal tests, and clinicians were
using terms like “intelligence quotients.”

Aptitude testing, epitomized by the Seashore
tests of musical ability, was now in use. Interest
tests had also made their appearance by this time.
In 1927, the Strong Vocational Interest Blank came
upon the scene, followed later by the Kuder Pref-
erence Record.

The continuing debate on theoretical issues in
intelligence was further sparked in 1927 by Louis
Thurstone’s contribution based on factor analysis.
Spearman, Thorndike, and Thurstone had all now
entered the intelligence arena, and each made
important contributions. In 1928, Gesell’s develop-
mental scales were published, and in 1936, Doll’s
Vineland Social Maturity Scale appeared. Doll’s
scale approached behavior not strictly in terms of
intelligence, but in terms of an individual’s social
maturity or competence.
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A major development in the intelligence test-
ing movement occurred in 1939, when David
Wechsler published the Wechsler-Bellevue test.
Until then, there had been no satisfactory individual
measure of adult intelligence. Subsequent revisions
of the Wechsler-Bellevue have served as the pre-
mier individual tests for adult intelligence. Tests of
intelligence, interests, and abilities were not the
only testing developments in these years. The
field of personality testing was also making great
strides. Woodworth’s Personal Data Sheet was
followed in 1921 by the Pressey X-0 Test for
emotions and in 1923 by the Downey Will-
Temperament Test. The Allport-Vernon Study of
Values came along in 1931.

However, the big news was projective testing.
Although some beginning progress had already
been made through the word-association research
of Galton, Jung, and Kent and Rosanoff, the water-
shed event for projective testing occurred in 1921,
when Hermann Rorschach, a Swiss psychiatrist,
published Psychodiagnostik. In this book, Rorschach
described his use of inkblots to diagnose psychiatric
patients. Rorschach’s work proposed that when
people respond to an ambiguous test stimulus,
they will reveal something of their responses to
real-life experiences.

It was not until 1937, when S. J. Beck and
Bruno Klopfer published their separate manuals
and scoring procedures, that the Rorschach method
really caught on. Then, in 1939, L. K. Frank coined
the term projective techniques. From that point on, a
veritable flood of research publications, books,
courses, and variations of projective techniques
poured forth.

Another aspect of the projective movement is
represented by the 1935 publication by Christiana
Morgan and Henry Murray of the Thematic
Apperception Test (TAT). This test requires the
person to look at ambiguous pictures and then
make up a story to describe the activities, thoughts,
and feelings of the people in those pictures. Then,
in 1938, Lauretta Bender published her Bender-
Gestalt test, which has also been used as a projective
measure of personality.

World War Il and Beyond
(1940-Present)

Clinical psychology’s success with intelligence tests
was responsible for its subsequent movement into
the area of personality assessment. As clinicians
moved beyond the settings of the public schools
and the institutions for those with cognitive limita-
tions and into penal institutions, mental hospitals,
and clinics, referring physicians and psychiatrists
gradually began to ask more complex questions.
Questions such as “What is this patient’s ability
level?” began to evolve into more complicated
questions that dealt with differential diagnosis. For
example, “Is this patient’s level of functioning a
product of constitutional intellectual limitations,
or is a ‘disease process’ such as schizophrenia erod-
ing intellectual performance?” Because answering
such questions involved more than simply identify-
ing an IQ level, new methods of examining the
patient’s performance on intelligence tests were
developed. In many instances, the psychologist
began to look at patterns of performance rather
than just an overall score.

In 1943, the Minnesota Multiphasic Personality
Inventory (MMPI) appeared (Hathaway, 1943).
The MMPI was an objective self-report test
whose major function, initially, seemed to be
attaching psychiatric labels to patients. Although
other tests such as the Rorschach were often put
to similar uses, the MMPI was unique in that no
theoretical interpretation of scores or responses was
necessary.

The 1940s and 1950s witnessed a growing
sophistication in testing technology. Triggered by
the development of the MMPI, debates over the
relative effectiveness of clinical and statistical predic-
tion arose (Meehl, 1954; Sarbin, 1943). Which was
superior—the clinician’s subjective impressions or
hard, objective approaches based on crisp data such
as test scores that were readily quantifiable? There
were also sophisticated discussions of methods of val-
idating tests and guarding against misleading test-
taking attitudes on the part of test respondents
(Cronbach, 1946; Cronbach & Meehl, 1955).
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Assessment had come a long way since the crude
instruments of the World War I era. Indeed, during
this period, enough was known about constructing
tests that the APA could promulgate standards for
their proper development (American Psychological
Association, 1954).

In the aftermath of World War II, the impor-
tance of intelligence testing continued. In 1949,
Wechsler published another individual test.
This one, the Wechsler Intelligence Scale for
Children, was to become a serious alternative to
the Stanford-Binet. Later, in 1955, the Wechsler
Adult Intelligence Scale (a revision of the
Wechsler-Bellevue Scale) appeared. These tests
marked the beginning of a whole series of subse-
quent revisions of child and adult forms of the
Wechsler scales. We discuss contemporary theories
of intelligence as well as popular intelligence tests
in Chapter 7.

The 1940s and 1950s saw an explosive growth of
personality tests, especially projective tests. The
Rorschach and the TAT continued in a preeminent
position. Clinical psychologists were seen as experts
in psychodiagnosis—the use and interpretation of psy-
chological test scores as a basis for diagnostic formula-
tion as well as treatment planning. However, a rift was
growing within the profession as to whether objec-
tive or projective assessment measures were better
suited to accurately describe personality and psycho-
pathology. Objective measures, such as the MMPI and
its revision, MMPI-2 (Butcher, Dahlstrom, Graham,
Tellegen, & Kaemmer, 1989), are based on a nomo-
thetic approach to assessment in which test scores
are interpreted using empirically based rules
involving the contrast between an obtained score
and the average score obtained from a large rep-
resentative sample. Responses from projective
measures, in contrast, are often interpreted using
an idiographic approach. The focus may be more
on the individual, and interpretations are often
guided as much by psychodynamic theory as
they are by empirically supported rules. This rift
between those who favor either objective or pro-
jective techniques continues to this day, as we
discuss later in Chapter 8.

Surprisingly, however, the major challenger to
personality testing came from outside these ranks.
Beginning in the late 1950s, a movement termed
radical behaviorism began to assert its influence.
Those who adhered to this orientation held that
only overt behavior can be measured and that it is
neither useful nor desirable to infer the level or
existence of personality traits from psychological
test results; personality traits, according to the radi-
cal behaviorists, cannot be measured directly. Per-
sonality assessment came under attack, and clinical
psychology programs in the 1960s took on much
more of a behavioral bent. In 1968, Walter Mischel
made a strong case that traits exist more in the
minds of observers than in the behavior of the
observed. Situations, and not some nebulous set of
traits, were said to be responsible for the ways we
behave. In tune with this view, the 1970s would
witness the rise of behavioral assessment. Behaviors
were understood within the context of the stimuli
or situations that either preceded or followed them.
Chapter 9 in this textbook is devoted to this influ-
ential approach to assessment.

Did this focus on behavior and its situational
determinants in turn mark the death of personality
assessment? Actually, it did not. A resurgence of
interest in the 1980s and 1990s can be attributed to
the presentation and coverage of a variety of personal-
ity disorders in the American diagnostic system for
mental disorders, the introduction of a number of
more contemporary and psychometrically sound per-
sonality inventories (e.g., the Millon Clinical Multi-
axial Inventory and the NEO-Personality Inventory),
and several empirical demonstrations that personality
traits do appear to be fairly stable across time and
across situations (e.g., Costa & McCrae, 1988;
Epstein & O’Brien, 1985).

As we mentioned, the official American diag-
nostic classification system has influenced the clini-
cal assessment field. The first edition of the
American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM-I)
appeared in 1952. Given the substantial postwar
needs that funded the work involved in creating
the first DSM, its focus remains predominantly on
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1882

Galton establishes anthropometric laboratory.
1890
Cattell coins the term mental test.

1904
Binet begins work on his intelligence scale.

1905
Jung begins using the word-association method.

1913
Kraepelin publishes work on diagnosis.

1914

Terman's American version of Binet scale.
1921

1935

TAT is published.
1937

1939

1943

1949

1952

Timeline: Significant Events in Assessment

MMPI is published.

Rorschach's Psychodiagnostics is published.

Term projective techniques is coined.

DSM-1is published.

1968

Wechsler-Bellevue Intelligence Scale is published.

Halstead introduces neuropsychological test battery.

DSM:-Il'is published.

1970s

Rise of behavioral assessment.

1980
DSM-I1l'is published.

1980s
Interest rises in personality assessment and
computer-based test interpretations.

1987
DSM-I1I-R is published.

1990s
Managed health care impacts
psychological assessment.

1994
DSM-1Vis published.

2013
DSM-V scheduled
to be published.
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psychopathology in adulthood, including postwar
symptoms (years later referred to as posttraumatic
stress disorder, or PT'SD) and acute psychosis. Revi-
sions of this manual have appeared periodically, the
most recent one in 2000 (DSM-IV-TR). DSM-V is
scheduled to be published in 2013. In addition to
this diagnostic system’s influence on the content of
self-report inventories (new inventories were
designed to measure the DSM mental disorders),
it spurred the growth of another line of assessment
tools—the structured diagnostic interviews. These inter-
views consist of a standard list of questions that are
keyed to the diagnostic criteria for various disorders
from the DSM. Clinicians (or researchers) who
need to formulate a DSM diagnosis for a patient
(or research participant) can use these interviews;
it is no longer necessary to administer a psychologi-
cal test and then infer a patient’s diagnostic status
from his or her test scores.

Interest in neuropsychological assessment has
grown tremendously as well. Neuropsychological
assessment is used to evaluate relative strengths
and deficits of patients based on empirically estab-
lished brain—behavior (test responses) relationships.
Several tests and measures were introduced to
detect impaired neurological functioning. In
1947, Halstead introduced an entire test battery
to aid in the diagnosis of neuropsychological prob-
lems. Contemporary neuropsychological assess-
ment typically involves one of two approaches.
Some use a uniform group, or battery, of tests
for all patients. Others use a small subset of
tests initially and then, based on the results of
these initial tests, use additional tests to resolve
and answer the referral questions. Some of the
more popular neuropsychological test batteries
include the Halstead-Reitan (Reitan, 1969) and
the Luria-Nebraska Neuropsychological Battery
(Golden, Purisch, & Hammeke, 1985). The field
of neuropsychology is becoming increasingly
sophisticated. Many neuropsychological tests are
now computer administered, more attention is
being directed to identifying neuropsychological

correlates of mental disorder, brain imaging

resources are now available to neuropsychologists
to both validate and supplement information gar-
nered from neuropsychological tests, and test
results are integral components of rehabilitation
planning.

Finally, the rise and popularity of managed
health care in the 1990s had an impact on psycho-
logical assessment. Although we will discuss this
trend in more detail in Chapter 3, it is worth
highlighting here. Managed health care (including
mental or behavioral health) developed in res-
ponse to the rapidly increasing cost of health care.
Third-party insurers (e.g., large companies) were
attracted to managed health care because it
controlled and reduced costs. Managed health
care requires those who provide services to be
more accountable and more efficient in service
delivery. Clinical psychologists who are providers
for various managed health care plans have
become increasingly interested in using reliable
and valid psychological measures or tests that
(a) aid in treatment planning by identifying
and accurately assessing problematic symptoms,
(b) are sensitive to any changes or improvements
in client functioning as a result of treatment, and
(c) are relatively brief.

A number of these assessment highlights are
summarized in the timeline Significant Events in
Assessment.

INTERVENTIONS

The Beginnings (1850-1899)

Emil Kraepelin’s focus was on the classification of
psychoses. However, others were investigating
new treatments for “neurotic” patients, such as sug-
gestion and hypnosis. Specifically, Jean Charcot
gained a widespread reputation for his investigations
of patients with hysteria—patients with “physical
symptoms” (e.g., blindness, paralysis) that did
not seem to have an identifiable physical cause
(Figure 2-2). He was a master of the dramatic
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FIGURE 2-2 Jean Charcot demonstrated with a patient called “Wit.” Although trained as a neurologist, Charcot

employed a psychosocial approach to explaining hysteria.

clinical demonstration with hypnotized patients. As
a matter of fact, he believed that only patients with
hysteria could be hypnotized. However, he was
probably investigating hypnosis rather than hysteria.
Others, such as Hippolyte Bernheim and Pierre
Janet, were critical of Charcot’s work. Bernheim
felt that the symptoms of hysteria reflected nothing
more than suggestibility. Janet, on the other
hand, came to regard hysteria as a manifestation of
a “split personality” and also as a kind of hereditary
degeneration.

At about the same time, the momentous col-
laboration of Josef Breuer and Sigmund Freud
began. In the early 1880s, Breuer was treating a
young patient named “Anna O,” who was diag-
nosed with hysteria. Anna O’s treatment presented
many challenges but also led to theoretical break-
throughs that would influence psychotherapy prac-
tice for years to come. Breuer discussed the case
extensively with Freud, who became so interested

that he went to Paris to learn all that Charcot could
teach him about hysteria. To considerably shorten a
long story, in 1895, Breuer and Freud published
Studies on Hysteria. For a variety of reasons, the rela-
tionship between the two men subsequently
became quite strained. But their collaboration
served as the launching pad for psychoanalysis, the
single most influential theoretical and treatment
development in the history of psychiatry and clini-
cal psychology.

The Advent of the Modern Era
(1900-1919)

Reformers Clifford Beers
important in the history of clinical psychology.
Beers was hospitalized in the wake of several
severe depressions. While hospitalized, he passed
into a manic phase and began recording his experi-
ences in the hospital. When he was free of his

such as have been
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FIGURE 2-3 Clifford Beers wrote A Mind That
Found Itself, a chronicle of his experiences while hospital-
ized as a mental patient. His efforts were instrumental in
launching the mental hygiene movement.

manic-depressive symptoms, he was released. How-
ever, this release did not weaken his resolve to write
a book exposing the abuses in the hospital care of
the mentally ill. He very much wanted to generate
a public movement to rectify those abuses. In 1908,
A Mind That Found Itself was published, and the
mental hygiene movement in America was
launched (Figure 2-3).

In 1900, shortly before Beers entered the hos-
pital, Freud published The Interpretation of Dreams.
With this event, the psychoanalytic movement
was in full swing. Concepts such as the uncon-
scious, the Oedipus complex, and the ego became
part of the mainstream of psychological language,
and sexuality became a focus within the psycholog-
ical realm. Freud’s ideas were by no means an over-
night success. Recognition was slow in coming, but
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converts did begin to beat a path to his door. Alfred
Adler, Carl Jung, and others began to take notice.
Freud published other books, and the list of con-
verts grew still longer, including A. A. Brill, Paul
Federn, Otto Rank, Ernest Jones, Wilhelm Stekel,
Sandor Ferenczi, and others.

Earlier in this chapter, we noted Lightner
Witmer’s establishment of the first psychological
clinic. Also important was William Healy’s establish-
ment of a child guidance clinic in Chicago in 1909.
This clinic used a team approach involving psychia-
trists, social workers, and psychologists. They directed
their efforts toward what would now be labeled juve-
nile offenders rather than toward the learning prob-
lems of children that had earlier attracted Witmer’s
attention. Healy’s approach was greatly influenced by
Freudian concepts and methods. Such an approach
ultimately had the effect of shifting clinical psychol-
ogy’s work with children in the dynamic direction of
Freud rather than into an educational framework.

In 1905, Joseph Pratt, an internist, and Elwood
Worcester, a psychologist, began to use a method of
supportive discussion among hospitalized mental
patients. This was the forerunner of a variety of
group therapy methods that gained prominence in

the 1920s and 1930s.

Between the Wars (1920-1939)

The psychoanalysis of the early 20th century was
largely devoted to the treatment of adults and was
practiced almost exclusively by analysts whose basic
training was in medicine. Freud, however, argued
that psychoanalysts did not need medical training.
Despite Freud’s protestations (Freud, 1926/1959),
the medical profession claimed exclusive rights to
psychoanalytic therapy and in so doing made the
subsequent entry of psychologists into the therapy
enterprise quite difficult.

The eventual entry of psychologists into thera-
peutic activities was a natural outgrowth of their
early work with children in various guidance clinics.
At first, that work was largely confined to the eval-
uation of children’s intellectual abilities, and this, of
course, involved consultations with parents and
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teachers. However, it is hard to separate intellectual
functioning and school success from the larger psy-
chological aspects of behavior. As a result, it was
only natural that psychologists should begin to
offer advice and make recommendations to parents
and teachers about managing children’s behavior.

As psychologists looked for psychological princi-
ples to aid in their efforts, the work of both Freud and
Alfred Adler came to their attention. In particular, they
were impressed by Adler’s work, which had a more
commonsense ring than Freud’s. Moreover, Freud’s
emphasis seemed to lie with adults and with the sexual
antecedents of their problems, whereas Adler’s de-
emphasis of the role of sexuality, and his concomitant
emphasis on the structure of family relationships,
seemed much more congenial to American mental
health professionals in the field. By the early 1930s,
Adler’s (1930) ideas were firmly ensconced in those
American clinics that dealt with children’s problems.

A second trend that influenced early work with
children—play therapy—was more directly derived
from traditional Freudian principles. Play therapy is
essentially a technique that relies on the curative
powers of the release of anxiety or hostility through
expressive play. In 1928, Anna Freud, the distin-
guished daughter of Sigmund Freud, described a
method of play therapy derived from psychoana-
lytic principles.

Group therapy also began to attract attention. By
the early 1930s, the works of both J. L. Moreno and
S. R. Slavson were having an impact. Another pre-
cursor of things to come was the technique of “pas-
sive therapy” described by Frederick Allen (1934). In
this approach, one can see some of the first stirrings of
what would become client-centered therapy. But
there were other straws in the wind too. In 1920,
John Watson described the famous case of Albert
and the white rat, in which a young boy was condi-
tioned to develop a neurotic-like fear of white, furry
objects (Watson & Rayner, 1920). A few years later,
Mary Cover Jones (1924) showed how such fears
could be removed through conditioning. Still later,
J. Levy (1938) described ‘“relationship therapy.”
These latter three events marked the beginnings of
behavior therapy, a very popular and influential group
of therapeutic methods used today.

World War Il and Beyond
(1940-Present)

World War II not only required enormous numbers
of men but also contributed to the emotional diffi-
culties that many of them developed. The military
physicians and psychiatrists were too few in number
to cope with the epidemic of these problems. As a
result, psychologists began to fill the mental health
breach. At first, the role of psychologists was ancillary
and often mainly involved group psychotherapy. But
increasingly, they began to provide individual psy-
chotherapy, performing well in both the short-term
goal of returning men to combat and in the longer-
term goal of rehabilitation. Psychologists” successful
performance of these activities, along with their
already demonstrated research and testing skills, pro-
duced a gradually increasing acceptance of psychol-
ogists as mental health professionals.

This wartime experience whetted the appetites
of psychologists for greater responsibility in the
mental health field. It is uncertain whether this
increasing focus on psychotherapy stemmed from
a desire to gain greater professional responsibility,
an awareness that they possessed the skills to per-
form mental health tasks, an embryonic disenchant-
ment with the ultimate utility of diagnostic work,
or some combination of the three. However, the
stage had been set.

An additional contributing factor to this chain of
events was an outgrowth of the turmoil in Europe in
the 1930s. The pressures of Nazi tyranny forced
many European psychiatrists and psychologists to
leave their homelands, and many of them ultimately
settled in the United States. Through professional
meetings, lectures, and other gatherings, the ideas
of the Freudian movement generated excitement
and also gained increasing credence in psychology.
Partly as a result, clinical psychologists began to tem-
porarily reduce their emphasis on the assessment of
intelligence, ability testing, and the measurement of
cognitive dysfunction and became more interested in
personality development and its description.

Asintelligence testing receded in importance, psy-
chotherapy and personality theory began to move into
the foreground. A large part of the activity in these
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areas was psychoanalytic in character. In 1946,
Alexander and French published an influential book
on briefer psychoanalytic interventions. However, in
1950, John Dollard and Neal Miller published Person-
ality and Psychotherapy, which was a seminal attempt to
translate the psychoanalysis of Freud into the language
of learning theory. Indeed, psychoanalysis was such a
dominant force of the time that when Carl Rogers
published Client-Centered Therapy in 1951, his was
the first major alternative to psychoanalytic therapy
up to that point. Rogers’ book was an enormously
significant development that had extensive repercus-
sions in the world of psychotherapy and research.

Newer forms of therapy were beginning to pro-
liferate. For example, Perls introduced Gestalt therapy
(Perls, Hefferline, & Goodman, 1951), and Frankl
(1953) talked about logotherapy and its relationship
to existential theory. In 1958, Ackerman described
family therapy, and in 1962 Ellis explained his
rational-emotive therapy (RET), an important fore-
runner of cognitive-behavioral therapy. About the
same time, along came Berne’s (1961) transactional
analysis, or TA. Therapy had surely become a growth
industry. There was no better indication of the impor-
tance of psychotherapy in the professional lives of clin-
icians than the effect of Eysenck’s (1952) critique of
therapy. His scathing report on the ineffectiveness of
psychotherapy alarmed many and inspired others to
conduct research designed to prove him wrong.

However, psychotherapy was not the whole
story. The behaviorists were beginning to develop
what they regarded as a more “hardheaded” brand
of therapy. Andrew Salter (1949) wrote Conditioned
Reflex Therapy, a pioneering work in what later
evolved into desensitization methods. In 1953,
B. F. Skinner furthered the behavioral therapy
cause when he outlined the application of operant
principles to therapeutic and social interventions.
Then in 1958, Joseph Wolpe introduced systematic
desensitization, a technique based on conditioning
principles; the behavior therapy movement was
now more firmly entrenched than ever.

However, many recognized that treatment focus-
ing on behavior to the exclusion of patients’ cognitions
and ways of thinking about themselves and the world
around them was limited. Around the time that Ellis

was developing RET, Aaron Beck began developing
what would ultimately become one of the most
effective psychological treatments for psychological
problems—cognitive therapy. Beck (1967) outlined
his approach in the book Depression: Causes and Treat-
ment. Although the initial focus for cognitive therapy
was depression, it is now used effectively to treat a
range of conditions, including anxiety disorders, sub-
stance use disorders, and personality disorders, both in
adults and youth.

Whereas psychoanalysis and psychodynamic
psychotherapy were previously the dominant
forces, behavior therapy was now gaining in popu-
larity among clinical psychologists. Its appeal
stemmed from its focus on observable (and measur-
able) behavior, the shorter length of treatment
required, and the emphasis on the empirical evalu-
ation of treatment outcome. Behavior therapy
helped stimulate the growth of psychotherapy
research. Previously, only a select number of
academics conducted studies of treatment efficacy.
We now see many researchers and practitioners
who use empirical methods to investigate the effec-
tiveness of various treatment techniques.
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B. F. Skinner applied operant conditioning principles to both
behavioral treatment and environmental intervention.
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1793
Pinel introduces humane care in French asylums.
1848
Dorothea Dix successfully lobbies for better facilities for the mentally ill in New Jersey.
1895
Breuer and Freud publish Studies on Hysteria.
1900
Freud publishes The Interpretation of Dreams.
1908
Clifford Beers inaugurates mental hygiene movement.
1909
Healy founds a child guidance clinic in Chicago.
1920
Watson and Rayner describe the conditioning of fears.
1932
Moreno introduces group therapy.
1950
Dollard and Miller publish Personality and Psychotherapy.
1951
Rogers publishes Client-Centered Therapy.
1952
Eysenck publishes his critique of psychotherapy.
1953
Skinner outlines application of operant principles.
1958
Wolpe describes method of systematic desensitization.

1965

Conference in Swampscott, MA, gives birth to community psychology.

1967

Beck introduces cognitive therapy.
1980s
Rise of health psychology, increasing focus on

brief

psychotherapy, increase in psychotherapy research.

1990s
Managed health care has tremendous impact
on psychological services.
1995
Lists of empirically supported treatment appear.
2002
New Mexico becomes first state to allow
prescription privileges for psychologists.

1900 1950

1850

Timeline: Significant Events in Intervention

Several other trends in intervention are notewor-
thy. First, the number of treatments employed by
clinical psychologists has grown tremendously over the
years. These range from cognitive-behavioral ap-
proaches that have empirical support to “trendier”

approaches like “inner-child therapy” that have no
empirical support. Some have estimated the number of
therapies available at well over 400. Unfortunately,
many of these are “therapies-of-the month,” and few
have empirical support. Perhaps because of this startling
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array of therapeutic orientations and treatment choices,
many clinical psychologists refer to themselves as
eclectics. These clinicians employ the techniques of
more than one theoretical orientation, basing their
selection on the particular problems presented by the
individual client or patient. At the same time, many
clinical psychologists are interested in integrating vari-
ous approaches into one therapeutic modality, as well
as identifying common factors that underlie different
approaches to treatment (J. D. Frank, 1971).

Second, brief or time-effective therapy (Budman &
Gurman, 1988) is becoming a preferred mode of psy-
chotherapeutic intervention, for several reasons. Many
individuals cannot afford years of psychotherapy.
Briefer forms of therapy have been shown to be equally
as effective, if not more effective, than traditional psy-
chotherapy. Further, managed care companies that
control reimbursement for mental health treatment
are often unwilling to reimburse clinicians for more
than a handful of sessions. Along with the development
of brief forms of therapy, “manualized” forms of treatment
have been introduced into clinical work (e.g., Beck,
Rush, Shaw, & Emery, 1979; Strupp & Binder,
1984). These manuals are useful for clinicians because
they outline treatment goals for each session as well as
techniques to be used, and typically, the treatment
“package” can be implemented and completed in 10
to 15 sessions or less. Further, they assist research aimed
at determining the efficacy or effectiveness of psycho-
logical interventions. Currently, treatment manuals are
available for a wide range of psychological problems,
including depression, anxiety disorders, and personality
disorders. Many of these treatments will be highlighted
throughout this book. Manuals offered a way to com-
municate a standardized set of techniques that have
been demonstrated to reduce symptoms when studied
in carefully controlled research studies. Over time,
considerable emphasis has been placed on the flexible
use of techniques described within these manuals, rec-
ognizing that many cases are considerably more com-
plex than those included in research studies.

Third, by the 1950s, some clinicians had begun to
be disenchanted with therapy methods that dealt with
one patient at a time (or even 10 patients at a time, as in
group therapy). They sought a more “preventive”
approach. Their search culminated in the rise of

community psychology in the 1960s and health psychology
in the 1980s. A growing number of clinical psycholo-
gists provide services related to the prevention of health
problems, mental health problems, and injury. The
area of prevention is often associated with health psy-
chology and will increasingly be in the spotlight in
years to come as psychology is called upon by primary
care physicians and managed care companies.

Finally, starting in 1995, lists of “empirically sup-
ported treatments” for adults and youth have been
widely disseminated among clinical psychologists
(e.g., Task Force on Promotion and Dissemination
of Psychological Procedures, 1995). The original list
and subsequently revised lists have identified those
interventions for commonly encountered clinical
problems that have garnered empirical support
through multiple outcome studies. We will discuss
many of these interventions in later chapters.

Recently, some psychologists began to place
pressure on state legislatures to allow psychologists
with specialized training the authority to write pre-
scriptions  for psychotropic medication. First, in
1995, the American Psychological Association offi-
cially endorsed the pursuit of prescription privileges
for psychologists. Then in 2002, New Mexico
became the first state to enact a law authorizing
properly trained psychologists to prescribe psycho-
tropic medications to patients or clients. Louisiana
passed a similar law in 2004, and although the Ore-
gon legislature also passed a similar law in 2010, it
was vetoed by the state’s governor. It is unclear how
this movement may continue, and how psycholo-
gists’ prescription authority may change the field.

A summary of the major historical events rele-
vant to interventions is presented in the timeline
Significant Events in Intervention.

RESEARCH

The Beginnings (1850-1899)

The academic research tradition in psychology owes
much to the work of two men. Wilhelm Wundt, a
German, is usually credited with establishing the first
formal psychological laboratory, in Leipzig in 1879.
In that same decade, an American, William James,
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also established a laboratory, and in 1890, he pub-
lished his classic text Principles of Psychology. The
works of both these men exemplify the scholarly
tradition. Their influence is also clearly discernible
in the scientist-practitioner model that has served
the field of clinical psychology for so many years.

The Advent of the Modern Era
(1900-1919)

During this period, Ivan Pavlov was lecturing on
the conditioned reflex. His work on conditioning
left an important legacy for clinical psychology.
The notion of classical conditioning has become a
central part of theory and research while also play-
ing a significant role in a variety of therapeutic
methods. Another important development was
research on intelligence testing. In 1905, Binet
and Simon offered some evidence for the validity
of their new test, and in 1916, Terman’s research
on the Binet-Simon test appeared. This was also the
era of the development of the Army Alpha and
Beta tests, described earlier.

Between the Wars (1920-1939)

Clinical research was still in its infancy. Much of the
noteworthy work was in the area of test develop-
ment—for example, the 1939 publication of the
Wechsler-Bellevue test and all the personality test-
ing work of the 1930s. On the academic research
scene, behaviorism and Gestalt psychology were
prominent. Behaviorism taught clinicians the
power of conditioning in the development and
treatment of behavior disorders.

Gestalt psychology emphasized the importance
of understanding that patients’ unique perceptions
contribute to their problems.

World War Il and Beyond
(1940-Present)

By the mid-1960s, diagnosis and assessment had
become less important for many clinicians. How-
ever, in the 1950s, you would hardly have pre-
dicted that. The journals were full of research

studies dealing with both intelligence testing and
personality assessment. Study after study dealt with
various aspects of the Stanford-Binet and the
Wechsler scales. Research on their validity and reli-
ability, their use with various diagnostic groups,
short forms, and implications for personality
appeared in waves. The story was similar for pro-
jective tests. Literally hundreds of studies dealing
with the Rorschach and TAT were published.
Many of these studies also focused on issues of reli-
ability and validity. Some observers attribute part of
the subsequent decline in projective testing to the
many negative validity studies that appeared during
this time.

Another very important research development
during these years was the emergence of studies on
the process and effectiveness of psychotherapy. As
noted previously, Eysenck’s critique sent clinicians
scrambling to shore up psychotherapy’s image
through solid research evidence. One of the real
pioneers in therapy research was Carl Rogers
(1951). His use of recordings to study the process
of therapy opened windows to an activity that had
long been shrouded in mystery. Rogers and
Dymond (1954) reported controlled research find-
ings on the counseling process.

Another research landmark of this era was the
publication of Julian Rotter’s Social Learning and
Clinical Psychology in 1954. It presented not only a
social learning theory but also a series of controlled

Jon Brenneis/Life Magazine/Time & Life Pictures/Gettylmages

Albert Bandura is a major figure in social learning theory.
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studies that provided an empirical foundation for
the theory. Research on the theory’s implications
for assessment and therapy was also included. The
work provided a solid foundation upon which sub-
sequent social learning theorists could build.

The 1950s also witnessed the explicit begin-
nings of the more behaviorally oriented forms of
intervention. B. F. Skinner, Ogden Lindsley, and
Harry Solomon described a behavior therapy
research project in 1953. Joseph Wolpe’s research
in South Africa on animal and human learning con-
vinced him that his work was relevant to human
emotional problems and led him to develop the
method of systematic desensitization (Wolpe, 1958).
This behavioral method relies neither on insight,
thought to be so necessary by the psychoanalysts,
nor on growth potential, considered equally neces-
sary by the client-centered school of therapy.
Arnold Lazarus and Stanley Rachman also helped
facilitate this movement. Another influential figure
in the behavioral research movement was Hans
Eysenck, who introduced many clinicians to behav-
ior therapy through his important book on the
topic in 1960.

As noted earlier, beginning in the 1950s, the
effectiveness of psychotherapy was being ques-
tioned. However, in 1977, Mary Smith and Gene
Glass published a survey that supported the efficacy
of therapy. This work laid the basis for a series of
studies that has helped us better understand the way
therapeutic methods affect patients. As noted previ-
ously, the field of psychotherapy research continues to
grow to this day.

Other areas of research that have grown tremen-
dously are diagnosis and classification as well as psy-
chological testing and measurement. The publication
of DSM-III (American Psychiatric Association,
1980) spurred an explosion of research aimed at
evaluating the reliability, validity, and utility of spe-
cific criteria listed for the mental disorders included
in this manual. Both psychiatry and psychology jour-
nals published numerous studies on the DSM-III cri-
teria for syndromes such as schizophrenia, major
depression, and antisocial personality disorder.
In addition, more clinical psychologists began

conducting research aimed at identifying the etiologi-
cal (causal) factors associated with the development of
various mental disorders. The factors investigated
ranged from genetic predispositions to traumatic
childhood events such as physical or sexual abuse.
Published research on psychological invento-
ries, interviews, and rating scales has also increased.
With the proliferation of psychological instruments
available to researchers and clinicians, the reliability
and validity of these measures need to be evaluated
empirically. Symptomatic of the growth of this
research area is the “splitting” of a major clinical
psychology journal, the Journal of Consulting and
Clinical Psychology (JCCP), into two. Now, in addi-
tion to JCCP, we have the journal Psychological
Assessment, the primary outlet for research on
psychological tests and measures used by clinical
psychologists. It is important to note, however,
that the research of clinical psychologists is
published in many other high-quality journals
besides these two. The following list indicates the
range of journals that publish research important to

the field:
Journal of Consulting and Clinical Psychology
Development and Psychopathology
Psychological Assessment
Clinical Psychology: Science and Practice
Journal of Clinical Child and Adolescent Psychology
Journal of Abnormal Psychology
Journal of Abnormal Child Psychology
Psychological Bulletin
Behavior Therapy
Psychological Science
American _Journal of Psychiatry
Archives of General Psychiatry
Professional Psychology: Research and Practice
Clinical Psychology Review
Finally, the last few decades have witnessed an
increasing amount of interest among clinical psy-

chologists in the field of behavioral genetics and in
brain imaging. Behavioral genetics is a research
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1879

Wundt establishes the first psychological lab in Leipzig.
1890
William James publishes Principles of Psychology.

1905

1916

1939

1943

1952

1875

1895 191

Binet and Simon offer validity data for their test.

Terman’s research on the Binet scale appears.
Wechsler publishes his research on the Wechsler-Bellevue.
Hathaway and McKinley publish MMPI data.

Eysenck’s critique of psychotherapy appears.

1954
* Rogers and Dymond report their research on the
counseling process.

* Rotter publishes his social learning theory.

1977

Smith and Glass

report meta-analysis

of psychotherapy studies.

1980s

Psychopathology research
grows following publication
of DSM-I1.

1990s
Interest in behavioral
genetics increases.

2000s

Increasing amount of
research using brain
imaging techniques.

Timeline: Significant Events in Research

specialty in which both genetic and environmental
influences on the development of behavior are
evaluated. Behavioral geneticists have investigated
these influences in a wide range of behaviors and
individual differences, including intelligence, per-
sonality, and psychopathology. Brain imaging
allows a view of both the structure and function

1955

1965

of the brain and is becoming an important com-
ponent in research on psychopathology. Findings
from this relatively newer area of research will
likely influence both our theories and treatments
of a variety of psychological disorders.

Because research is such an important part of all
clinical psychology, we will be discussing research
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Twin research has helped inform us about the genetic
influences on emotions, behavior, and personality.

methods, research on particular topics, and the
historical context of research in these areas through-
out this book. Many of the research highlights are
mentioned in the timeline Significant Events in
Research.

THE PROFESSION

The Beginnings (1850-1899)

Two events of great significance in the develop-
ment of clinical psychology as a profession
occurred just as the 19th century was winding
down. The first was the founding of the American
Psychological Association (APA) in 1892, with
G. Stanley Hall as its first president. Although
the membership of the association was still fewer
than 100 by the close of the 19th century, the
profession had truly begun.

The birth of clinical psychology was not far
behind. In 1896, Lightner Witmer established the
first psychological clinic at the University of Penn-
sylvania. Many would date the real beginning of
clinical psychology from this time (McReynolds,
1996) (Figure 2-4).

Witmer’s clinic was devoted to the treatment
of children who were experiencing learning prob-
lems or who were disruptive in the classroom.

In the first issue of The Psychological Clinic in 1907,
Witmer wrote:

Children from the public schools of
Philadelphia and adjacent cities have been
brought to the laboratory by parents or
teachers; these children had made them-
selves conspicuous because of an inability
to progress in school work as rapidly as
other children, or because of moral defects
which rendered them difficult to manage
under ordinary discipline.

When brought to the psychological
clinic, such children are given a physical
and mental examination; if the result of
this examination shows it to be desirable,
they are then sent to specialists for the eye
or ear, for the nose and throat, and for
nervous diseases, one or all, as each case
may require. The result of this conjoint
medical and psychological examination is a
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FIGURE 2-4 Lightner Witmer's development of the
first psychological clinic began with the referral of a boy
who showed an odd spelling problem. It ended by stimu-
lating the establishment of a profession that was differ-
ent from both education and medicine.
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diagnosis of the child’s mental and physical
condition and the recommendation of
appropriate medical and pedagogical
treatment. (Witmer, 1907, p. 1)

In many ways, Witmer’s influence on the
field was historical rather than substantive. That
is, he got the profession under way but really
added little in terms of new theories or methods.
It was he who named the field “clinical psychol-
ogy,” and he was the first to teach a specific
course in clinical psychology. Further, it was
Witmer who in 1907 founded the first journal
in clinical psychology, The Psychological Clinic—a
journal that he edited and contributed articles to
until it ceased publication in 1935. Although the
manner in which clinical psychologists do things
today may not have been much influenced by
Witmer, the fact that they are doing them at all
is due in no small measure to his efforts and
foresight (McReynolds, 1987, 1996). Box 2-1
summarizes Witmer’s seminal contributions to

the field.

The Advent of the Modern Era
(1900-1919)

In the first decade of the 20th century, only a very
small number of psychologists could be found
employed outside the universities. In 1906, Morton
Prince began publishing the Journal of Abnormal

Psychology, and in 1907, Witmer began publication
of The Psychological Clinic (see Figure 2-5). With
two journals of their own, applied clinicians could
now begin to form their identity. This identity was
further reinforced when, in 1909, Healy established
the juvenile Psychopathic Institute in Chicago. The
Iowa Psychological Clinic had been started in 1908,
the same year that Goddard began offering psycho-
logical internships at the Vineland Training School
in New Jersey. With its own journals, clinics, and
internships, the profession of clinical psychology
was beginning to take shape.

By 1910, there were 222 APA members, pay-
ing annual dues of $1. (In 2008, membership dues
were $279, not including an additional $133
special assessment fee for licensed health care psy-
chologists!) However, the focus of APA was on
psychology as a science, not as a profession. At
the same time, the public schools of the day
were beginning to clamor for testing services,
and universities were beginning to respond with
testing courses and studies of those with cognitive
limitations. Finally, in 1919, the first Section of
Clinical Psychology was created within the APA.
Meanwhile, an ever-increasing number of psycho-
logical clinics were being established (e.g., the
organization by Healy in 1917 of the Judge
Baker Foundation in Boston). However, World
War I and the growth of the group testing move-
ment did as much as anything to spur the devel-
opment of the new profession.

Box 2-1 Focus on Professional Issues

Lightner Witmer: The Founder of Clinical Psychology

Lightner Witmer (1867-1958) is credited with founding
the field of clinical psychology. His contributions to the
field include the following:

m  In 1896, he established the first “psychological” clinic.

m  In 1907, he proposed a new profession, clinical
psychology.

m  He served as founder and editor of the first jour-

nal in the field, The Psychological Clinic.

»  He developed the first training program in clinical
psychology (McReynolds, 1996).

In addition, Witmer's work influenced and antici-
pated future developments in clinical psychology,
including an emphasis on children’s academic problems,
the use of active clinical interventions to improve indi-
viduals’ lives, and collaboration with other professionals
(e.g., physicians) in providing treatment (Routh, 1996).
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Between the Wars (1920-1939)

51

The APA had long proclaimed that its mission was to
further psychology as a science. However, by the close
of the 1920s, many clinically oriented psychologists

were becoming uneasy and increasingly sought to
gain recognition of their unique roles and interests
from the APA. In 1931, the Clinical Section of the
APA appointed a committee on training standards,
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and in 1935, the APA Committee on Standards of
Training defined clinical psychology as “that art and
technology which deals with the adjustment problems
of human beings” (Reisman, 1976, p. 250). It is
doubtful whether many clinicians even today would
reject this definition.

In 1936, Louttit published the first clinical psy-
chology text, and in 1937, the Journal of Consulting
Psychology was founded. Still published today as the
Journal of Consulting and Clinical Psychology (JCCP), it
serves as a major publication outlet for the research of
many clinicians. Such events signaled real growth for
clinical psychology as a profession. Another trend
also attested to the development of the field: Psycho-
logical tests were beginning to become financial
winners. James McKeen Cattell founded the Psy-
chological Corporation in 1921 to develop and mar-
ket psychological tests (particularly those of interest
to industry). The proceeds were used to stimulate
psychological research. Thus, money began to
invade the ivory tower. For example, a $75,000 gift
enabled Morton Prince to establish the Harvard Psy-
chological Clinic in 1927. Nevertheless, the clinical
psychologists of the day were quite different in terms
of both activities and training from those of today.

World War Il and Beyond (1940-1969)

The process of absorbing large numbers of soldiers
into the U.S. military in the early 1940s generated
many needs. One such need was for a large-scale
screening program to weed out those who were
unfit for military service. Psychologists had already
begun to develop the rudiments of a testing tech-
nology that would assist in this task, and they also
had expertise in research methods. These skills set
them apart from their psychiatric colleagues. Both
their technology and their research orientation
served psychologists well in the establishment of a
professional identity. More than 1,700 psychologists
served in World War II, and they returned to civil-
ian life with increased confidence in their abilities
and a determination to build a profession.

All of this was very important in affecting the
federal government’s response to the mental health
problems facing the United States after World

War II. To the Veterans Administration (VA) fell
the enormous burden of providing care and rehabili-
tation for the thousands upon thousands of men and
women who had suffered some form of emotional
trauma from their military service. Without a marked
increase in mental health professionals, there was no
way that the VA could fulfill its mission and cope
with the rising tide of patients that swept into its
clinics and hospitals. The VA’s solution was to
increase the availability of mental health professionals
by providing financial support for their training.

In the case of clinical psychology, the VA pro-
vided financially attractive internships for graduate
students in approved university Ph.D. programs.
Although not required to do so, many of these stu-
dents chose to remain with the VA after completing
their training. Through its programs, the VA played a
chief role in upgrading and building the profession of
clinical psychology. Its willingness to hire clinicians at
salaries higher than could generally be obtained else-
where raised the entire pay scale of the profession. Its
need to deal with the psychological problems of adults
resulted in a major shift in clinical psychologists” ser-
vices from children to adults. At the same time, the
VA came to expect clinical psychologists to conduct
individual and group psychotherapy along with their
accustomed psychodiagnostic activities. They also
continued to serve in their familiar capacity as the
research experts on mental health teams. When, in
1946, the VA initiated its program to train clinical
psychologists, clinical training had secured a firm
financial foundation. By 1949, 42 schools were offer-
ing the doctorate in clinical psychology, and large
numbers of high-quality students were applying.
The profession had attained public visibility.

The VA was not the only federal agency to pro-
mote the rise of clinical psychology. The aftermath of
the war and the general increase in government
activity also led to an attempt to ameliorate some of
the mental health problems in the nation as a whole.
The U.S. Public Health Service and the National
Institute of Mental Health initiated support of clini-
cal psychology graduate students working toward
the Ph.D. and sponsored research and training pro-
grams designed to provide answers to the nation’s
mental health problems.
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Further evidence of professional growth was the
publication of the first American Psychologist in 1946.
In 1945, Connecticut became the first state to pass a
certification law for psychologists. During the follow-
ing year, the American Board of Examiners in Pro-
fessional Psychology (ABEPP) was established to
certify the professional competence of clinicians hold-
ing the Ph.D. In 1949, the Educational Testing Ser-
vice was started. The APA was now asserting that
psychotherapy was an integral function of clinical
psychologists—notwithstanding the opposition from
the psychiatric profession. The APA was also assum-
ing a more activist role. It was beginning to make
recommendations for the training of clinical psychol-
ogists and also to certify clinical training programs. In
1953, it published Ethical Standards, a landmark
achievement in the codification of ethical behavior
for psychologists and a great step forward in the pro-
tection of the public. By the beginning of the 1950s,
the APA could claim more than 1,000 members in its
Clinical Division. In just a few years after World War
11, the profession had made enormous strides.

In 1949, a conference on graduate education in
clinical psychology was held in Boulder, Colorado.
The Boulder Conference was a truly significant
event in clinical psychology because it explicated
the scientist-practitioner model for training clinical psy-
chologists that has served as the principal guideline
for training ever since. In succinct terms, this model
asserts (a) clinical psychologists shall pursue their
training in university departments; (b) they shall
be trained as psychologists first and clinicians sec-
ond; (c) they shall be required to serve a clinical
internship; (d) they shall achieve competence in
diagnosis, psychotherapy, and research; and (e) the
culmination of their training shall be the Ph.D.
degree, which involves an original research contri-
bution to the field. By and large, this still serves as
the training model, even though the scientist-
practitioner model has always had its critics.

The 1950s witnessed a marked growth in the psy-
chological profession. The membership of APA rose
from 7,250 in 1950 to 16,644 in 1959—a phenomenal
increase. In approximately the same period, federal
research grants and contracts for psychological research
rose from $11 million to more than $31 million.

The Growth of a Profession
(1970-Present)

In the areas of assessment, intervention, and research,
clinical psychology has become increasingly behav-
ioral since the mid-1960s. The focus has shifted from
a search for the traits or internal factors that lead
people into a psychopathological condition to an
analysis of the situational factors that control their
behavior. In the late 1960s, the road to changing
undesirable behavior began swerving sharply from
psychotherapy (and the insight it was designed to
produce) to conditioning and altered reinforcement
contingencies. Research journals were full of articles
describing new objective methods of assessing
behavior and novel behavioral approaches to the
treatment of everything from alcoholism, sexual dys-
functions, and lack of assertiveness to obesity, smok-
ing, and loneliness. The key to everything lay not in
patients’ thoughts, but in their behavior.

Some, of course, began to suspect that all this
was an overreaction. Were traits really fictions that
had no utility? Could behavioral analyses and meth-
ods address and cure everything? Many thought
not, and by the mid-1970s, cognition had begun to
creep back onto the scene. People now began talking
about “cognitive behavior methods” (Goldfried &
Davison, 1976). The cognitive-behavioral orienta-
tion to treatment is now among the most common.

At the same time, the field of community psy-
chology, which had seemed poised in the 1960s to
revolutionize clinical psychology, began to falter.
To many, its promise seemed unfulfilled. Then in
the 1980s, the preventive focus reappeared with the
development of the field of health psychology. All
these concepts, methods, and trends of the past 40
years constitute the major thrusts of this book and
will be covered in detail in the ensuing chapters.

The 1970s and 1980s witnessed further growth
in the profession. In 1970, there were 81 fully
approved graduate training programs in clinical psy-
chology and well over 12,000 clinicians. As for
APA itself, in 1892, there had been 42 members.
By 1987, there were almost 67,000, and approxi-
mately 80,000 by 1997. This phenomenal growth is
shown in Figure 2-6.
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FIGURE 2-6 Membership in the American Psychological Association (APA) and in the Association for Psychologi-

cal Science continues to grow.

Currently, membership in the APA is over 150,000
(counting student affiliates), and the operating budget is
over $100 million. Also, the Division of Clinical Psy-
chology (Division 12; now called the Society of Clinical
Psychology) was the largest single unit in the APA. All
50 states, the District of Columbia, Puerto Rico, and
several Canadian provinces either licensed or certified
psychologists. Many clinical psychologists now have
hospital privileges, and most can be reimbursed for
their services by insurance and managed care compa-
nies. There has also been an increase in the number of
clinical psychology graduate programs. Today, there are
more than 200 doctoral training programs in clinical
psychology that have full APA approval.

The 1988 Schism

Within the APA, there have always been conflicts,
sometimes acrimonious, between clinicians and their
scientific counterparts. Often, these conflicts placed
the scientist-practitioner squarely in the middle. By
1988, the academic-scientific wing of the APA
seems to have concluded that the APA was under
the control of the practitioners, who were using
their power to promote their own interests.

Scientific interests, they said, were being replaced
by goals that were essentially guild-like. The APA
seemed to be preoccupied with such professional
issues as writing prescriptions, hospital privileges,
reimbursement questions, licensing, legal actions
against psychiatry, and so on. In short, many had
come to feel that the APA was no longer responsive
to the academic-scientific needs of a significant
number of its members. Indeed, former APA presi-
dent Janet Spence charged that 90% of APA council
meetings were taken up by the professional interests
of practicing clinicians.

Matters seemed to come to a head when, in
1988, a plan to reorganize the APA so as to help
heal the growing schism between the clinical wing
and the academic-scientific wing failed by a 2-to-1
vote of the membership. The response of those dis-
enchanted with the APA was to form a new, sepa-
rate organization. The American Psychological Society
(APS) was founded in 1988, led by 22 former APA
presidents who became founding members. The
initial advisory board of APS read like a scientific
“Who’s Who.” The first APS convention was held
in June 1988 and by most accounts was a resound-
ing success. This organization now has a newsletter,
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The Observer, 2 monthly employment bulletin, and
four scientific journals: Psychological Science, Psycho-
logical Science in the Public Interest, Current Directions in
Psychological Science, and Perspectives on Psychological
Science. Today, the total APS membership exceeds
20,000. Approximately 20% of APS members iden-
tify their major field as clinical psychology. The

professed goals of APS, now called the Association
for Psychological Science (as of 2006), are to:

= advance the discipline of psychology,

= preserve the scientific base of psychology,

= promote public understanding of psychological
science and its applications,
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= enhance the quality of education. and

= encourage the “giving away” of psychology in
the public interest.

Many on both sides of the APA—APS split feel the
break was tragic. They believe that it was unfortunate
for both sides—that what the field needs is greater
integration of the science of psychology and its prac-
tice. Unfortunately, the split may produce even less
integration than now exists. Many believe that it will
only hasten the day when the APA becomes unabash-
edly a guild organization. Of course, many in the
academic-scientist group and many who are traditional
scientist-practitioners now belong to both the APA
and APS. Many scientific psychologists are exhilarated
over the quick growth of the APS. In any case, let us
hope that both the APA and APS remember their
larger obligations to the public good.

Some of the highlights of these professional
developments are summarized in the timeline
Significant Events in the Profession of Clinical
Psychology.

Today, the field of clinical psychology is chal-
lenged by a host of professional issues. In Chapter 3,
we will discuss several of these in some detail.
Briefly, they include the question of the optimal
training model for contemporary clinical psycholo-
gists (Baker, McFall, & Shoham, 2009), the impact
of the health care revolution and managed care on
clinicians (Goodheart, 2010), the current push for
prescription  privileges for clinical psychology
(McGrath, 2010), and issues related to ethics and
diversity. The way that these issues are addressed
and, in some cases, resolved will greatly affect the
field of clinical psychology for years to come.

CHAPTER SUMMARY

Clinical psychology has changed, and it will cer-
tainly change even more. Witmer would scarcely
recognize it. G. Stanley Hall, the APA’s first presi-
dent, would doubtless be amazed at the things the
APA and APS are doing. However, although
training and practice are in a state of flux, certain
constants remain. Clinical psychologists are still

involved in assessment and treatment. They still
have research contributions to make, and they are
still concerned with their professional development.
The goal that binds clinical psychologists together
remains the same: to apply their knowledge
and skill to the mental health needs of people
everywhere.

KEY TERMS

Association for Psychological Science (APS)
The professional psychological organization
formed in 1988 when an academic-scientific
contingent broke off from the APA. Goals of the
APS include advancing the discipline of psychol-
ogy, preserving its scientific base, and promoting
public understanding of the field and its
applications.

behavior therapy A popular learning framework
for treating disorders that is based on the principles

of conditioning. Behavior therapy usually focuses
on observable behavior and is typically of relatively
brief duration.

behavioral assessment An approach to under-
standing and changing behavior by identifying the
context in which it occurs (the situations or stimuli
that either precede it or follow from it).

brief (time-effective) therapy Generally speak-
ing, therapy of 15 or fewer sessions’ duration. Brief
therapy has gained popularity in recent years due
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to the financial constraints imposed by managed
care, as well as studies demonstrating that its
effectiveness is on par with that of traditional

psychotherapy.

community psychology A psychological
specialty that focuses on the prevention and
treatment of mental health problems,
particularly among people who are traditionally
underserved.

eclectics Clinicians who employ the techniques
of more than one theoretical orientation. The
nature of the presenting problem determines
which orientation to use in a given case.

etiological Causal; for example, an etiological
factor for depression is believed to contribute to its
onset.

g A term introduced by Charles Spearman to
describe his concept of a general factor of
intelligence.

guidance clinics Clinics devoted to the evalua-
tion and treatment of children’s intellectual and
behavioral difficulties.

health psychology A psychological specialty that
focuses on the prevention of illness, the promotion
and maintenance of good health, and the psy-
chological treatment of individuals with diagnosed
medical conditions.

manualized treatment Treatment that is pre-
sented and described in a manual format (i.e.,
outlining the rationales, goals, and techniques that
correspond to each phase of the treatment).

measurement of intelligence The use of tests to
measure various mental capacities (e.g., the speed
of mental processes, the ability to learn over trials).

mental tests The term coined by James McKeen
Cattell to describe his measures of individual difter-
ences in reaction time. He believed that performance
on these tests was associated with intelligence.

neuropsychological assessment An assessment
approach—based on empirically established brain—
behavior relationships—that evaluates a person’s

relative strengths and weaknesses across a number

of areas (e.g., memory, speed of processing, and
manual dexterity).

objective measures Psychological tests that draw
conclusions about people’s states or traits on the
basis of their responses to unambiguous stimuli,
such as rating scales or questionnaire items.
Responses to objective measures are often inter-
preted using a nomothetic approach.

personality disorders Enduring and maladaptive
patterns of experience and behavior that emerge by

adolescence or young adulthood and persist through
much of adulthood. Examples include the paranoid,
antisocial, and dependent personality disorders.

personality testing The use of measures or
techniques to provide insight into enduring
characteristics or traits.

play therapy A technique, derived from tradi-
tional Freudian principles, that uses expressive play
to help release anxiety or hostility. Proponents
believe that such a release has a curative effect.

projective techniques Psychological testing
techniques, such as the Rorschach or the Thematic
Apperception Test, that use people’s responses to
ambiguous test stimuli to make judgments about
their personality traits or their psychological state.

psychoanalysis A framework for understanding and
treating mental illness based on the collaborative work
of Breuer and Freud in the late 1800s.

psychodiagnosis The use and interpretation of
psychological test scores for the purposes of
diagnosis and treatment planning.

psychotherapy research Research that evaluates
the effectiveness of therapy or certain therapy
components. Psychotherapy research may be used
to determine which intervention is more effective
for treating a certain condition or which compo-
nent of a particular therapy is most crucial for
bringing about an observed change.

radical behaviorism A movement in psychology
that began in the late 1950s and persisted through
the 1960s. Proponents of this movement

asserted that only overt behaviors could be
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measured and even questioned the existence of
personality traits.

scientist-practitioner model The principal model
for clinical psychology training of the past 50 years
(also referred to as the Boulder model). This model
strives to produce professionals who can eftectively
integrate the roles of scientist and practitioner.

structured diagnostic interviews A class of
assessment tools, all of which consist of questions

keyed to diagnostic criteria. The term structured
means that interviewers ask all interviewees the
same questions in the same order and score the
answers in standard ways.

systematic desensitization A behavioral tech-
nique for the treatment of anxiety disorders in
which patients practice relaxation while visualizing
anxiety-provoking situations of increasing
intensity.

WEB SITES OF INTEREST

To visit any of the Web sites listed, go to www.
wadsworth.com and click Links.

2-1 American Psychological Association
http://www.apa.org/

2-2 Association for Psychological Science
http://www.psychologicalscience.org/

2-3 Society for a Science of Clinical Psychology
http://sites.google.com/site/sscpwebsite/

2-4 Classics in the History of Psychology
http://psychclassics.yorku.ca/

2-5 Daily Calendar of Events in the History of
Psychology
http://www.cwu.edu/~warren/today.html

2-6 Society of Clinical Psychology (Division 12 of
the APA)
http://www.div12.org/

2-7 Web sites dedicated to specific individuals
important in the history of psychology
http://academic.udayton.edu/GregElvers/
hop/welcome.asp

2-8 Women in Psychology
http://www.psych.yorku.ca/femhop/

2-9 Ethical principles of psychologists and code of
conduct: 2010 Amendments
http://www.apa.org/ethics/code/index.aspx
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Current Issues in

Clinical Psychology

FOCUS QUESTIONS
1. What are the advantages and disadvantages of

various models of training for clinical psychol-
ogists? Why is a firm grounding in psychologi-
cal science important for future clinical
psychologists?

. What obstacles face clinical psychologists who
specialize in private practice?

. How will managed care affect the practice of
clinical psychology? What advantages might

CHAPTER OUTLINE
Models of Training in Clinical Psychology

The Scientist-Practitioner Model

The Doctor of Psychology (Psy.D.) Degree

Professional Schools

Clinical Scientist Model

Box 3-1: Clinical Psychologist Perspective:
Richard M. McFall, Ph.D.

Combined Professional-Scientific Training

Programs

Graduate Programs: Past and Future

Professional Regulation

Box 3-2: Graduate Student Perspective: Christine
Maldonado
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clinical psychologists have in a managed care
environment?

4. What are the advantages and disadvantages of
obtaining prescription privileges? How might
this pursuit affect graduate training?

5. What technological innovations are likely to
influence the practice of clinical psychology?

6. What important diversity and ethical issues
guide the practice of clinical psychology?

Private Practice
The Costs of Health Care

Prescription Privileges
Box 3-3: Clinical Psychologist Perspective: Patrick
H. DelLeon, Ph.D., J.D.
Box 3-4: Clinical Psychologist Perspective: Elaine
M. Heiby, Ph.D.

Technological Innovations
Telehealth
Ambulatory Assessment
Computer-Assisted Therapy

Culturally Sensitive Mental Health Services
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Ethical Standards
Competence
Box 3-5: Focus on Professional Issues: Clinicians
Who Participate in Radio Call-In Shows, TV
Talk Shows, or Internet Groups: Are They
Ethical?

I n Chapter 2, we reviewed the history and devel-
opment of the field of clinical psychology by
examining important events in the areas of diagno-
sis and assessment, interventions and psychotherapy,
research, and the profession. That review helped us
to appreciate the roots of clinical psychology, as
well as to put current activities in the appropriate
historical context.

In this chapter, we discuss a variety of contem-
porary issues in clinical psychology: What are the best
training models for a clinical psychologist? What is
the best way to ensure professional competence?
What are the issues that currently face clinical psy-
chologists in private practice? How might increasing
health care costs aftect the practice of clinical psychol-
ogy? What technological innovations are likely to
affect clinical assessment and intervention? How
should clinical psychology respond to the increasing
diversity of the population it serves? What are the
benefits and the concerns of clinical psychologists
obtaining prescription privileges? What are contem-
porary ethical standards for clinical psychologists?

We begin with one of the most contentious of
these issues: the appropriate training models for

future clinical psychologists.

MODELS OF TRAINING IN CLINICAL
PSYCHOLOGY

The Scientist-Practitioner Model

The Training Model. In Chapter 2, we briefly
discussed the landmark conference on graduate
education in clinical psychology held in Boulder,

Privacy and Confidentiality
Human Relations

CHAPTER SUMMARY
KEY TERMS
WEB SITES OF INTEREST

Colorado, in 1949. Out of this conference arose
the Boulder model, or scientist-practitioner model, of
training. This model represents an attempt to
“marry” science and clinical practice, and it remains
the most popular training model for clinical psy-
chologists even to this day.

It is useful to remember that clinical psychol-
ogy began in universities as a branch of scientific
psychology. It arose within the structure of colleges
of arts and sciences, where teaching, research, and
other scholarly efforts were prominent. During this
era, training in the practice of clinical psychology
did not receive priority. Clinical psychology profes-
sors carried out research and they published their
work. However, their critics (often graduate stu-
dents or clinicians in the field) complained that
much of the research was trivial. Worse, it seemed
to some professors that their own research detracted
from their training of clinical students in the skills of
the profession. Some students complained that they
were learning too much about statistics, theories of
conditioning, or principles of physiological psy-
chology and too little about psychotherapy and
diagnostic testing.

These are the kinds of events and situations that
led to demands for change. The Boulder model, also
known as the scientist-practitioner model, saw a
profession comprised of skilled practitioners who
could produce their own research as well as con-
sume the research of others. The goal was to create
a profession different from any that had gone
before. The psychological clinician would practice
with skill and sensitivity but would also contribute
to the body of clinical knowledge by understanding
how to translate experience into testable hypotheses
and how to test those hypotheses. The Boulder
vision was of a systematic union between clinical
skill and the logical empiricism of science. To sepa-
rate the practitioner from the source of scientific
knowledge might create someone who passively



consumes information or accepts and uses tech-
niques with little support.

The scientist-practitioner model is less a quan-
titative breakdown of one’s daily activities than it is
a state of mind. No one ever intended to have all
clinicians devote exactly 50% of their time to their
clinical practice and 50% to formal research.
Some will be primarily researchers and others pri-
marily clinicians. Rather, it was intended that the
scientist-practitioner model would help students of
clinical psychology “think” like a scientist in what-
ever activities they engaged in. As a clinician, they
would evaluate their clients’ progress scientifically
and select treatments that were based on empirical
evidence. Although it is true that practicing clini-
clans do not do much in the way of research,
this may be largely because their work settings
do not permit it and not because they do not
wish to do it.

The scientist-practitioner model is just as appli-
cable to clinical researchers as it is to practicing
clinicians. The former can only produce solid,
meaningful research if they keep their clinical sen-
sitivity and  skills honed by continuing to see
patients. Just as practitioners must not forsake their
research training and interests, neither must
researchers ignore their clinical foundation.

The Debate Continues. A series of training con-
ferences culminating in one at Salt Lake City, Utah,
in 1987 eroded any strict interpretation of the
scientist-practitioner model. These conferences rec-
ognized alternative routes to professional compe-
tence. Specifically, they accepted approaches that
deemphasize research experience in favor of more
direct and extensive training in clinical skills.

The Boulder model has been durable, but the
debate continues. The mood of professionalism
seems to grow every year. Increasingly, clinical psy-
chologists are split into two groups: those interested
primarily in clinical practice and those interested
primarily in research. Although many believe that
the scientist-practitioner model has served us well
and successfully, others conclude that it is a poor
educational model that deserves the wrath of its
critics. But the prospect of totally abandoning the
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Boulder model is worrisome to many. As Meltzoff
(1984) put it years ago:

To train a new strain of purely applied
psychologists who will be obliged to
accept on faith what is handed down to
them without being able to evaluate it or
advance 1it, is the certain pathway to
mediocrity. Research training conveys a
mode of thought. It teaches how to be
inquisitive and skeptical, how to think
logically, how to formulate hypotheses and
to test them, how to gather data rather
than opinion, how to analyze those data
and draw inferences from them, and how
to make a balanced presentation of the
findings. These are skills that help ...
professional psychologists to rise above
the technician level. (p. 209)

The Doctor of Psychology (Psy.D.)
Degree

The foregoing controversy was at least partially
responsible for the emergence of Doctor of Psychology
(Psy.D.) degrees. The special characteristics of these
degrees are an emphasis on the development of clin-
ical skills and a relative de-emphasis on research
competence. A master’s thesis is not required, and
the dissertation is usually a report on a professional
subject rather than an original research contribution.

The first of these programs was developed at
the University of Illinois in 1968 (D. R. Peterson,
1971), although that school has since closed its pro-
gram. Subsequently, similar programs were devel-
oped at Rutgers, Baylor, and elsewhere. As
Peterson (1968) envisioned them, Psy.D. programs
are not substantially different from Ph.D. programs
during the first two years of training. The real
divergence begins with the third year. At that
point, increasing experience in therapeutic practice
and assessment becomes the rule. The fourth year
continues the clinical emphasis with a series of
internship assignments. More recently, Psy.D. pro-
grams have moved toward compressing formal
coursework into the first year and expanding
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clinical experience by requirements such as 5-year
practica. A good description and history of Psy.D.
programs have been provided by Peterson (1997,
2003). Currently, there are more than 60 accredited
doctoral programs in clinical psychology that offer
the Psy.D., and an increasing percentage of doc-
torates awarded in clinical psychology are Psy.D.
degrees. In fact, more Psy.D degrees are awarded
each year in clinical psychology (over 1,300) than
are Ph.D. degrees. Clearly, Psy.D. programs have
gained a strong foothold in the profession.

Early on, there were concerns that graduates
with a Psy.D. degree might be seen as less qualified
than those with Ph.D.s for professional practice and
have more trouble finding employment. However,
this has not been the case (Norcross, Castle, Sayette,
& Mayne, 2004). In an effort to further explore dif-
ferences between Psy.D. and Ph.D. programs in clin-
ical psychology, Norcross et al. (2004) conducted a
survey. Some of the differences found included a
higher acceptance rate of applicants to Psy.D. pro-
grams (41% vs. less than 15%), a lower percentage of
Psy.D. faculty with a cognitive-behavioral theoreti-
cal orientation, alower percentage of Psy.D. students
receiving full financial assistance (20%), a lower per-
centage of Psy.D. students obtaining an internship
(74%), but a shorter period of time to complete the
Psy.D. degree (M = 5.1 years).

More recent data on differences between Ph.D.
and Psy.D. programs concerning acceptance rates,
enrollment, and degrees awarded from 2009 to
2010 (Kohut & Wicherski, 2010) indicate that
these differences remain. Although the average
number of applications for each type of program
are similar, Psy.D programs accept more applicants
each year (Mdn = 47 vs. 8), enroll more students
each year (Mdn = 28 vs. 6), have more students in
the program (Mdn = 130 vs. 39), and award more
doctoral degrees each year (1,350 vs. 1,222) than do
Ph.D. programs in clinical psychology.

Professional Schools

Although the Psy.D. model represents a clear break
with tradition, an even more radical innovation is
the development of professional schools. Many of

these schools have no affiliation with universities;
they are autonomous, with their own financial
and organizational framework. Often referred to
as “freestanding” or “for-profit” schools, most
offer the Psy.D. Most schools emphasize clinical
functions and generally have little or no research
training in the traditional sense. Faculty are chiefly
clinical in orientation. The first such freestanding
professional school was the California School of
Professional Psychology (Dorken, 1975), founded
by the California State Psychological Association.
Now called Alliant International University, this
school has nine campuses (three of which are inter-
national) and offers several mental health degrees.

In 1987, there were 45 professional schools in
operation, awarding several hundred of the 3,000
yearly clinical doctorates (Strickland, 1988). Today,
there are about twice as many professional schools,
and each year over 60% of the doctorates in clinical
psychology are awarded by professional schools
(1,574 vs. 919; Kohut & Wicherski, 2010)! The pro-
portion of doctorates in clinical psychology awarded
by professional schools has increased dramatically
over time. These programs tend to admit far more
students (sometimes over 100!) than traditional
university-based scientist-practitioner programs.

How many professional schools ultimately will
survive is still uncertain. One of their greatest
problems is stability of funding. Many such institu-
tions must depend on tuition as their chief source of
funds, which may not generate enough money to
make them financially secure. In contrast, the
majority of university-based Ph.D. programs
waive tuition completely for graduate students.
Professional schools also often depend heavily on
part-time faculty whose major employment is
elsewhere—a shaky foundation for an academic
structure. As one consequence, it sometimes is dif-
ficult for students to have the frequent and sustained
contacts with their professors that are so vital to a
satisfactory educational experience.

Although some professional schools are fully
accredited by the APA, they are the exception
rather than the rule. This is a major handicap that
such schools will have to overcome if their gradu-
ates are to find professional acceptance everywhere.



Despite these concerns, recent conferences on
training seem to suggest that both Ph.D. and
Psy.D. programs have found secure niches and are
here to stay.

Clinical Scientist Model

Over the past several decades, empirically oriented
clinical psychologists have become increasingly
concerned that clinical psychology, as currently
practiced, is not well grounded in science (Baker,
McFall, & Shoham, 2009; McFall, 2006). Accord-
ing to this view, many of the methods that practi-
tioners employ in their treatment have not been
demonstrated to be effective in controlled clinical
studies. In some cases, empirical studies of these
techniques have not been completed; in other
cases, research that has been completed does not
support continued use of the technique. Similarly,
the use of assessment techniques that have not been
shown to be reliable and valid and to lead to posi-
tive treatment outcome has been called into ques-
tion. These concerns led to a proposed new model
of training for clinical psychologists, the cinical
scientist model.

The “call to action” for clinical scientists
appeared in 1991, in the “Manifesto for a Science
of Clinical Psychology” (McFall, 1991). In this doc-
ument, McFall argued:

1. “Scientific clinical psychology is the only
legitimate and acceptable form of clinical psy-
chology” (p. 76).

2. “Psychological services should not be adminis-
tered to the public (except under strict exper-
imental control) until they have satisfied these
four minimal criteria:

a.  The exact nature of the service must be
described clearly.

b. The claimed benefits of the service must be
stated explicitly.

c. These claimed benefits must be validated
scientifically.

d. Possible negative side effects that outweigh
any benefits must be ruled out empirically”

(p- 80).
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3. “The primary and overriding objectives of
doctoral training programs in clinical psychol-
ogy must be to produce the most competent
clinical scientists possible” (p. 84).

Like-minded clinical psychologists were urged
to help build a science of clinical psychology by inte-
grating scientific principles into their own clinical
work, differentiating between scientifically valid
techniques and pseudoscientific ones and focusing
graduate training on methods that produce clinical
scientists—individuals who “think and function as
scientists in every respect and setting in their pro-
fessional lives” (McFall, 1991, p. 85).

This document has proved to be quite provoca-
tive. One outgrowth of this model of training is the
Academy of Psychological Clinical Science, formed in
1995. The academy consists of graduate programs
and internships that are committed to training in
empirical methods of research and to the integration
of this training with clinical training (Baker, McFall,
& Shoham, 2009). The academy is affiliated with the
Association for Psychological Science (APS), and it is
comprised of over 60 member programs (including
both doctoral and internship programs). The pri-
mary goals of the academy are:

1. Training: To foster the training of students for
careers in clinical science research, who skill-
fully will produce and apply scientific
knowledge.

2. Research and Theory: To advance the full range
of clinical science research and theory and their
integration with other relevant sciences.

3. Resources and Opportunities: To foster the
development of and access to resources and
opportunities for training, research, funding,
and careers in clinical science.

4. Application: To foster the broad application of
clinical science to human problems in respon-
sible and innovative ways.

5. Dissemination: To foster the timely dissemination
of clinical science to policy-making groups,
psychologists, and other scientists, practitioners,
and consumers (http://acadpsychclinicalscience.
org/index.php?page=mission).
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Box 3-1 Clinical Psychologist Perspective: Richard M. McFall, Ph.D.

Dr. McFall is Professor Emeritus in the Department of
Psychological and Brain Sciences at Indiana University.
He is an expert in the area of interpersonal compe-
tence, and his widely cited research has appeared in
numerous journals and books read by clinical psychol-
ogists. In addition to his research pursuits, Dr. McFall
has taught and trained many clinical psychologists
through his roles as faculty member and director of
clinical training. Finally, Dr. McFall is recognized as
influential in establishing the clinical science model of
training. He served as the president of the Academy of
Psychological Clinical Science from 1995 to 1998. Cur-
rently, he is the Executive Director for a new accredi-
tation system for clinical science programs.

Dr. McFall was kind enough to respond to the
following questions we posed:

What originally got you interested in the field of
clinical psychology?

As an undergraduate at DePauw University, | was an
art major until my junior year, when it occurred to me
to ask my art professor what | might be able to do with
a degree in art. Among other things, he suggested that
I might become an account executive in advertising. He
suggested that | take a psychology course to learn
what motivated people to buy things. So, | went over
to the psychology department. Of course, | had to take
prerequisites (introductory, statistics, experimental,
and so on) before | could take the “good stuff,” and
before | knew it, | was a psychology major. At the start
of my senior year, still intending to go into advertising,
| took a clinical psychology course taught by John
Exner (the world-famous Rorschach expert), devoted
primarily to projective tests. Exner encouraged me to
apply to graduate school in clinical psychology and
gave me a list of prospective graduate programs, all
psychodynamically oriented. As | began filling out
applications, my roommate’s father, who happened to
be a psychologist, visited campus. He suggested that |
apply to Ohio State University (where he got his

degree). | did, more or less as a “backup.” OSU admit-
ted me and offered a generous assistantship—more
than any other program. Being financially independent
and in debt, | accepted OSU’s offer. As it turned out,
the OSU clinical program was one of the best in the
country at the time. It had a very strong scientific
emphasis. | quickly learned that | had entered graduate
school for illusory reasons; however, the research ori-
entation of OSU’s program was compelling, and | soon
developed an interest in clinical psychology as a
science.

Describe what activities you are involved in as a
clinical psychologist.
First and foremost, | have been actively involved in the
profession as a teacher. For most of my career, | taught
Introduction to Clinical Psychology to advanced under-
graduates and Clinical Psychology to first-year gradu-
ate students. My goal in both classes was to teach the
students to think skeptically and critically about the
problems that are the primary focus in clinical psy-
chology. | also taught a clinical practicum for advanced
doctoral students in which we reviewed the empirical
research evidence on the effectiveness of different
methods of treating persons with obsessive-compulsive
disorders (OCD); applied the best of the available
methods to OCD clients in our own clinic; and evalu-
ated the results of our interventions.

| also have been an active researcher. The com-
mon theme of my research is interpersonal compe-
tence—how to define and measure it, how to predict
and promote it, and the factors that lead to incompe-
tence. Competence and psychopathology can be seen
as opposite sides of the same coin. Psychopathology
can be viewed as a lack of competence in one or more
critical areas of functioning. To understand the etiol-
ogy of psychopathology, then, clinical psychologists
might want to understand the nature and origins of
competence. My research draws heavily on the knowl-
edge and methods of psychology as a whole, especially

Essentially, a network of graduate programs
and internships that adhere to the clinical science
model has developed. These programs share ideas,
resources, and training innovations. Further, they
collaborate on projects aimed at increasing grant
funding from governmental agencies, addressing

state licensing requirements for the practice of
psychology, and increasing the visibility of clinical
science programs in undergraduate education. Most
recently, this organization has been a leader in set-
ting up a new accreditation system (PCSAS, http://
www.pcsas.org/) that will “brand” clinical science
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cognitive science and neuroscience. This means that |
must be an active student of the discipline. Another
facet of my professional life is my involvement in
administrative and service roles. | have been director of
the clinical training program at Indiana University;
have been on the board of directors of the local com-
munity mental health center; have served on editorial
boards of journals; and have been active in profes-
sional organizations at the national level. Virtually all
of my professional efforts, in one way or another, are
devoted to differentiating science from pseudoscience
within clinical psychology and to promoting clinical
psychology as a science.

What are your particular areas of expertise or interest?
I've already described my content focus in research:
interpersonal competence. In pursuing this interest, |
have studied a variety of specific clinical problems and
populations—including shy college men and women;
nonassertive individuals; persons suffering from
schizophrenia, depression, OCD, eating disorders, and
addiction to tobacco; adolescent boys and girls identi-
fied as juvenile delinquents; and men who are sexually
coercive toward women. My research across these
problem areas has been characterized by an emphasis
on conceptual and measurement issues. Recent work,
in particular, has explored the use of concepts and
methods adapted from cognitive science and neurosci-
ence. My goal is to build better theoretical and quan-
titative models of clinically relevant phenomena.

What are the future trends you see for clinical
psychology?

Clinical training programs that continue to have a
strong “practice” focus (whether they identify them-
selves as Psy.D. programs or scientist-practitioner Ph.D.
programs) are ignoring the dramatic changes currently
taking place within the mental health field (increas-
ingly called the behavioral health field). As health care
in the United States shifts from the traditional

fee-for-service model to the managed care model,
clinical psychologists are losing their role as primary
care providers. The reasons are obvious. Two to three
social workers can be hired for the price of one psy-
chologist. If the research evidence shows no difference
in treatment outcome between doctoral-level clinical
psychologists and master’s-level social workers, then
the cost-conscious managed care systems will hire
social workers, rather than psychologists, to provide
most mental health services. One feature distinguishes
some doctoral-level clinical psychologists from most
other mental health specialists, however; this is the
psychologist’s research training, or special preparation
for the role of research scientist. Only those clinical
training programs that have maintained and strength-
ened the Ph.D.’s traditional focus on scientific research
training are preparing their students for a viable future
in the changing mental health care field.

Psychology Dept., Indiana Univ.

Richard M. McFall

training by accrediting those programs that adhere
to the goals of psychological clinical science and
produce outcomes consistent with these goals
(Baker et al., 2009).

As evidenced by the Academy’s membership
growth over the last two decades, more programs

have embraced this model of training for clinical
psychologists. Further, the addition of internships
into the Academy has provided the opportunity
for a continuum of clinical science training in a
variety of settings (e.g., classroom, research labora-
tory, and clinical settings).
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Combined Professional-Scientific
Training Programs

A final alternative training model that we will
discuss briefly involves a combined specialty in
counseling, clinical, and school psychology. This
training model assumes that (a) these specialties
share a number of core areas of knowledge and
(b) the actual practices of psychologists who
graduate from each of these specialties are quite
similar (Beutler & Fisher, 1994; Beutler, Givener,
Mowder, Fisher, & Reeve, 2004). The curriculum
in these combined training programs focuses on
core areas within psychology and exposes students
to each subspecialty of counseling, clinical, and
school psychology.

The combined training model emphasizes
breadth rather than depth of psychological knowl-
edge. However, this feature can also be seen as a
potential weakness of the model. Graduates from
this type of training program may not develop a
specific subspecialty or area of expertise by the
end of their doctoral training (Beutler et al.,
2004). Further, this model of training appears to
be better suited for the future practitioner than
for the future academician or clinical scientist
(Beutler & Fisher, 1994). Currently, there are
eight APA-accredited programs in combined
professional-scientific psychology, three of which
offer a Psy.D. degree (http://www.apa.org/ed/
accreditation/programs/accred-prof-scientific.aspx).

Graduate Programs: Past and Future

In many ways, the changes in graduate training over
the past 60 years have mirrored the marketplace for
clinical psychologists. Starting in the mid-1960s, a
shift occurred from university-based academic jobs
to jobs in private practice. Not surprisingly,
complaints about the limitations of the scientist-
practitioner model of training surfaced soon there-
after. These complaints focused primarily on the
perceived inadequacy of the Boulder model of
training for future practitioners. According to the
critics, training in clinical skills was deficient, and

faculty members were oblivious to the training
needs of future practitioners.

Out of the Vail Training Conference in 1973
came an explicit endorsement of alternative
training models to meet the needs of the future
practitioner. The alternative Psy.D. degree and
professional school model of training can be traced
to the positions adopted by those attending this
conference. Clearly, these alternative training pro-
grams became increasingly influential, as indicated
by the number of new doctorates they graduate.
In addition, some have argued in support of desig-
nating any clinical psychologist who practices clin-
ical work with a Psy.D. degree (A. E. Shapiro &
Wiggins, 1994).

However, several trends may affect the viabil-
ity and success of the various training models dis-
cussed here. First, for some time, many have
argued that there is an oversupply of practice-
oriented psychologists given market demands
(Baker et al., 2009; McFall, 2006; Robiner,
2000). If true, this may ultimately affect the num-
ber of students entering and finishing graduate
programs in clinical psychology. In recent years,
there have been many more applicants for intern-
ship positions than slots available. The net result
has been that some graduate students have not
been able to secure an internship position (recently,
as high as 25% of those that applied). For several
years now, students from practice-oriented doctoral
programs have had more difficulty securing intern-
ships than those from scientist-practitioner and clini-
cal scientist programs (Neimeyer, Rice, & Keilin,
2007). As the internship and practice-oriented
job markets tighten, the programs that primarily
train practitioners (professional schools, schools
awarding the Psy.D. degree) will likely feel the
brunt of this effect. This will be especially true
for professional schools whose economic viability
is heavily dependent on tuition fees and large
numbers of students.

Second, the managed health care revolution in
this country will likely affect the demand for clini-
cal psychologists in the future as well as the cur-
riculum in training programs (Baker et al., 2009;
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McFall, 2006). More emphasis will be placed on
coursework involving empirically supported brief
psychological interventions and focal assessment.
Training programs that do not employ faculty
with expertise in these areas may produce gradu-
ates without the requisite skills to compete in the
marketplace.

Finally, there may be an undersupply of
academic and research-oriented clinical psycholo-
gists. If true, scientist-practitioner and clinical
scientist programs may be in a better position to
meet this need. Research-oriented clinical psy-
chologists will be better able to develop and eval-
uate effective treatments for psychological
problems, evaluate programs in health care set-
tings, and provide supervision for both research
and for administering empirically supported treat-
ments. As we discuss later in this chapter, all of
these roles are highly valued in the current behav-
ioral health care market in which effectiveness,
accountability, and cost-efficiency are emphasized
(Baker et al., 2009).

PROFESSIONAL REGULATION

As clinical psychology grew and the number of its
practitioners multiplied, issues of professional
competence began to arise. How is the public to
know who is well trained and who is not? Many
people have neither the time, inclination, nor
sophistication to distinguish the well-trained pro-
fessional from the charlatan. Professional regula-
tion, therefore, has attempted to protect the
public interest by developing explicit standards of
competence for clinical psychologists. Professional
regulation is complicated by the fact that no
national standard exists; the requirements for
both certification and for licensure can vary
markedly from state to state.

Certification. Certification is a relatively weak
form of regulation in most cases. Originally de-
veloped by state psychological associations, it
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guarantees that people cannot call themselves “psy-
chologists” while offering services to the public for
a fee unless they have been certified by a state board
of examiners. Such certification often involves an
examination, but sometimes it consists only of a
review of the applicant’s training and professional
experience. Certification is an attempt to protect
the public by restricting the use of the title
“psychologist.” Its weakness is that it does not pre-
vent anyone (from the poorly trained to outright
quacks) from offering psychological services to the
public so long as the noncertified persons who ofter
such services do not use the title “psychologist” or
the word psychological to describe themselves or their
services. Some cynics have alleged that certification
does more to protect psychologists than it does to
protect the public.

Certification laws were often the result of
effective psychiatric lobbying of state legislatures.
Because many psychiatrists wanted to reserve psy-
chotherapy as the special province of medicine,
they resisted any law that would recognize the
practice of psychotherapy by any non-medical spe-
cialty. As a result, certification laws were the best
regulation that psychologists could obtain.

Licensing. Licensing is a stronger form of legisla-
tion than certification. It not only specifies the
nature of the title (“psychologist”) and training
required for licensure but it also usually defines
what specific professional activities may be offered
to the public for a fee. With certification, for exam-
ple, individuals might call themselves “therapists”
and then proceed to provide “psychotherapeutic”
services with impunity. Many state licensing laws
are designed to prevent such evasions by defining
psychotherapy and specifically making it the prov-
ince of psychiatry, clinical psychology, or other
designated professions. However, determined char-
latans are difficult to contain, and such persons may
be very clever in disguising the true nature of their
activities.

To help strengthen this system of oversight and
consumer protection, the American Psychological
Association developed a model act for the licensure
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Box 3-2 Graduate Student Perspective: Christine Maldonado

Christine Maldonado recently completed her internship
(and Ph.D.!) in clinical psychology. She provided the
following insights regarding her graduate school
experience.

What has graduate school in clinical psychology been
for you?

Graduate school has been like an academic marathon
for me. It pushes you to academic and emotional
limits that you thought you never had. It is reward-
ing, exhausting, stressful, and exhilarating all at once.
However, | have learned that just when you think you
can't go on for much longer, you reach a milestone
(e.g., finishing your first year, getting your master’s or
completing the comprehensive exam process) and at
least for me, upon the completion of these events,
I'm infused with pride, a feeling of accomplishment
and confidence, and a renewed strength to keep on
going. In some ways, graduate school mimics the
Peace Corps slogan: it is the hardest job you'll ever
love!

What things have you least expected about graduate
school?

Success in graduate school has less to do with your
“smarts” than it does with your ability to persevere
and be dedicated and disciplined to your research and
your studies. You might find that many of your peers
who were very much intellectually capable of finishing
graduate school leave the program not because they
were unable to perform academically, but that they
were unable to "keep their eye on the prize” and
think of the long-term investment that graduate work
is. While it is not the most pleasant experience at

times, it will pay off in the long run. The key is to
remember why you came here, what you want, and
to keep these reasons posted on your desk for those
3 A.M. nights when you are still running analyses and
ready to give up.

Has graduate school changed you? If yes, how so?
Yes, most definitely. Paradoxically, graduate school
humbles you greatly, but in the same breath, instills
great confidence within you. When | first came to
graduate school, | thought | was “hot stuff.” In some
ways, | think many incoming students think this, and
it is not surprising because they would not have got-
ten into a clinical program if they were not the cream
of the crop in their undergraduate institute. How-
ever, upon entering the program, you realize that
you have now been thrown into an environment
where all your peers were the cream of the crop, and
you quickly realize how little you do know. However,
as you move through the program, you come to
understand and think about the field of psychology
from different perspectives, to be critical of research,
and to develop your own line of research. It is in
these processes that you come to be more confident
in your knowledge of the field in that you are no
longer merely memorizing facts and bits of informa-
tion for your survey on abnormal psychology, but you
are now seeing how these facts fit in the greater
scope of the research literature, the limitations of
these facts, and how you could develop a study to
address these limitations. | think it is ability to do the
latter that builds confidence in you as a researcher,
academic, and member of the psychological
community.

of psychologists (e.g., American Psychological
Association, 1987b). More recent revisions were
published in 2001 by the Association of State and
Provincial Psychology Boards (ASPPB, http://
www.asppb.org/) and in 2010 by the American
Psychological Association (American Psychological
Association, 2011). States and provinces have used
these guidelines to develop their own specific
requirements for licensure in their jurisdictions

(e.g., see DiLillo, DeGue, Cohen, & Morgan,
2006). Although licensing laws vary from state to
state (and province to province), there are several
common requirements. These are summarized in
Table 3-1.

Most states and provinces require applicants for
licensure to take an examination (sometimes both a
written exam and an oral exam). In addition, the
licensing board usually examines the applicant’s
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Looking back, what activities or experiences were the
most important for you in your graduate school
program?

While I'm not sure | would ever voluntarily put myself
through our written comprehensive exam process
again, | know that this experience has been the single
most influential experience for me as a clinical scientist.
By taking months to read and learn about all aspects of
the field (from statistical techniques to empirically vali-
dated treatments to assessing various disorders to
understanding sex differences in diagnoses), | have
learned that you really cannot study any aspect of psy-
chology in and of itself—the field and its issues are all
intertwined and related. If you think you can blow off
your psychometrics class because it is not your forte,
think again! Everything builds upon itself in psychology.
The more you know about the fundamentals of our
field, the stronger you will be in your ability to ask
important and meaningful research questions, design
innovative studies (because you will know where the
gaps in the literature are), and contribute knowledge to
your particular research interest’s literature.

Any additional hints for those trying to make it
through graduate school in clinical psychology?

Find whatever motivates you to keep on going and do it.
There will be days when you will want to quit. Be pre-
pared for this. For me, getting my Ph.D. has been my
dream since | was in high school. That being said, | have
printed out a sign that | have hung on my door where
my desk is at home that reads “Dr. Christine Maldo-
nado.” Every time | go into my study to work, | see that
sign and it reminds me that in a few short years that
paper sign will be replaced with the real deal. Addi-
tionally, | would find an activity that has NOTHING to do

with psychology and make time for yourself to do that
activity. For me, | decided to train for a marathon during
my fourth year. During these training runs, | could think
about nothing, mull over research ideas, or just be alone
with my thoughts. Finding time for yourself is invaluable
in your survival in graduate school. Without this time,
you will burn out. You need to find your own outlet, not
only to succeed in the program, but for your mental and
physical health as well.

Christine Maldonado

Christine Maldonado

educational background and sometimes requires
several years of supervised experience beyond the
doctorate. Many states also have subsequent con-
tinuing education requirements, like attending
workshops or scientific presentations. It appears
that licensing boards are becoming increasingly
restrictive, sometimes requiring specific courses,
excluding master’s candidates, and demanding
degrees from APA-approved programs. They are

also occasionally beginning to intrude into the
activities of academic and research psychologists.
For example, a state may require that any psychol-
ogist studying depressed patients be licensed, even if
no treatment is administered.

Licensing and certification remain topics of
intense professional interest. Some insist that licens-
ing standards should not be enforced until research
demonstrates their utility and positive client
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TABLE 3-1 Summary of Typical
Requirements for Licensure

Education
A doctoral degree from an APA-accredited program in
professional psychology (e.g., clinical) is required.

Experience
One to two years of supervised postdoctoral clinical
experience is required.

Examinations

A candidate for licensure must pass (i.e., score at or
above a certain threshold score) the Examination for
Professional Practice in Psychology (EPPP). In addition,
some states and provinces require an oral or essay
examination.

Administrative Requirements
Additional requirements include citizenship or residency,
age, evidence of good moral character, and so on.

Specialties

Licensure to practice psychology is generic. However,
psychologists must practice within the scope of their
demonstrated competence, as indicated by their
educational background and training.

outcomes can be shown to relate to the licensee’s
competence. Others have pointed out that certifi-
cation and licensing are in no way valid measures of
professional competence. However, others suggest
that licensing should be designed to ensure that the
public will not be harmed rather than to regulate
levels of competence. At the present time, licensing
examinations may be the best safeguard against
poor practice. Finally, some academic clinical psy-
chologists are concerned that licensing require-
ments violate academic freedom because these
requirements essentially dictate the coursework
offered by clinical psychology programs. They
argue that the faculty members involved in a clini-
cal psychology training program have a better idea
of what coursework is needed to produce well-
trained clinical psychologists. Further, the require-
ments for licensure may make it difficult for aca-
demic clinical psychologists themselves to attain
licensure (DiLillo et al., 2006).

Despite these questions and problems, the
regulation of professional practice seems here to

stay. To date, it is the only method we have,
imperfect though it is, to protect the public from
the poorly trained. Current challenges related to
licensure include establishing a national standard
for licensure (which will allow easier mobility
from state to state or province to province), decid-
ing whether or not an oral examination is neces-
sary in addition to a written examination, and
addressing licensing issues related to telehealth
and distance practice over the Internet (Rehm &
DeMers, 2006).

American Board of Professional Psychology
(ABPP). Because of the failure of individual
states to take the lead on professional regulation,
the American Board of Examiners in Professional
Psychology was established as a separate corpora-
tion in 1947. In 1968, its name was shortened to
American Board of Professional Psychology (ABPP,
http://www.abpp.org/). ABPP offers certification
of professional competence in the fields of clinical
child and adolescent psychology, clinical psychol-
ogy, clinical health psychology, clinical neuropsy-
chology, cognitive and behavioral psychology,
counseling psychology, couple and family psy-
chology, forensic psychology, group psychology,
organization and business consulting psychology,
police and public safety psychology, psychoanalysis
in psychology, rehabilitation psychology, and
school psychology.

To illustrate the requirements and process of
obtaining ABPP certification, consider the clinical
psychology specialty. In addition to verification of
credentials in clinical psychology (e.g., doctoral
degree and clinical internship from accredited insti-
tutions, licensure in state), candidates are required
to submit practice samples (videotaped), provide a
written statement regarding professional expertise
and handling of clinical cases, and successfully com-
plete an oral examination conducted by three
expert peers. As you can see, these requirements
are more rigorous than those involved in state cer-
tification or licensing. In essence, the public can be
assured that such a clinician is someone who has
submitted to the scrutiny of a panel of peers.
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Benefits to the clinical psychologist include reduced
liability insurance, increased status as a clinician or
expert witness, and increased ease of mobility if one
chooses to move to another state (Finch, Simon, &
Nezu, 2006).

National Register. In recent years, insurance
companies have increasingly extended their cover-
age to include mental health services. At the same
time, clinical psychologists have gained recognition
as competent providers of those services involving
prevention, assessment, and therapy. In 1975, the
first National Register of Health Service Providers in
Psychology was published. The Register (http://
www.nationalregister.org/) is a kind of self-
certification, listing only those practitioners who
are licensed or certified in their own states and
who submit their names for inclusion and pay
to be listed. Along with the increasing numbers
of clinicians in private practice and their recogni-
tion as health care providers by insurance and
managed care companies, the Register is one
more indication of the growing professionalism of
clinical psychology.

PRIVATE PRACTICE

Earlier, we observed that substantial numbers of
clinical psychologists work in private practice set-
tings. For some time, this seemed to be an ever-
increasing trend, mirroring the aspirations of many
students in clinical training. For some clinical psy-
chology graduate students, their goal is essentially to
open an office and hang out a shingle. This suggests
that the physician is now serving as a role model for
these aspiring clinicians—a model that does create
certain hazards.

In the recent past, for example, the medical
profession has experienced a great deal of criticism
and the loss of its Good Samaritan image because it
has appeared more concerned with economic
privileges than with the welfare of patients. Doctors
operate strong lobbies in Congress and in state
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legislatures. They have gotten legislation passed
that not only restricts entry by others into what
they perceive as their professional arena but also
protects them and their vested interests. The Amer-
ican Medical Association is often perceived not as
the public’s guardian, but as the protector of the
rights and advantages of the physician.

What alarms many psychologists is that clinical
psychology seems to be moving in the same direc-
tion. The emphasis on restrictive legislation, diplo-
mas, and political activism and the de-emphasis on
research strike many as misguided (McFall, 2002,
2006). They fear that what began as an honest
and dedicated attempt to improve training, provide
continuing professional growth, protect the public,
and improve the common good will end in a selfish
posture of vested interest. Obviously, private practice
is not the only place such trends can develop, but the
danger exists. A larger social question is whether
training clinicians for private practice is an economi-
cal, efficient response to the nation’s mental health
needs. Nevertheless, private practice—with all its
concern about insurance coverage, professional
rivalry with psychiatry, and statutory regulation—
seems here to stay.

Traditional fee-for-service private practice is a
thing of the past (Baker et al., 2009; McFall, 2002,
2006); managed health care now dominates the
scene. Private practice psychologists have felt the
brunt of this change. However, training programs
must ensure that future clinical psychologists are not
sent out into the real world lacking the requisite
skills and knowledge demanded by managed health
care systems. Table 3-2 summarizes several sets of
recommendations for the training needs for future
practicing psychologists (e.g., see Baker et al., 2009;
Eby, Chin, Rollock, Schwartz, & Worrell, 2011;
McFall, 2006).

This economic squeeze on the private practi-
tioner has raised many concemns (Comas-Diaz,
2006). For example, how will changes in health
care coverage affect the viability of delivery of psy-
chological services? If managed care companies
endorse empirically supported treatments as standards
for psychological intervention, how will this impact
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TABLE 3-2 What Future Practicing Clinical
Psychologists Need to Know

Here we list several key areas of knowledge that seem
especially relevant to future practicing clinical
psychologists:

1. Knowledge of new and evolving health care deliv-
ery systems such as managed care organizations
(MCOs).

2. Sensitivity to ethical issues relevant to managed care
settings, including confidentiality and informed
consent.

3. Experience in multidisciplinary environments, such as
medical settings.

4. Managed-care-relevant clinical skills, including brief
interventions, treatment team approach, and
focused assessment.

5. Expertise in “applied” research, such as program
evaluation, cost-effectiveness, and medical cost
offset.

6. Management and business skills—for example,
contracts, utilization review, marketing.

7. Technology such as computers, databases, and
telemedicine.

8. Empirically supported and evidenced-based
practices (EBPs) in clinical assessment and
intervention.

9. Training in supervision; it is likely that fewer clinical
psychologists will be directly delivering services in
the future.

10. Sensitivity to cultural differences and knowledge of
empirical findings concerning EBPs appropriate for
ethnic subgroups.

private practice? As a result of declining earnings
over the last few decades, some predict that private
practitioners will need to expand their roles to areas
such as alternative medicine, telehealth, psycho-
pharmacy, and life coaching, for example (Comas-
Diaz, 2006).

It may even be the case that, because of cost,
today’s Ph.D. clinicians will be replaced by tomor-
row’s master’s-level mental health professionals
(Baker et al,, 2009; Eby et al., 2011; McFall,
2002, 2006)! We will have more to say about the
impact of managed care on the practice of clinical
psychology next.

THE COSTS OF HEALTH CARE

Health care costs continue to rise. According to
the World Health Organization (http://www.who.
int/whosis/database/core/core_select_process.cfm?
countries=all&indicators=nha), the United States
spends more money on health care, both as a percent-
age of its gross domestic product (GDP) as well as per
capita, than any other nation in the world. It is esti-
mated that the United States spent $2.5 trillion dollars
on health care in 2009, approximately $8,086 per
person  (http://www.cms.hhs.gov/NationalHealth
ExpendData/). This represented about 17.6% of the
GDP in 2009. However, from 2009 to 2019, it is
predicted that the proportion of the GDP devoted
to health care costs will rise to 19.6%.

How do these projections affect services for
mental health? The initial attempt to address high
costs for health care in general and mental health
care in particular was termed managed care. The old,
traditional, fee-for-service mental health care sys-
tem was “unmanaged” in the sense that there was
little control over which doctoral-level practitioners
could be used, the amount paid for services, the
quality of services, and the frequency of service uti-
lization. Insurance plans become “more managed”
as provider networks become more selective, as uti-
lization of services is evaluated with regard to
appropriateness and effectiveness, and as managed
care organizations institute quality improvement
programs (Bobbitt et al., 1998).

Therefore, the managed care approach shifted
economic control from practitioners to those that
ultimately pay the bills (e.g., employers). The focus
became cost containment, with corporations
expanding into a kind of medical-industrial com-
plex and emphasizing a marketplace mentality
(Kiesler & Morton, 1988). These and other features
of managed behavioral health care are summarized
in Table 3-3.

There are several models of managed care, all
of which attempt to control costs and reduce use of
services while at the same time ensuring their qual-
ity. We will briefly mention three major types of
managed care systems: HMOs, PPOs, and POSs. A
health maintenance organization (HMO) employs a
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TABLE 3-3 Common Features of a Managed
Behavioral Health Care
Organization

= |dentified as a business entity or corporate structure
= Full range of clinical services is provided (or
arranged)

= Credentialed provider network or staff delivery
system

= Utilization and care management

= Management information systems (track member-
ship, eligibility, and aggregate population data)

= Systematic quality management and improvement
mechanisms

= Ability to assume financial risk, including the pay-
ment of insurance claims

SOURCE: Adapted with permission from Bobbitt, B. L., Marques, C. C., &
Trout, D. L. (1988). Managed behavioral health care: Current status, recent
trends, and the role of psychology. Clinical Psychology: Science and Practice,
5, 53-66. Copyright © 1988, Oxford University Press.

restricted number of providers to serve those who
enroll in the plan; costs for all services are fixed. A
preferred  provider organization (PPO) has contracts
with outside providers (at a discounted rate) to
meet the needs of its membership; in exchange
for the discounted rate, the providers theoretically
receive an increased number of referrals. A point of
service (POS) plan combines features of HMOs and
PPOs in that members have more options regarding
how “managed” their health care choices are but
pay more for these non-managed features. For
example, members of POS plans pay more if they
choose to use providers that are outside the defined
provided network/list but less if the provider is
within network.

In response to increased demands from consu-
mers for more freedom in choosing providers, an
increasing number of companies and institutions are
offering high-deductible plans that allow more
choices but effectively shift the majority of the
costs to consumers (Bobbitt, 2006). These
consumer-driven health plans are seen as a way to
reduce overall costs to institutions—much the same
reason that prompted the development of HMOs
in the first place. Some, however, believe that this
first iteration of managed care, especially as applied
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to mental health—called behavioral health care—
has failed (Cummings, 2006). As Cummings
notes, costs have continued to increase, clinicians
are receiving less money for their services, and clin-
icians spend an increasing proportion of their time
on paperwork and getting reimbursed than on
direct care.

What is the next stage of behavioral health care
likely to involve? Cummings (2006) predicts two
major models that are likely to be implemented:
consumer-directed  health —care plans and  pay-for-
performance disease management models. As we noted
above, consumer-directed health care plans shift
the cost and responsibility of behavioral health care
services to the consumer. Individuals will be spend-
ing more out-of-pocket (even if they are ultimately
reimbursed from their tax-exempt health savings
accounts) and are likely to shop around to find the
highest quality services for the best prices. The sec-
ond model, the disease management model, provides
pay-for-performance incentives to clinicians to pro-
vide high-quality, effective services. In this way, clin-
icians will be able to share in the health care savings if
they are able to achieve the same results with less
intensive treatment (for example, fewer sessions).

What are all these changes in behavioral health
care management likely to mean for clinical psy-
chologists? As has been true for the last decade,
clients are likely to be seen for fewer sessions and
the psychological treatments administered are likely
to be from a list of evidence-based treatments. We
discuss evidence-based treatments (Kazdin, 2008) in
more detail in Chapter 11.

Second, some predict that self-care or self-help
methods will be used more (Clarke, Lynch,
Spofford, & DeBar, 2006). For example, clinicians
may utilize books, pamphlets, and handouts (i.e.,
bibliotherapy) as a first line of treatment or as an
adjunct to traditional face-to-face sessions. In addi-
tion, as we discuss below, computer- or Internet-
assisted therapy is more likely to be used in the
future. This is possible because many of the most
effective treatments for psychological problems are
structured and based on manualized therapies (e.g.,
cognitive therapy of depression). Selt-help methods
are attractive as a first line of treatment because they
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are inexpensive, widely available, and can be dis-
seminated in a wide variety of settings (e.g., primary
care physicians’ offices).

Third, and in a related vein, it is predicted that
more and more behavioral health services will
occur in primary care and other less traditional set-
tings like schools and the workplace (Clarke et al.,
2006). This shift in delivery settings is driven by a
number of factors, including the availability of self-
help modalities, the increased use of medications to
manage psychological problems, and the stigma still
associated with presenting to a psychologist’s or
psychiatrist’s office.

These trends in managed care and the delivery
of behavioral health services will directly aftect the
employment outlook for doctoral-level clinical psy-
chologists who plan to make a career of clinical
practice. Master’s-level practitioners and paraprofes-
sionals are much “cheaper” to use for the same ser-
vices and, therefore, will be seen as more
economically attractive to managed care companies
(Baker et al., 2009; McFall, 2002, 2006).

But the training of the scientist-practitioner or
clinical scientist does offer some opportunities in
this environment (Baker et al., 2009; Barlow,
2004a, 2004b; McFall, 2006). For example, clinical
psychologists are likely to be the primary providers
of psychological treatment that is based in psycho-
logical science. By virtue of the rigorous training in
both the evaluation and administration of empiri-
cally supported treatments, clinical psychologists
from clinical science or scientist-practitioner pro-
grams are uniquely positioned to serve as consul-
tants and overseers of psychological treatment in
an environment that emphasizes quality and cost-
effectiveness. Ironically, as we discuss below, gain-
ing prescription privileges may have the unintended
consequence of diverting clinical psychologists
away from what makes them unique among mental
health professionals—the “complete package” of a
clinician who can both conduct assessment and treat-
ment research as well as administer and disseminate
effective psychological treatments. An increased
focus on accountability and patient outcomes will
open the doors for clinical psychologists who have
expertise in clinical and psychometric research.

These individuals will be called upon to design and
evaluate studies of patient outcome, patient satisfac-
tion, and the effectiveness of various psychological
interventions.

These observations about behavioral health care
highlight a number of implications for the training
and careers of psychologists (see Table 3-4). Training
programs in clinical psychology need to place more

TABLE 3-4 Recent Developments Relevant
to Behavioral Health Care

1. Costs of health care are expected to rise again. In
2007, it is estimated that the United States spent
$2.26 trillion dollars on health care, over $7,000.00
per resident. This represents about 16% of the U.S.
gross domestic product (GDP). By 2017, it is expected
that health care costs will rise to 19.5% of the GDP.
Clearly, the one-time savings involved in shifting
most Americans to managed care plans from fee-
for-service have been realized. Increased costs in the
future will be associated primarily with medical tech-
nology, physician services, and prescription drugs.

2. Psychotherapists are adopting novel approaches to
managed care and may expand their roles. To
maintain their autonomy, some psychotherapists are
opting for self-review of their own costs. By formally
serving as their own “watchdogs” and cost man-
agers, groups of mental health professionals can
avoid losing control over service delivery to the case
managers of outside managed care organizations.
For example, therapists serve as their own “gate-
keepers” by critically reviewing the number of ses-
sions allotted to individual patients and evaluating
quality of services internally. In addition, it is likely
that clinical psychologists in private practice may
develop expertise in alternative medicine, tele-
health, psychopharmacology, or life coaching in
order to preserve their income as reimbursement
rates from managed care are likely to remain flat or
even decrease.

3. Consumer-driven health plans are likely to become
more popular. These plans shift the cost and respon-
sibility of behavioral health care to the individual
consumer. With rising costs on the horizon, employ-
ers and insurance companies are less likely to share
the burden and it will be up to each person to save for
and manage the health care received. In this way, the
consumer will be able to “shop” for services to iden-
tify the highest quality treatment for the money.
Services will be paid for largely from individual health
savings accounts that are tax-exempt.




emphasis on cost-effective psychological interven-
tions, provide clinical training in managed care set-
tings, and incorporate didactic instruction in applied
health services research into their curricula. Ideally,
these suggestions will be heeded so that future clini-
cal psychologists receive the training necessary to
thrive in a managed care environment.

PRESCRIPTION PRIVILEGES

Over the last two decades, a hotly debated issue
concerns the pursuit of prescription privileges (some-
times called “prescriptive authority”) for clinical
psychologists  (McGrath, 2010). Although the
American Psychological Association endorsed this
pursuit in 1995, many remain either neutral or ada-
mantly opposed to obtaining prescription privileges.
The decision to pursue these privileges will have
far-reaching implications for the role definition of
clinical psychologists, the training they require, and
their actual practice.

Background. Clinical psychologists have ex-
panded their area of interest from mental health
issues to health issues in general. This redefinition
of clinical psychology as a field concerned with
general health (including mental health) raises a
number of interesting issues regarding how best to
ensure that clinical psychologists can function
autonomously and not be controlled or regulated
by medical or other professions. Several advocates
have argued that obtaining prescription privileges
will ensure the autonomy of clinical psychologists
as health service providers and will enable a conti-
nuity of care that is missing when a psychiatrist
prescribes the patient’s medications and a psycholo-
gist provides the same patient’s psychotherapy
(McGrath, 2010). Further, DeLeon (1988) and
Norfleet (2002) have argued that it is our profes-
sional and ethical duty to improve and broaden the
services we offer so that society’s needs can be met.
Clinical psychologists with prescription privileges
would be available to meet the needs of under-
served populations (e.g., rural residents, geriatric
patients).
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However, the pursuit of prescription privileges
has been questioned on philosophical grounds
(McGrath, 2010). For example, some have argued
that the need for professional boundaries between
clinical psychology and psychiatry dictates that we
should not incorporate medical interventions (med-
ications) into our treatment repertoire. Further,
they assert that it is clinical psychology’s non-
medication orientation that identifies it as a unique
health profession and that is responsible for the
field’s appeal. Following are some of the major
arguments for and against prescription privileges.
Pros. A number of arguments have been made in
favor of seeking prescription privileges; we briefly
present several of the most commonly cited reasons.
These arguments were discussed in a 1995 inter-
view with the executive director of the Practice
Directorate of the American Psychological Asso-
ciation (Nickelson, 1995) and have been empha-
sized by others advocating prescription privileges
(e.g., DeLeon & Wiggins, 1996; McGrath, 2010;
Norfleet, 2002).

First, having prescription privileges would
enable clinical psychologists to provide a wider vari-
ety of treatments and to treat a wider range of clients
or patients. Treatment involving medications would
now be an option, and this would lead to more
involvement by clinical psychologists in the treat-
ment of conditions in which medications are the pri-
mary form of intervention (e.g., schizophrenia).

A second advantage of having prescription
privileges is the potential increase in efficiency and
cost-effectiveness of care for patients who need
both psychological treatment and medication.
These individuals often enlist more than one mental
health professional (a psychiatrist for medications, a
clinical psychologist for cognitive-behavioral treat-
ment). A single mental health professional who
could provide all forms of treatment might be desir-
able from both a practical and an economic
standpoint.

There is also the belief that prescription privi-
leges will give clinical psychologists a competitive
advantage in the health care marketplace. The
health care field is becoming increasingly
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BOX 3-3

Clinical Psychologist Perspective: Patrick H. DeLeon, Ph.D., J.D.

Dr. DeLeon is a prominent clinical psychologist who
serves as chief of staff for Senator Daniel K. Inouye
(D-HI). Dr. DeLeon has been very active in the American
Psychological Association (APA) as well. Over the years,
he has served as president of the APA, as APA secre-
tary, as a member of the APA Board of Directors, as
chair of the APA Board of Professional Affairs, and as
president of the APA Divisions of Clinical Psychology
(Division 12), Psychotherapy (Division 29), and Psychol-
ogy and Law (Division 41). Dr. DeLeon has been per-
haps the most outspoken proponent of pursuing
prescription privileges for psychologists. We asked him
several questions about his background and activities.

Could you tell us a little about your background and
interests?

I grew up in a family that was very politically active.
Both of my parents were attorneys. My mother was
one of the first female lawyers in Connecticut and the
first elected female alderman in our hometown. |
always knew | would become a lawyer. If | had not
gone to graduate school first, | would undoubtedly
have become an elected official. Working on Capitol
Hill seems a “natural fit.” Specifically, | began working
for Senator Inouye the day that the Watergate hear-
ings started—slightly over three decades ago. At that
time | was enrolled at the University of Hawaii School
of Public Health and working for the State of Hawaii
Division of Mental Health. The university required an
internship, so | took the summer off, came to our
nation’s capital, and, except for a brief period to run a
congressional campaign, have not left yet. Over the
years, | have learned that many senior congressional
staff have grown up in families that were very active in

the political process. One learns from an early age to
value public service. The political process and the public
policy process become “natural”—personally mean-
ingful and, in essence, a way of life.

Prior to working for Senator Inouye, | was a clini-
cal psychologist with the State of Hawaii’s Division of
Mental Health. | first worked on an inpatient ward in
our state hospital; then, as a result of the community
mental health center movement, our inpatient and
outpatient responsibilities were combined. | essentially
functioned as deputy director of our center, clinically
specializing in “dangerous” and “chronic” patients.
Prior to that, my wife and | worked as Field Assessment
Officers (FAOs) for the Peace Corps, staffing a Fiji and
Philippines project. That was really interesting, espe-
cially the time we spent in the host countries.

What is the biggest challenge facing psychology
today?

I think the biggest challenge we face today as a pro-
fession is an internal one—collectively appreciating the
extent to which we really are one of the “learned
professions” and, thus, that we have a societal obliga-
tion to provide effective, data-based care and proac-
tive leadership. Too many of us do not seem to
appreciate that we really are one family. For example,
an individual psychologist will gravitate to a high-level
administrative position and then seem to act as if he or
she is no longer a psychologist. Unlike organized med-
icine, which is always looking out for the future of
their profession, far too few of us go out of our way to
systematically foster “growth” experiences for the next
generation. That is why, in my judgment, the estab-
lishment of the Committee for the American

competitive, and prescription privileges would pro-
vide an advantage to clinical psychologists over
other health care professionals (e.g., social workers).
Finally, some view obtaining prescription privileges
as a natural progression in clinical psychology’s
quest to become a “full-fledged” health care profes-
sion rather than just a mental health care profession.

Last, many argue that psychologists, due to their
unique training, are most qualified to consider
psychopharmacological treatment as an adjunctive
option to psychosocial treatment. In contrast to the

psychiatric tradition, psychologists typically have
longer sessions with clients than do psychiatrists
(i.e., 50 vs. 15 minutes), and consequently have
developed a more thorough understanding of their
client’s psychological symptoms. Psychologists also
more frequently use an empirical approach to moni-
tor their client’s symptoms, using repeated evidence-
based assessments to track symptoms over different
types of treatment or varying doses of medication.
Psychologists with prescription privileges also are
most likely to be able to offer “combined”
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Psychological Association of Graduate Students
(APAGS) is so important for the profession. APAGS
currently has in excess of 55,000 members and repre-
sents the future of our profession. We have to reach
out to them, particularly at the State Association level,
and institutionally foster an entirely different
“mind-set.” If we can accomplish this, | am confident
that we possess the expertise and creative ability to
prosper, notwithstanding whatever might seem to be
the daily crisis—managed care, budgetary constraints,
and so on. The 21st century will be an era of educated
consumers demanding timely access to gold-standard
care. The extraordinary advances occurring within the
computer and communications fields will result in an
entirely new therapeutic paradigm. Together, we will
do extraordinarily well; as isolated individuals, it is hard
to predict what will evolve.

In your opinion, why should clinical psychologists seek
and obtain prescription privileges?
Summarized from DelLeon and Wiggins (1996):

= All objective evidence to date concerning the
quality of care provided by non-physician practi-
tioners (such as nurses, physician assistants, clinical
pharmacists, optometrists) indicates that it is con-
sistently high and cost-effective.

= It has been demonstrated that it is possible to
successfully train non-physicians to prescribe
medications.

m  Psychologists are interested in obtaining the
psychopharmacological training and clinical expe-
rience necessary to prescribe in a competent
manner.

m By obtaining prescription privileges, psychologists
will also gain the legal authority to determine
whether medications are necessary and appropri-
ate (the ability to not prescribe).

In my view, psychologists will rely less on medica-
tion than physicians (this has been found in the pilot
projects to date), and this should lead to a higher
quality of care than is currently available. Finally, the
critical psycho-social-economic-cultural gradient of care
will be included in society’s definition of “quality” care.
Aloha.

Patrick H. DeLeon

Patrick H. DeLeon

(i.e., psychosocial + psychopharmacological) treat-
ment since they would be thoroughly trained in
both approaches. Research has strongly suggested
that combined treatment is more efficacious than
either psychosocial or psychopharmacological alone
for a variety of disorders in adults and youth.

Cons. Other clinical psychologists have voiced
concerns about the possibility of obtaining prescrip-
tion privileges (Albee, 2002; Hayes & Heiby, 1996;
Heiby, 2002). These critics point out that prescription

privileges may lead to a de-emphasis of “psychologi-
cal” forms of treatment because medications are
often faster acting and potentially more profitable
than psychotherapy. Many fear that a conceptual
shift may occur, with biological explanations of emo-
tional conditions taking precedence over psychologi-
cal ones.

The pursuit of prescription privileges may also
damage clinical psychology’s relationship with psy-
chiatry and general medicine. Such conflict may
result in financially expensive lawsuits. This new
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Obtaining the authority to prescribe medication for men-
tal health problems is a controversial issue for clinical
psychologists.

financial burden, as well as the legal fees necessary
to modify current licensing laws, would come at
the expense of existing programs. In addition, the
granting of prescription privileges would likely lead
to increases in malpractice liability costs. In short, it
may not be worth it.

Last, many fear that psychologists’ ability to
prescribe medications would lead to more drug-
company-sponsored research. Although many
drug companies are strictly regulated to conduct
ethically and scientifically sound research, many
fear that the introduction of a vested party into
the scientific research process may contaminate cur-
rent scientific practices in psychology.

Implications for Training. As more clinical psy-
chologists gain prescription privileges, this change
will significantly affect the training of future clinical

psychologists. In 1993, the Ad Hoc Task Force on
Psychopharmacology of the American Psycholog-
ical Association published its recommendations
regarding competence criteria for training psy-
chologists to provide services to individuals who
receive psychotropic medication (Smyer et al.,
1993). This Task Force outlined the following
three levels of competence and training in psycho-
pharmacology. Note that, according to the Task
Force’s recommendations, only those who suc-
cessfully complete Level 3 training would be qual-
ified to prescribe.

Level 1: Basic Pharmacology Training. Compe-
tence at this level would include knowledge of
the biological basis of neuropsychopharmacology
and a mastery of the classes of medication used for
treatment as well as knowledge of substances that
are abused (e.g., alcohol or cocaine). To achieve
this level of training, a one-semester survey course
in psychopharmacology is recommended.

Level 2: Collaborative Practice. Competence at
this level, essentially enabling one to serve as a
psychopharmacology consultant, would involve a
more in-depth knowledge of psychopharmaco-
logy and drugs of abuse; competence in diagnostic
assessment, physical assessment, drug interactions,
and drug side eftects; and practical (hands-on)
training in psychopharmacology. Specifically, the
committee recommended coursework in the areas
just mentioned as well as supervised practical
experience.

Level 3: Prescription Privileges. Competence must
be demonstrated at this level to practice indepen-
dently as a prescribing psychologist. The committee
recommended a strong undergraduate background
in biological sciences (including multiple courses in
biology, chemistry, mathematics, and pharmacol-
0gy), 2 years of graduate training in psychopharma-
cology (26 credit hours), and a postdoctoral
psychopharmacology residency.

The 1993 recommendations for Levels 2 and 3
have since been modified and updated (American
Psychological Association, 2009), and a summary of
the model curriculum for Level 3 training as well as
practice guidelines for psychologists’ involvement
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Box 3-4 Clinical Psychologist Perspective: Elaine M. Heiby, Ph.D.

Dr. Heiby is a Professor of Psychology at the University
of Hawaii. Her research interests include theories of
self-control, emotional disorders, and adherence to
health behaviors, and she has published extensively in
these areas. Dr. Heiby is also known for her leadership
among those who oppose seeking prescription privi-
leges for psychologists. We had a chance to ask Dr.
Heiby about her own background as well as her views
regarding prescription privileges.

What originally got you interested in the field of
clinical psychology?

When | entered graduate school in 1974, | intended to
become an academic in a behavioral psychology pro-
gram. This was an exciting time in behavioral psychol-
ogy when the works of scientists like Wolpe, Staats,
and Skinner were demonstrating the generalizability
of basic laboratory principles to the understanding of
complex human behavior and the alleviation of
human suffering. | realized | wanted to contribute to
the synthesis of behavioral principles and applied psy-
chology. I also understood that clinical psychology was
a growing profession with frighteningly few scientifi-
cally based guidelines for the selection of effective
prevention and treatment programming. So | chose to
complete doctoral training in both clinical and behav-
ioral psychology, knowing that clinical training was
essential to being able to concentrate my career on
the integration of psychological science and practice.

Describe what activities you are involved in as a
clinical psychologist.

I'm a professor in the Department of Psychology at the
University of Hawaii at Manoa and am licensed. | teach
two psychological assessment courses in our clinical
program and an undergraduate abnormal psychology
course, supervise graduate and undergraduate clinical
research, conduct several of my own research pro-
grams, serve on the State of Hawaii Board of Psychol-
ogy, and am a member of the Board of Advisors for the
organization Psychologists Opposed to Prescription
Privileges for Psychologists (www.poppp.org). | had a
small part-time psychotherapy practice for about ten
years. Now my applied work is limited to consultations
and serving as an expert witness. Consultations have
included developing assessment and treatment proto-
cols for behavioral health providers, conducting treat-
ment outcome evaluations in mental health settings,
and providing psychological assessments for family and
criminal courts.

What are your particular areas of expertise or interest?
My interests include (a) developing integrative theories
of self-control, emotional disorders (depression, anxi-
ety, anger, and mania), and adherence to health
behaviors; (b) construction of assessment devices that
measure not only problem behaviors but also vulnera-
bility and resilience factors that can guide the selection
of empirically supported treatments, and (c) applying
chaos theory to the understanding of fitful and transi-
tional emotional states.

What future trends do you see for clinical psychology?
| find this to be a very exciting time for clinical science
and scientist-practitioners. The health care environ-
ment now requires evidence of cost-effective services.
These market demands are congruent with the basic
tenets of science that involve pursuit of parsimony and
empirical support for predictions. Managed care can be
rewarding for the scientist-practitioner whose
approach involves the value that scientifically sup-
ported services are the most humane ones. Applied
psychologists will be needed to train therapists in the
most effective procedures, conduct prevention pro-
gram and treatment outcome evaluations, provide
direct services for the more difficult cases, and consult
with medical providers, government agencies, busi-
nesses, and other organizations. Clinical scientists will
find more grant monies to support research on the
development of cost-effective assessment devices and
treatment procedures. So | think that in the future, the
scientifically trained clinical psychologists will find the
most job opportunities and be the most satisfied with
their work.

You have been an outspoken critic of the movement
to seek and obtain prescription privileges for clinical
psychologists. Why?

| believe psychology’s plate is full. There are many
unmet societal needs for effective psychological ser-
vices. Psychologists are the only mental health service
providers trained in the science of human behavior and
positioned to make the most informed clinical deci-
sions. Researchers have barely scraped the surface in
understanding the psychological level of human
adjustment and suffering. For psychology to take on
the task of medical training and practice, something
else will have to give. At the training level, the under-
graduate psychology major will include premedical
courses that will probably not draw many of the

(Continued)
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Box 3-4 Clinical Psychologist Perspective: Elaine M. Heiby, Ph.D. (Continued)

students currently interested in the discipline. The
graduate training would also be overhauled. Adding
several years of medical training to clinical programs
would necessarily have to come at the expense of psy-
chology training. Applied psychologists would be less
expert in the science of behavior, and there would be
fewer psychology faculty conducting both basic and
applied research.

Nevertheless, | believe there have been some
positive effects of the prescription privileges pro-
posal. Applied psychologists are being encouraged to
become more competent in making recommenda-
tions to physicians and in evaluating the effectiveness
of medical treatment. Researchers are being encour-
aged to synthesize clinical psychology and behavioral
neuroscience. Greater collaboration and integrative
research undoubtedly will promote comprehensive
services and advance the science of psychology. In
the long term, these changes may result in a hybrid
discipline and profession that involves the current
domains of psychological and medical sciences. At
this point in time, however, | believe the attempt to
legislatively transform psychology into a medical
specialty is premature. Psychologists who want
prescription privileges are free to seek training

that is already available, such as in nursing,
without reallocating resources away from

psychology.
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in “pharmacological issues” appear in McGrath
(2010).

These recommendations for training, if imple-
mented, would affect graduate training in clinical
psychology in a number of ways. First, because of
additional course requirements (for Levels 2 and 3),
it would take longer to complete graduate school.
In many cases, additional faculty would need to be
hired to teach the new required courses; most of
these courses are not currently offered in clinical
psychology graduate programs. For this reason,
most training to obtain prescription privileges will
likely be oftered at the postdoctoral level. Finally,
the average graduate student of clinical psychology
has completed significantly less coursework in the
physical sciences (e.g., neuroanatomy, biochemis-
try, biology, or pharmacology) than psychiatric resi-
dents (Robiner et al., 2003). Therefore, in order to
close this gap, programs that seek to prepare psy-
chologists for prescribing at a later point in their

career may screen out applicants who do not have
a good foundation in undergraduate courses in the
physical sciences.

The levels of training outlined by the Task
Force seem reasonable and, if followed, help to
ensure some degree of quality control. Further, to
date, some psychologists who have completed the
training necessary to obtain prescription privileges
in their respective states appear to have undergone
a comprehensive and rigorous program of training
(e.g., LeVine, 2007). However, many are concerned
over an apparent trend to “water down” some of the
initially proposed and endorsed requirements, as well
as the offering of courses over the Internet or during
weekend retreats. Perhaps the major concern over
these developments is whether this initiative will
change the very nature of the practice of clinical
psychology as we know it. As Cummings (2000)
noted: “It remains to be seen whether prescribing
psychologists will maintain their psychotherapy



expertise or give in to the expediency of the pre-
scription pad and its ready cash flow over the hard
work of psychotherapy” (p. 600).

TECHNOLOGICAL INNOVATIONS

Technology has influenced many fields, and clinical
psychology is no exception. In this section, we
discuss several recent technological innovations
that are likely to have a lasting impact on clinical

psychology.

Telehealth

Telehealth refers to the delivery and oversight of
health services using telecommunication technolo-
gies. For example, Web sites, e-mail, telephones,
online videoconferencing, and transmitting medical
images for diagnosis are often used as a means to
assess, evaluate, and treat psychological and behav-
ioral problems. There are many advantages to tele-
health, including increased accessibility to services,
more efficiency in service delivery, reducing stigma
that might be associated with presenting for treat-
ment at a traditional brick-and-mortar clinic, and
the ability to obtain expert consultations in a
more expeditious manner. To date, most of the
applications of telehealth have focused on rural
populations where services are harder to obtain
due to distance and number of local providers, as
well as on institutionalized populations (e.g., pris-
oners) who may not have ready access to services
outside the institution of interest.

In this section, we will focus on two forms of
telehealth that are relevant to the science and prac-
tice of clinical psychology. First, we discuss the rap-
idly growing field termed ambulatory assessment.
Next, we discuss computer-assisted treatments of
psychological conditions.

Ambulatory Assessment

As the name implies, ambulatory assessment involves
assessing the emotions, behaviors, and cognitions of
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individuals as they are interacting with the environ-
ment in real time (Trull & Ebner-Priemer, 2009). A
major impetus for ambulatory assessment is the
finding that individuals are deficient in their mem-
ory and report of past personal experiences, includ-
ing moods, events, and behaviors (Fahrenberg,
Myrtek, Pawlik, & Perrez, 2007; Solhan, Trull,
Jahng, & Wood, 2009). Despite this limitation,
clinical psychologists typically rely on question-
naires and interviews that require retrospective
assessment of clinical symptoms and conditions.
Therefore, one advantage of ambulatory assessment
is that very little, if any, retrospection is required of
the client. For example, to track a client’s mood
state, an electronic diary or smart phone might be
used to prompt the client to complete mood ratings
at various points throughout the day and night.
These data will reflect the client’s mood as it is

Comstock/Jupiter Images

Electronic diaries can be used to assess clients while they
are going about their daily life.
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experienced in the moment while interacting with
the natural environment.

Indeed, this reflects the second advantage of
ambulatory assessment—it is more ecologically
valid. That is, ratings and assessments are collected
on the client’s experiencing in his or her natural
environment. Therefore, these assessments are
more likely to generalize to the client’s typical expe-
rience than are retrospective assessments gathered in
the clinician’s office. A third advantage is that multi-
ple assessments on the same client are possible,
enabling the clinician to explore the variability of
moods states, for example, within each individual.
A number of important psychological constructs
involve variability, like variable mood states, levels
of cravings, and intrusive thoughts. A one-time,
static assessment will not capture the variability
inherent in these symptoms.

A fourth advantage for ambulatory assessment
is the possibility that multiple forms of ambula-
tory assessment, focusing on different response
domains, can be conducted and combined for
the single client. For example, a client with an
anxiety disorder could provide ambulatory assess-
ment data in three realms: psychological (self-
ratings of her mood state over a 7-day period,
multiple times per day); psychophysiological (bio-
sensors recording galvanic skin response [sweating]
as well as heart rate); and behavioral (activity level
assessed via actometers, self-winding wristwatches
that have been modified to measure activity
instead of time).

A final advantage is that ambulatory assess-
ment can be easily incorporated with treatment
or even computer-assisted therapy, which we dis-
cuss next (Clough & Casey, 2011). There are sev-
eral ways that ambulatory assessment might be
combined with treatment. Perhaps the most obvi-
ous application is the use of ambulatory assessment
to establish baseline (before-treatment) function-
ing and to monitor progress throughout the course
of treatment. For example, a client presenting
for treatment of panic disorder might complete
ambulatory assessments before treatment to estab-
lish the frequency, severity, and typical locations

of panic attacks. After treatment is initiated, ambu-
latory assessment could be used to see if the fre-
quency and intensity of panic attacks decrease and
to see if the client is avoiding certain situations less.
Another application of ambulatory assessment to
treatment might be for certain responses to
an electronic diary or smart phone survey to send
an “alert” out to a therapist or to an e-therapist
so that some coaching or instruction could be
provided to the client. For example, a client who
is attempting to abstain from alcohol might receive
a phone call from a therapist or peer counselor if
he rates his craving for alcohol at that moment to
be extremely high. Concerning an e-therapist, in
this same situation a text message might automati-
cally be sent with coping instructions if this high
level of craving is endorsed. As you see, this appli-
cation begins to blur the boundaries between
ambulatory assessment and treatment. Ultimately,
perhaps, treatment itself might be administered
and received while clients are in their natural
environments. We should remind ourselves that
being able to experience emotions and behave
adaptively in one’s daily life is the ultimate treat-
ment success!

Computer-Assisted Therapy

As we mentioned in the context of telehealth,
computer-assisted therapy has the potential to be
less stigmatizing, more efficient, more accessible,
and more convenient for clients. Whether treat-
ment is administered though videoconferencing or
through e-mail, text messaging, or recent therapy-
based “apps,” clients who might not present to a
mental health professional for face-to-face treat-
ment because of embarrassment or shame seem
more likely to be willing to initiate a treatment
contact if this can occur in the privacy of the clients’
own choosing. Because the fear of stigma is one of
the biggest reasons those in need do not seek out
mental health treatment, this advantage is quite
important.

Further, other reasons commonly cited for
not pursuing treatment is lack of accessibility and



inconvenience. To the extent clients are able to
access mental health services from any location
that has telephone or Internet service, this would
mitigate the problem or concern. In addition, with
the advent of computer-assisted treatment, the
available “hours of operation” are likely to be
extended, especially in cases in which immediate
response from a clinician is not needed. Finally,
there are many efficiencies afforded by computer-
assisted treatment. For example, electronic records
of all interactions between client and clinician
are stored, the viewing of Web pages and comple-
tion of homework assignments can be time-
stamped, and these interactions can more easily be
incorporated into electronic health records. In
2004, President Bush called on the United States
health care industry to develop electronic health
records and make them available to all patients by
the year 2014.

There are now over 100 studies that have
examined the effects of computer-assisted therapy
for a variety of psychological problems, including
mood disorders, eating disorders, anxiety disorders,
and substance use disorders (Marks, Cavanagh, &
Gega, 2007). Two recent examples of studies com-
paring computer-assisted and standard treatment of
psychological conditions may be instructive.

One of the most effective treatments of depres-
sion is cognitive therapy. Wright et al. (2005)
developed a computer-assisted form of cognitive
therapy and compared its ability to decrease depres-
sive symptoms to that of a standard form of this
treatment, therapist-led cognitive therapy. Results
indicated that both the computer-assisted and tradi-
tional cognitive therapy produced significant reduc-
tions in depressive symptoms over the 8 weeks of
treatment, and both treatments showed roughly
equivalent effects, which were maintained at 3- and
6-month follow-up assessments. These results show
promise for a computer-assisted cognitive treatment
for depression, especially given that the clients rated
the treatment positively in terms of acceptability,
relatively low dropout rates occurred, and both
time- and cost-savings related to therapists were
afforded by this treatment.
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Bickel, Marsch, Buchhalter, and Badger (2008)
evaluated the efficacy of an interactive, computer-
assisted behavior therapy intervention with opioid-
dependent outpatients. The effects of a computer-
ized version of the community reinforcement
approach were compared to those delivered by a
therapist. This treatment includes training in a vari-
ety of life skills (e.g., self~-management, drug refusal,
time management, relapse prevention, etc.) with
voucher-based contingency management. The lat-
ter involves clients being able to earn voucher
points that could be traded in for money at the
end of treatment; more voucher points were
awarded for longer stretches of sobriety, whereas a
relapse resulted in losing all voucher points awarded
to that point. At the end of treatment, the average
number of continued weeks of sobriety and treat-
ment retention was similar across treatment groups.
Despite one-sixth as much contact with a therapist,
this much less expensive computer-assisted treat-
ment produced similar results in terms of abstinence
and sobriety!

CULTURALLY SENSITIVE MENTAL
HEALTH SERVICES

The U.S. Census Bureau projects that the popula-
tion growth rate for non-Hispanic Whites between
the years 1995 and 2050 (7.4%) will be the
lowest of all major ethnic/racial groups in the
United States. In contrast, it is projected that
the Black population will increase 69.5%, the
Native American population 83.0%, the Hispanic
population 258.3%, and the Asian American popu-
lation 269.1%.

Data from the 2010 U.S. Census reinforces this
changing ethnic landscape. In 2010, 16% of the
total U.S. population self-identified as Hispanic or
Latino, 13% as Black or African American, 5%
as Asian American, 1% as American Indian or
Native American, 2% as two or more races, 0.2%
as Native Hawaiian of other Pacific Islander, and
72% as White. Of greater interest is that from



84 CHAPTER 3

2000 to 2010, the percentage of U.S. residents
identifying themselves as Hispanic or Latino,
Black or African American, Asian American,
American Indian or Native American, two or
more races, and Native Hawaiian of other Pacific
Islander increased by 43%, 12%, 43%, 18%, 32%,
and 35%, respectively (compared to an increase of
5% in White Americans).

In an increasingly pluralistic society such as the
United States, it is urgent that we develop mental
health services that eftectively serve the needs of
cultural, racial, and ethnic minorities (Nagayama
Hall, 2006; Whaley & Davis, 2007). One can
argue the point at almost any level—ethical, eco-
nomic, and so on—but it is essential that we
develop training programs that produce therapists
who have learned to consider appropriate cultural
factors in their clinical work with culturally diverse
clients (Miranda et al., 2005). For example, we
must find ways to make successful treatments
more available to Hispanics—treatments that are
sensitive to the characteristic features of Hispanic

=
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culture. Similar comments could be made in the
case of Native Americans, African Americans, and
Asian Americans.

The Psychological
(2003) published guidelines on multicultural educa-
tion, training, research, practice, and organizational
change for psychologists. The goals of these guide-
lines are to present the rationale and need for
addressing multiculturalism in psychology and to
suggest ways that psychologists can integrate cul-
tural awareness into their roles as educators,
researchers, and clinicians. Briefly, these guidelines
urge psychologists to:

American Association

= make a commitment to cultural awareness as
well as knowledge of self and others as cultural
beings;

®  recognize the importance of multicultural
sensitivity;

= integrate multiculturalism and diversity into
education and training; and

Nancy Sheehan/PhotoEdit

Clinical psychologists receive training in the assessment and treatment of diverse and under-served populations.



= recognize the importance of culture in psy-
chological research and clinical work.

The developers designed these guidelines to
provide psychologists with a framework for provid-
ing services (educational, clinical, etc.) to an
increasingly diverse population.

Along these lines, S. Sue (1998) has advo-
cated that clinical psychologists and other mental
health professionals must demonstrate cultural
competence—a knowledge and appreciation of
other cultural groups and the skills to be eftective
with members of these groups. Sue (1998) has
identified three major characteristics of cultural
competence:

»  Sdentific-mindedness. Clinicians must formulate
and test hypotheses regarding the status of their
culturally different clients; clinicians must not
adhere to the “myth of sameness.”

®  Dynamic sizing. Clinicians must be skilled in
knowing “when to generalize and be inclusive
and when to individualize and be exclusive”
(p. 446). This allows the clinician to avoid
stereotypes but still appreciate the importance
and influence of the culture in question.

»  Culture-specific expertise. Clinicians must under-
stand their own culture and perspectives, have
knowledge of the cultural groups with whom
they work, and if indicated, be able to use
culturally informed interventions.

According to Sue (1998), these characteristics
will be present to varying degrees in individual
clinicians. Clinical psychologists must actively
develop these skills to achieve cultural competence
in their work with various groups of clients or
patients.

Likewise, issues of gender have become prom-
inent in recent years. There are a number of unique
influences that must be considered when providing
mental health services to girls and women, for
example. First, there is evidence that some diagnos-
tic criteria may be applied in a biased way, depend-
ing on the biological sex of the client. For example,
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a very impulsive woman is more likely to be diag-
nosed with borderline or histrionic personality
disorder, whereas a man exhibiting the same symp-
toms might be given a diagnosis of antisocial per-
sonality disorder. This likely reflects biases and
expectations on the part of the clinician concerning
gender. Worldwide, women and girls are more
likely to experience a traumatic event (e.g., sexual
abuse, partner abuse) and oppression, are more vul-
nerable to sexually transmitted diseases, and are
more likely to be victims of violence than their
male counterparts (APA, 2007). These and other
unique biological, psychological, and environmen-
tal influences suggest the need for sensitivity to the
experience of girls and women when providing
psychological services.

As for how to integrate these considerations
and apply them to the practice of clinical psychol-
ogy, the American Psychological Association
(2007) provides a number of recommendations,
including:

m  Use treatment interventions that have
been shown to be effective with girls and
women.

= When providing treatment, promote empow-
erment and a range of choices.

= Be sensitive to the issue of sex bias when
conducting assessment and formulating a
diagnosis.

= Become familiar with and utilize community
resources for girls and women during
treatment.

like these remind us that we

must be sensitive to the unique experience of

Guidelines

each of our clients and to not fall into a one-
treatment-fits-all mentality. In the future, we must
continue to train clinical psychologists to recognize
and understand both gender differences and cultural
diversity and how these relate to the provision
of mental health services. Web sites 3-8 and 3-9
at the end of this chapter provide a link to the
American Psychological Association’s Guidelines
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for Providers of Psychological Services to Diverse
Populations and the American Psychological Asso-
ciation’s Guidelines for Practice with Girls and
Women.

ETHICAL STANDARDS

One yardstick by which to measure the maturity
of a profession is its commitment to a set of
ethical standards. Psychology was a pioneer in
the mental health field in establishing a formal
code of ethics. The APA published a tentative
code as early as 1951; in 1953, it formally
published the Ethical Standards of Psychologists
(American  Psychological =~ Association, 1953).
Revisions of these standards appeared in 1958,
1963, 1968, 1977, 1979, 1981, 1990, 1992, and
most recently, 2002.

The 2002 version of the Ethical Principles of
Psychologists and Code of Conduct presents five
general principles as well as specific ethical stan-
dards relevant to various activities of clinical
psychologists—assessment, intervention, therapy,
research, forensic activities, and so on (American
Psychological Association, 2002). Web site 3-7
provides a link to the complete document online
with 2010 amendments.

The general principles include the following:

»  Beneficence and non-maleficence: Psychologists
strive to benefit those they serve and to do no
harm.

»  Fidelity and responsibility: Psychologists have
professional and scientific responsibilities to
society and establish relationships characterized
by trust.

= Iutegrity: In all their activities, psychologists
strive to be accurate, honest, and truthful.

m  Justice: All persons are entitled to access to and
benefit from the profession of psychology;
psychologists should recognize their biases and
boundaries of competence.

m  Respect for people’s rights and dignity: Psychologists
respect the rights and dignity of all people and

enact safeguards to ensure protection of these
rights.

Although these general principles are not tech-
nically enforceable rules, they serve to guide psy-
chologists” actions. The specific ethical standards,
however, are enforceable rules of conduct. Accep-
tance of membership in the APA commits the
member to adherence to these standards, several
of which are discussed in the following sections.
Of course, actual clinical practice and its day-
to-day demands can generate ethical decisions and
dilemmas that would tax the judgment of the wisest
in the field. Also, changes in our culture over time
can provide a shifting ground that challenges a clin-
ical psychologist’s judgment. Take, for instance, the
example in Box 3-5.

We now focus our discussion on several key
areas of the ethical standards.

Competence

Issues of competence have several important aspects.
First, clinicians must always represent their training
accurately. Thus, master’s-level clinicians must
never lead anyone to believe they possess the
Ph.D. Simply ignoring the fact that someone
keeps referring to such a person as “Doctor” will
not suffice. If a clinician is trained as a counseling
psychologist, that is how he or she must be
presented—not as a clinical psychologist. Clini-
clans have an obligation to “actively” present
themselves correctly with regard to training and
all other aspects of competence. This also means
that clinicians should not attempt treatment or
assessment procedures for which they lack specific
training or supervised experience. When there is
any doubt about specific competencies, it is wise
to seek out supervision from more experienced
clinicians.

It is equally important that clinicians be sensi-
tive to treatment or assessment issues that could be
influenced by a patient’s gender, ethnic or racial
background, age, sexual orientation, religion, dis-
ability, or socioeconomic status. Finally, to the
extent that clinicians have personal problems or
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Box 3-5 Focus on Professional Issues

Are They Ethical?

Clinicians Who Participate in Radio Call-In Shows, TV Talk Shows, or Internet Groups:

In 1953, the Ethical Standards of Psychologists (Ameri-
can Psychological Association, 1953) stated:

Principle 2.64-1. It is unethical to offer psycholog-
ical services for the purpose of individual diagno-
sis, treatment, or advisement, either directly or
indirectly, by means of public lectures or demon-
strations, newspaper or magazine articles, radio
or television programs, or similar media.

This idea, in 1953, was pretty clear and seemed to
make good sense. Professional advice is an individual
thing. It must be tailored to the individual, and there is
no way a clinician can do this on the basis of a 3-
minute conversation with a radio caller. But in 1953,
there were relatively few radio call-in shows (or TV
shows!) hosted by clinicians. Now, as we all know,
there are surely many more. As in all professions, some
hosts are flip, comedic, and in general, poor clinicians.
Others seem quite skilled, concerned, and sincere while
advising strongly that the caller seek professional help.
Aside from strong media ratings, there are probably
valid reasons now for having good call-in shows. For
many distressed or disadvantaged people, these shows
may be their only route to help or support. The shows
can also sensitize and educate other listeners, helping
to prevent problems from developing or getting
worse. For still others, these shows may provide the
caller with that extra courage or understanding neces-
sary to seek out professional services.

The 2002 APA revision of ethical standards reflects
these points by permitting “advice or comment”—as
opposed to “therapy”—via radio or television

programs, or via the Internet, as long as they take
reasonable precautions to ensure that (a) statements
are based on appropriate psychological literature and
practice, (b) the statements are consistent with this
Ethics Code, and (c) the statements do not cause the
recipient to infer that a professional relationship (i.e.,
therapist—client) has been established with them
personally.

Although these guidelines seem straightforward,
many ambiguities may arise, especially involving
Internet-based mental health groups. For example,
psychologists may adopt many roles when they partic-
ipate in Internet-based groups, including that of pro-
fessional (e.g., “ask the expert,” group leader) or that
of peer member (i.e., not identified as a psychologist)
(Humphreys, Winzelberg, & Klaw, 2000). Each role may
have different implications for APA Ethical Codes
related to privacy, confidentiality, and personal rela-
tionships (Humphreys et al., 2000). For example, psy-
chologists should not consider confidential or private
any e-mail sent to individuals or to the whole group. E-
mail is a permanent record that can be redistributed to
many, including audiences not targeted for receipt. In
addition, there may be a temptation to enter into an
“electronic” personal therapeutic relationship because
of individual queries from group members. However,
this is strongly discouraged because psychologists can-
not control the situation enough to ensure that ethical
responsibilities are upheld (Humphreys et al., 2000). For
example, there may be extreme limitations on what
actions can be taken if an individual revealed to the
psychologist that he or she is committing child abuse.

sensitive spots in their own personality that could
affect performance, they must guard against the
adverse influence of these problems on their
encounters with patients.

Recently, “toolkits” have been developed to
allow for the assessment of competence in the
practice of clinical psychology (Kaslow, Grus,
Campbell, Fouad, Hatcher, & Rodolfa, 2009).
Such tools include: performance reviews, case pre-
sentation reviews, client outcome data, consumer
surveys, self-assessments, and both oral and written
examinations. By using tools such as these to assess

competence to practice clinical psychology in spe-
cific domains and with specific subpopulations, this
will help ensure that clinicians are expert in areas in
which they are providing services.

Privacy and Confidentiality

Clinicians have a clear ethical duty to respect and
protect the confidentiality of client information.
Confidentiality is central to the client—psychologist
relationship. When information is released without
the client’s consent, the trusting relationship can be
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irreparably harmed. Clinicians should be clear and
open about matters of confidentiality and the con-
ditions under which it could be breached. In
today’s climate, not all information is deemed
“privileged.” For example, third parties (e.g., insur-
ance companies) may be paying for a client’s ther-
apy. They may demand periodic access to records
for purposes of review. Sometimes school records
that involve assessment data may be accessible to
others outside the school system under certain con-
ditions (e.g., if they are subpoenaed by a court).
More and more, clinicians cannot promise absolute
confidentiality.

Another question is whether all information
should be confidential. Take, for example, the
famous 1976 Tarasoff case. The events leading up
to this case began when a client at a university
counseling center told his therapist that he planned
to kill his girlfriend. The therapist informed the
campus police of the client’s intentions. The police
promptly took the client into custody, but because
the girlfriend was away on vacation, they decided
to release him. Subsequently, the client did indeed
kill his girlfriend. Later, the woman’s parents sued
the therapist, the police, and the university, arguing
that these three parties were negligent in not
informing them of the threat. The California
Supreme Court eventually ruled in favor of the
parents, holding that the therapist was legally remiss
in not informing all appropriate persons so that vio-
lence could have been avoided. Such a decision
surely raises issues that would tax the judgment of
nearly every clinician.

What makes all this even more ambiguous is
that the legal precedents differ in various states.
Not only must clinicians decide when and whom
to inform and under what circumstances but they
must also try to determine whether the Tarasoff deci-
sion applies in their state. Although the Ethical Stan-
dards clearly state that psychologists must disclose
confidential information to protect the client/
patient, psychologist, or others from harm, the clause
“as mandated or permitted by law” still serves as a
source of confusion for some. Clearly, this reinforces
the idea that psychologists need to update them-
selves on current laws in their jurisdiction.

Confidentiality involves numerous other com-
plications. For example, what about working with
children? Issues of confidentiality can also arise
when clinicians are treating patients with HIV, per-
sons with disabilities, or the elderly, for example.
Apparently, the lay public believes in the principle
and importance of confidentiality. But they also
understand that confidences may be broken in
cases of suspected child abuse, potential suicide or
murder, and other potentially life-threatening situa-
tions. Most clinicians agree. However, only in
situations where they have felt the need to consult
with a colleague or have had a potentially danger-
ous client are most clinicians willing to consider
disclosure without client consent.

Finally, it is worth noting that a 1996 Supreme
Court ruling, Jaffe v. Redmond, provides for privi-
leged communication between licensed mental
health professionals and individual adult patients in
psychotherapy. Therefore, at least in federal courts,
a psychotherapy patient’s consent is necessary
before her or his psychotherapy records, commu-
nications, and documents can be disclosed. Essen-
tially, the Supreme Court’s decision reinforces the
view that privacy in psychotherapy is important.
However, because this decision does not necessarily
supersede state laws or state court decisions, clinical
psychologists should become well acquainted with
their state laws regarding confidentiality and privi-
leged communication in psychotherapy.

Human Relations

Dual relationships pose many ethical questions
regarding client welfare. Sexual activities with clients,
employing a client, selling a product to a client, or
even becoming friends with a client after the termi-
nation of therapy are all behaviors that can easily
lead to exploitation of and harm to the client.
Although perhaps not very common, such events
are clearly troublesome to the profession. Sexual
liaisons can be equally damaging in supervisory
relationships.

The worst of these dual relationships are sexual
harassment and sexual intimacies between psychol-
ogists and current clients. Make no mistake, ethical



principles condemn such behaviors in no uncertain
terms. What is alarming here is the apparent
increase in the number of complaints filed against
psychologists for sexual improprieties. Further, data
on the impact of therapist—client sexual intimacies
indicate that only a small percentage of clients
reported any kind of positive effect from these inti-
macies (Pope, 2001).

Another aspect of client welfare involves the
clinician’s willingness to terminate therapy when it
is no longer helping the client. For example, in one
case referred to an ethics committee, a clinical psy-
chologist had been treating a child continuously for
more than 2 years and had informed the parent that
2 more years of therapy would be necessary. A
review committee decided that the treatment was
not consistent with the diagnosis and that there
was no evidence of reasonable progress (American
Psychological Association, 1981).

What types of ethical dilemmas do psycholo-
gists most frequently face? This question was
addressed in a study by Pope and Vetter (1992).
To assess the most commonly encountered “ethi-
cally troubling incidents,” the authors surveyed
a randomly selected sample of APA members.
Approximately 80% of the respondents indicated
that they had encountered at least one such incident
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in the previous 1 or 2 years. The most frequently
reported type of ethical dilemma involved confi-
dentiality (breaching confidentiality because of
actual or potential risks to third parties, suspected
child abuse, or other reasons). Incidents involving
blurred, dual, or conflicted relationships were the
second most frequently reported (maintaining ther-
apeutic boundaries with clients, personal vs. profes-
sional relationships with clients). The third most
frequently cited category of ethically troubling inci-
dents involved payment sources, plans, settings, and
methods (e.g., inadequate insurance coverage for
clients with urgent needs). Other areas in which
ethically troubling incidents arose included training

psychology,

research, conduct of colleagues, sexual issues, assess-

and teaching dilemmas, forensic
ment, questionable or harmful interventions, and
competence.

Psychologists, whether laboratory researchers
or practicing clinicians, are being increasingly scru-
tinized for evidence of ethical violations. Ethical
issues in research or in practice are not always easy
to resolve, nor are violations easy to monitor. But if
clinical psychology is going to survive as a profes-
sion, it must find ways of ensuring adherence to the
highest standards of conduct.

CHAPTER SUMMARY

Many contemporary issues challenge the field of
clinical psychology. First, several training models
are available, each with different emphases and out-
comes. The scientist-practitioner model is clearly
the most popular one, but some have become dis-
enchanted with this model and question whether a
true integration of science and practice can be
achieved. Several training models that emphasize
the practice of clinical psychology (Psy.D. degree,
professional schools) have become increasingly
popular in recent years. Finally, the clinical scientist
model of training represents an alternative that
emphasizes research and empirically supported
approaches to assessment and intervention.

The professional regulation of clinical psychol-
ogists involves methods aimed at protecting the
public interest and assuring competence. Certifica-
tion and licensure occur at the state level and are
attempts to make the public aware of those who are
deemed to be well-trained and competent clinical
psychologists. ABPP and membership in the
National Register are more advanced forms of certi-
fication pursued by some clinical psychologists.

Although a large percentage of clinical psychol-
ogists work in private practice settings, changes in
health care suggest that private practice, as we once
knew it, will never be the same. Specifically, most
Americans subscribe to managed care plans that, in
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general, limit the number of sessions, the rates of
reimbursement, and the conditions that can receive
(reimbursable) treatment. This “revolution” will
affect the roles and activities of clinical psychologists
in the future. Telehealth will also likely influence
the activities of the clinical psychologist in the
future. Ambulatory assessment will be more com-
mon, as will computer-assisted assessment and treat-
ment. Another hotly contested issue that is likely to
affect clinical training in the future is the pursuit of
prescription privileges. Achievement of this goal

may redefine the field and require a major overhaul
of the doctoral training curriculum.

In this chapter, we have also explored the topics
of cultural competence and cultural and gender sen-
sitivity. In an increasingly pluralistic society, clinical
psychologists must be trained to develop mental
health services that are appropriate and effective for
various cultural groups. Finally, we have presented
an overview of the ethical standards to which clinical
psychologists are held accountable, including issues
of competence, confidentiality, and human relations.

KEY TERMS

Academy of Psychological Clinical Science
An organization of clinical psychology programs
and clinical psychology internship sites committed
to the clinical scientist model of training. The
academy is affiliated with the Association for
Psychological Science (APS).

ambulatory assessment Assessing the emotions,
behaviors, and cognitions of individuals as they are
interacting with the environment in real time.

American Board of Professional Psychology
(ABPP) An organization that offers certification
of professional competence in many psychology
specialties. ABPP certification may be sought
after 5 years of postdoctoral experience and is
granted on the basis of an oral examination, the
observed handling of a case, and records from
past cases.

certification A professional regulation that pro-
hibits people from calling themselves psychologists
while offering services to the public for a fee unless
they have been certified by a state board of
examiners.

client welfare An ethical principle that calls upon
psychologists to respect the integrity of their
clients and to guard the relationship from exploi-
tation. This principle encompasses ethical standards
such as avoiding dual relationships with clients and
discontinuing treatment when it is clearly no
longer beneficial.

clinical scientist model A training model that
encourages rigorous training in empirical research
methods and the integration of scientific principles
into clinical practice.

combined professional-scientific training
program A training model that offers a combined
specialty in clinical, counseling, and school
psychology.

competence An ecthical principle that calls upon
psychologists to recognize the boundaries of their
professional expertise and to keep up-to-date on
information relevant to the services they provide.

confidentiality An ethical principle that calls
upon psychologists to respect and protect the
information shared with them by clients, disclosing
this information only when they have obtained the
client’s consent (except in extraordinary cases in
which failing to disclose the information would
place the client or others at clear risk for harm).

cultural competence A knowledge and appre-
ciation of other cultural groups and the skills to be
effective with members of these groups.

diversity The presence of differences, or variety
(as in “cultural diversity”).

Doctor of Psychology (Psy.D.) degree An
advanced degree in psychology with a relative
emphasis on clinical and assessment skills and less
emphasis on research competence.



ethical standards As pertains to psychologists,
enforceable rules of professional conduct identified

by the APA.

health maintenance organization (HMO) A
managed care system that employs a restricted
number of providers to serve enrollees. In an
HMO, costs for all services are fixed.

licensing A professional regulation that is more
stringent than certification. It specifies not only the
nature of the title and training required for
licensure but also the professional activities that
may be oftered for a fee.

managed care A profit-driven, corporate
approach to health (and mental health) care that
attempts to contain costs by controlling the length
and frequency of service utilization, restricting the
types of service provided and requiring docu-
mentation of treatment necessity and efficacy.

preferred provider organization (PPO) A
managed care system that contracts with outside
providers to supply services to members. These
outside providers are reimbursed for their services
at a discounted rate in return for an increased
number of member referrals.

prescription privileges The legal ability to
prescribe medication. There is currently a heated
debate among clinical psychologists as to the
desirability of obtaining this privilege.

WEB SITES

To wvisit any of the following Web sites, go to
www.wadsworth.com and click Links.

3-1 American Board of Professional Psychology
http://www.abpp.org/

3-2 Association of State and Provincial Psychology
Boards
http://www.asppb.org/

3-3 National Council of Schools and Programs of

Professional Psychology
http://www.ncspp.info
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professional schools Schools offering advanced
training in psychology that differs from training
offered by traditional doctoral programs. In
general, professional schools offer relatively little
training in research, emphasizing instead training
in assessment and psychotherapy.

scientist-practitioner model The predominant
training model for clinical psychologists (also
known as the Boulder model). This model strives
to produce professionals who integrate the roles of
scientist and practitioner (i.e., who practice
psychotherapy with skill and sensitivity and
conduct research on the hypotheses they have
generated from their clinical observations).

Tarasoff case A landmark 1976 case in which
the California Supreme Court ruled that a
therapist was legally remiss for not informing all
appropriate parties of a client’s intention to harm.
This case legally established a therapist’s “duty to
protect.”

Telehealth The delivery and oversight of health
services using telecommunication technologies
(e.g., Web sites, e-mail, telephones, online
videoconferencing, and transmitting medical
images for diagnosis) that are often used as a means
to assess, evaluate, and treat psychological and
behavioral problems.

OF INTEREST

3-4 Academy of Psychological Clinical Science
http://acadpsychclinicalscience.org

3-5 National Register of Health Service
Providers in Psychology
http://www.nationalregister.org/

3-6 Example of Licensure Requirements:
Missouri
http://www.sos.mo.gov/adrules/csr/
current/20csr/20c2235-2.pdf


www.wadsworth.com
http://www.abpp.org/
http://www.asppb.org/
http://www.ncspp.info
http://acadpsychclinicalscience.org
http://www.nationalregister.org/
http://www.sos.mo.gov/adrules/csr/current/20csr/20c2235-2.pdf
http://www.sos.mo.gov/adrules/csr/current/20csr/20c2235-2.pdf
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3-7 American Psychological Association Ethical
Principles of Psychologists and Code of
Conduct
http://www.apa.org/ethics/code/

3-8 APA Guidelines for Providers of Psychological
Services to Ethnic, Linguistic, and Culturally
Diverse Populations
http://www.apa.org/pi/oema/resources/
policy/provider-guidelines.aspx

3-9 APA Guidelines for Psychological Practice
with Girls and Women
http://www.apa.org/practice/
guidelines/girls-and-women.pdf

3-10 Consortium of Combined-Integrated Doc-
toral Programs in Psychology (CCIDPIP)
http://www . jmu.edu/ccidpip/index.htm

3-11 Therapy, ethics, malpractice, forensics, critical
thinking (Ken Pope’s Web site)
http://kspope.com/index.php


http://www.jmu.edu/ccidpip/index.htm
http://www.apa.org/ethics/code/
http://www.apa.org/pi/oema/resources/policy/provider-guidelines.aspx
http://www.apa.org/pi/oema/resources/policy/provider-guidelines.aspx
http://www.apa.org/practice/guidelines/girls-and-women.pdf
http://www.apa.org/practice/guidelines/girls-and-women.pdf
http://kspope.com/index.php

Research Methods in
Clinical Psychology

FOCUS QUESTIONS

1. What are the advantages and limitations of the
case study method?
. What are the advantages and limitations of the
correlational method?
3. What are the advantages and limitations of
longitudinal studies?

CHAPTER OUTLINE
Introduction to Research
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Observation

Box 4-1: Clinical Applications: What Case Studies
Can Tell Us About Phobias and Early Trauma

Box 4-2: Clinical Applications: Generating
Hypotheses from Therapy

Epidemiological Methods
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Cross-Sectional Versus Longitudinal

Approaches

The Experimental Method

sox 4-3: Clinical Psychologist Perspective: Scott
O. Lilienfeld, Ph.D.

Single-Case Designs
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4. What are the basic components of the experi-
mental method?

5. What are the major ethical issues to consider
when conducting clinical research?

Box 4-4: Clinical Applications: The Treatment of
Mixed Anxiety and Depression

Mixed Designs

Strengths and Weaknesses of Research

Methods

Statistical Versus Practical Significance
Box 4-5: Graduate Student Perspective:
Elizabeth A. Martin

Research and Ethics
sox 4-6: Who Should Be Studied?
Box 4-7: Sample Consent form

CHAPTER SUMMARY
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hen clinical psychologists are depicted on TV,

it often seems that the field is based largely on
intuition and therapy is similar to an emotional
conversation with a close friend. Sometimes old-
fashioned approaches to practice, such as dream inter-
pretation, hypnosis, or projective testing are depicted.
Although some of these approaches still exist today,
contemporary clinical psychology is clearly defined as
a science. Our understanding of why individuals
develop symptoms, how these symptoms exacerbate
or ameliorate, and our practices for best treating psy-
chological symptoms is based on rigorous scientific
study and the accumulation of empirical findings over
the past several decades. For this reason, the scientist-
practitioner and clinical science models remain the pre-
eminent philosophy in training clinical psychologists.
To be a successtul clinical psychologist, most believe
that it is essential to be skilled both in research methods
and evidenced-based clinical practice skills. Indeed,
each of these areas of competency informs one another.
Even clinical psychologists who see clients full-time in
a private practice must have a knowledge and mastery
of research methods. These skills enable them to criti-
cally evaluate different approaches to assessment and
intervention and ultimately choose the approaches
that are most likely to be useful and effective.

In this chapter, we present a brief overview of
some of the principal methods, strategies, and issues
in clinical research. Specific research questions (e.g.,
therapy outcome studies) will be addressed at appro-
priate points later in the book. More comprehensive
and technical discussions of research methods in
clinical psychology may be found elsewhere (e.g.,
Kazdin, 2003).

INTRODUCTION TO RESEARCH

Someone once remarked that a major portion of
clinical training consists of erasing students’ miscon-
ceptions about the reasons people behave the way

they do. For example, are the following statements
true?

1. If patients talk about suicide, this means that
they will not try it.

2. Ridding patients of symptoms without pro-
viding insight means that those symptoms will
return later in another guise.

3. Projective tests prevent patients from success-
fully managing the impressions they wish to
convey.

4. All a person needs to become a good therapist
is a caring, empathic attitude.

All of these are common beliefs once held—
and for that matter, still held—by some people,
clinicians, and laypeople alike. Are they true? Prob-
ably not. Research employing the methods
described in this chapter can shed light on these
and many other issues. Human behavior is terribly
complex—so complex that theories to explain it
abound. So many factors affect a given behavior at
a given time in a given place that we must be skep-
tical about explanations that appear simple or inev-
itable. In fact, a healthy skepticism is a directing
force behind the scientist’s quest for knowledge or
the clinician’s search for increasingly effective ways
of serving clients.

Because easy, simple, or traditional explana-
tions are so often wrong or incomplete, increasingly
sophisticated methods of generating satisfactory
explanations for behavior have evolved. We now
use better methods to make the kinds of systematic
observations about behavior that can be publicly
verified. These methods have changed over the
years and will continue to change; there are no
perfect scientific methods. However, all ideas,
hypotheses, or even clinical hunches must be stated
clearly and precisely so that they can be tested by
other observers. Only ideas that are stated in a man-
ner that offers a clear opportunity for disproof are
satisfactory ones.

Research has several purposes. First, it allows us
to escape the realm of pure speculation or appeal to
authority. For example, we do not just argue
whether cognitive-behavior therapy works; we
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conduct the kind of research that will demonstrate
its effectiveness or lack of it. Questions are settled in
the forum of publicly verifiable and objective
observation. Over the long haul, such procedures
are better vehicles for settling issues than simple
appeals to reason. These research procedures enable
us to accumulate facts, establish the existence
of relationships, identify causes and effects, and
generate the principles behind those facts and
relationships.

Research also helps us extend and modify our
theories as well as establish their parsimony and util-
ity. There is an intimate relationship between the-
ory and research. Theory stimulates and guides the
research we do, but theories are also modified by
the outcomes of research. For example, Aaron
Beck, a pioneer in the study of depression, observed
many years ago that depressed patients often exhibit
personality features that could be categorized into
one of two types: sociotropic (excessively socially
dependent) and autonomous (excessively achieve-
ment oriented). Initially, Beck proposed that
extreme sociotropy or extreme autonomy  traits
predispose a person to depression. However, subse-
quent research did not support this proposition.
Investigators found that there were individuals
who presented with rather extreme sociotropy or
extreme autonomy but who were not depressed.

These results challenged Beck’s initial theory
and led to a reformulation of how personality and
depression may be related. The revised theory,
labeled the congruency hypothesis, proposes that
it is the interaction between personality style (socio-
tropic or autonomous) and the experience of the-
matically related negative life events that leads to
depression (Beck, 1983). Specifically, this theory
predicts that a highly sociotropic person who
experiences relationship failures (negative events
quite salient to a highly dependent person) will
become depressed, whereas this is not necessarily
true for a highly autonomous person (for whom
these particular kinds of negative events are less rel-
evant). In other words, negative life events must be
congruent with one’s personality style for depression
to develop. In general, research results have
been more supportive of Beck’s revised theory

(e.g., Bartelstone & Trull, 1995; Husky, Mazure,
Maciejewski, & Swendsen, 2007; C. J. Robins,
1990).

This example illustrates how research can
inform our theories in a type of feedback-loop sys-
tem. Of course, the ultimate reason for research is
the enhancement of our ability to predict and
understand the behavior, feelings, and thoughts of
the people served by clinical psychologists. In the
final analysis, only better research will enable us to
intervene wisely and effectively on their behalf.

METHODS

As noted earlier, there are many methods of research,
each with its own advantages and limitations. There-
fore, no method by itself will answer every question
definitively. But together, a variety of methods can
significantly extend our ability to understand and
predict. We begin with an overview of the many
forms of observation used by clinical scientists.
We then summarize epidemiological and correla-
tional approaches, longitudinal versus cross-sectional
approaches, the classic experimental method, single-
case designs, and finally, mixed designs.

Observation

The most basic and pervasive of all research meth-
ods is observation. Experimental, case study, and
naturalistic approaches all involve making observa-
tions of what someone is doing or has done.

Unsystematic Observation. Casual observation
does little by itself to establish a strong base of
knowledge. In fact, unsystematic observation can
lead people to erroneous conclusions. However, it
is through such observation that we develop
hypotheses that can eventually be tested more sys-
tematically. For example, suppose a clinician notes
on several different occasions that when a patient
struggles or has difficulty with a specific item on an
achievement test, the effect seems to carry over to
the next item and adversely affect performance.
This observation leads the clinician to formulate
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the hypothesis that performance might be enhanced
by making sure each failure item is followed by an
easy item on which the patient will likely succeed.
This should help build the patient’s confidence and
thus improve performance. To test this prediction,
the clinician might administer an experimental ver-
sion of the achievement test in which difficult items
are followed by easy items. It would then be rela-
tively easy to develop a study that would test this
hypothesis in a representative sample of clients.

Naturalistic Observation. Although carried out
in real-life settings, naturalistic observation is more sys-
tematic and rigorous than unsystematic observation.
It is neither casual nor freewheeling but is carefully
planned in advance. However, there is no real con-
trol exerted by the observer, who is pretty much at
the mercy of freely flowing events. Frequently,
observations are limited to a relatively few indivi-
duals or situations. Thus, it may be uncertain how
far one can generalize to other people or other
situations. It is also possible that in the midst of
observing or recording responses, the observer

Observation is the most basic of all research methods.

may unwittingly interfere with or influence the
events under study.

An example of a study using the naturalistic
observation method might be an investigation of
children’s playground behavior to understand the
association between aggression and friendship.
Trained observers would stand unobtrusively on a
playground watching youth whose parents have
consented to be part of a research study. At regular
time intervals (e.g., every 90 seconds), the observer
would locate a specific child and record the type of
play that the child engages in, the number of chil-
dren with whom the child is interacting, and
whether the child is engaging in any type of aggres-
sive behavior. Over multiple observations, perhaps
every week over an entire academic year, data will
be available to understanding whether children
who behave aggressively with their peers evidence
a declining number of peer interactions over time.
This observational study might yield interesting
data about the association between aggression and
friendship. But with only a few child patients from
this particular playground, can wide generalizations

Bill Aron/PhotoEdit
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be made? Are these children’s behaviors similar to
those in other communities or schools where the
overall atmosphere may be very different? Or were
the children aware of the observer’s presence, and
could they have altered their play behavior to
somehow “impress” the observer?

Investigators committed to more rigorous
experimental methods sometimes condemn natu-
ralistic observation as too uncontrolled. However,
this judgment may be too harsh. As with unsystem-
atic observation, this method can serve as a rich
source of hypotheses that can be subjected to care-
ful scrutiny later. Naturalistic observations do bring
investigators closer to the real phenomena that
interest them. Such observations avoid the artifici-
ality and contrived nature of many experimental
settings. For example, regardless of psychologists’
feelings about psychodynamic theory, most
acknowledge that Freud’s clinical observation skills
were extraordinary. Freud used his own powers of
observation to construct one of the most influential

and sweeping theories in the history of clinical psy-
chology. It is important to recall that Freud had

available no objective tests, no computer printouts,
and no sophisticated experimental methods. What
he did possess was the ability to observe, interpret,
and generalize in an impressive fashion.

Controlled Observation. To deal in part with
the foregoing criticisms of unsystematic and natu-
ralistic observation, some clinical investigators
employ controlled observation. While the research
may be carried out in the field or in relatively nat-
ural settings, the investigator exerts some degree of
control over the events. Controlled observation has
a long history in clinical psychology. For example,
it is one thing to have patients tell clinicians about
their fears or check off items on a questionnaire.
However, observing the ability of a flight-phobic
client to successively approach and ultimately
board and fly on an airplane under controlled con-
ditions provides a rich, more complete assessment
of the extent of the fear. This controlled observa-
tion would allow a clinician to gain some real
insight into the nature of the client’s emotions and
behavior.

Michael Newman/PhotoEdit

Controlled observation can be used to assess behavior in infrequently encountered circumstances.
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Controlled observation can also be used to
assess communication patterns between couples or
spouses. Instead of relying on distressed couples’
self-reports of their communication problems,
researchers may choose to actually observe commu-
nication styles in a controlled setting. Specifically,
partners can be asked to discuss and attempt to
resolve a moderate relationship problem of their
choosing (e.g., partner spends too much money
on unnecessary things) while researchers observe
or videotape the interaction behind a one-way mir-
ror. Although not a substitute for naturalistic obser-
vation of conflict and problem solving in the home,
researchers have found this controlled observation
method to be a useful and cost-eftective means of
assessing couples’ interaction patterns.

Case Studies. The cse study method involves the
intensive study of a client or patient who is in treat-
ment. Under the heading of case studies we include
material from interviews, test responses, and
treatment accounts. Such material might also include

biographical and autobiographical data, letters, diaries,
life-course information, medical histories, and so on.
Case studies, then, involve the intensive study and
description of one person. Such studies have long
been prominent in the study of psychological prob-
lems and in the description of treatment methods.
The great value of case studies resides in their richness
as potential sources of understanding and as hypothe-
sis generators. They can serve as excellent preludes to
scientific investigation (see Box 4-1).

Over the years, many case studies have been
influential in establishing our understanding of
clinical phenomena. Following are some classic
examples:

The Case of Dora (Freud, 1905/1953a) taught us
about the concept of resistance in therapy.

The Case of Little Hans (Freud, 1909/1955)
extended our understanding of phobias.

The Three Faces of Eve (Thigpen & Cleckley,
1957) outlined the anatomy of multiple
personalities.

Box 4-1

Clinical Applications: What Case Studies Can Tell Us About Phobias and Early Trauma

1. Specific phobias are unreasonable fears that are
out of proportion to any real danger to the individual.
Many learning theorists believe specific phobias are
acquired through classical conditioning. As a prototypic
experiment, these theorists often cite the classic Wat-
son and Rayner (1920) study of Little Albert. Albert was
conditioned to fear white rats by discovering that each
time he began to play with one, a loud and unpleasant
noise occurred. Over trials, Albert developed what
appeared to be a full-blown phobia of rats and similar
furry objects.

However, Davison, Neale, and Kring (2004) have
noted that despite what learning theory seems to teach
us, clinical reports and histories fail to support the Little
Albert model. Although some specific phobias could
develop in that manner, they usually occur without any
prior frightening experiences in the situation. Individ-
uals who fear elevators, snakes, or high places rarely
report an early bad experience with such places or
things. It is not clear that laboratory research on specific
phobias is carried out in real-enough settings for
researchers to say that the laboratory imitates real life.

2. Everybody “knows"” that early childhood
trauma is likely to predispose us to unhappiness and
failure. Take the following example:

A girl who is plain and lacks grace; whose mother
favors her two younger brothers; whose mother
nagged her, creating constant feelings of shame
and estrangement; whose father left home when
she was young; whose mother died when the girl
was only 9, leaving her in the care of a grand-
mother; whose grandmother kept her away from
other children and deprived her of most of her
childhood; who was so lonely that her only pur-
suits were reading, daydreaming, and walking.

Such a person must be ripe for failure, emotional
problems, or perhaps destined to become a social mis-
fit (White, 1976). But as White asks wryly, who is it we
are describing? It is none other than Eleanor Roosevelt,
depicted by White (1976) as “the champion of the poor
and the oppressed; ultimately [becoming] chairman
[sic] of the committee which drew up the United
Nations Declaration of Human Rights” (p. 522).
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The Mask of Sanity (Cleckley, 1964) provided
detailed accounts of the lives of psychopaths.

Cases in Behavior Modification (Ullman &
Krasner, 1965) demonstrated the efficacy
of behavioral treatments with single cases.

Nothing will ever likely supplant the case
study as a way of helping clinicians to understand
that unique patient who sits there before them.
As Allport (1961) so compellingly argued, indivi-
duals must be studied individually. Case studies
have been especially useful for (a) providing
descriptions of rare or unusual phenomena or
distinctive methods of

novel, interviewing,

assessing, or treating patients; (b) disconfirming
“universally” known or accepted information; and
(c) generating testable hypotheses (Kazdin, 2003)
(see Box 4-2).

There is, of course, a downside to case study
methods. For example, it is difficult to use individ-
ual cases to develop universal laws or behavioral
principles that apply to everyone. Likewise, one
case study cannot lead to cause—effect conclusions
because clinicians are not able to control important
variables that have operated in that case. For exam-
ple, one patient may benefit enormously from psy-
chodynamic therapy for reasons that have less to do
with the therapy method than with the personality

Box 4-2 Clinical Applications: Generating Hypotheses from Therapy

Karl was an unmarried veteran referred to a Veterans
Administration outpatient clinic. It did not take long
for the therapist to realize that Karl’s problems were
not of the typical variety. Karl was a bit anxious or, at
times, depressed, but his main problem seemed to be a
near total lack of interpersonal and social skills. He had
no job, and he lived off his small government pension
along with whatever support his mother could provide.
Aside from his mother, with whom he lived, he rarely
interacted with anyone except perhaps to buy cigar-
ettes or get change from a disinterested bus driver. He
certainly had no friends.

Therapy, then, became not an insight-oriented,
uncovering process but a teaching process. The goals
became teaching Karl to find work, enabling him to
attend night school to learn a trade, and inculcating at
least a few basic social skills. The focus was on how to
find a job, keep a job, talk with others, and gain their
interest. Hour after hour was spent on these tasks
during the therapy.

But progress was slow. It was not that Karl failed
to understand or was totally disinterested or even
loath to try out newly learned skills. The difficulty was
that even when Karl attempted a new behavior and
was successful, that success seemed to have little effect
on his subsequent behavior. This was strange indeed.
Psychologists quickly learn that reinforcement
strengthens the likelihood of the reinforced behavior
in the future, given similar conditions. But not so with
Karl. Reinforcement seemed to do little to raise his
expectancies that the behavior would work again.

Karl almost seemed to want to be the singular excep-
tion to a prime rule of learning theory—that rein-
forcement enhances habit strength!

The therapist and his consultants puzzled over this
for months. For example, after applying for a job and
getting it, Karl's confidence did not increase at all.
Instead, he attributed his success to luck, not to his
own efforts. Several other similar episodes followed.
After much urging by the therapist, Karl asked a
female coworker for a date. She accepted. But again,
Karl merely remarked on his good luck.

Eventually, the therapist decided that perhaps
Karl believed that the occurrence of reinforcement was
outside his personal control. If so, the inability of suc-
cess to increase his confidence began to make sense.
He was not responding in defiance of learning theory.
Instead, the therapist's conceptualization had been
incomplete. Reinforcement will “stamp in” a behavior,
but only when that behavior is seen as causally related
to the subsequent reinforcement. Karl believed chance
rather than personal skill was operative. And under
chance conditions, reinforcement carries no implica-
tions for the future. Thus, the riddle of Karl's behavior
seemed to have been solved. Or at the very least, an
important hypothesis had been formulated. In fact, a
great deal of empirical research lay ahead. Only after
several years of empirical research could the utility of
the chance-versus-skill hypothesis be verified. This gen-
eral research field came to be referred to as internal-
external control (Rotter, 1966), or locus of control.
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characteristics of that patient. Only subsequent con-
trolled research can pin down the exact causes of, or
factors influencing, change.

Epidemiological Methods

Epidemiology is the study of the incidence, preva-
lence, and distribution of illness or disease in a
given population. Several terms are commonly
used in epidemiology. Incidence refers to the rate
of new cases of illness that develop within a given
period of time, whereas prevalence refers to the
overall rate of cases (old or new) within a given
period. Incidence gives us some sense of whether
the rate of new cases of the illness or disorder is
on the increase (e.g., is the rate of newly diagnosed
AIDS cases increasing this year compared to last
year?). Prevalence rates estimate what percentage of
the target population is affected by the illness or
disorder. For example, the lifetime prevalence rate
of schizophrenia is estimated at 1%, suggesting that
a member of the general population has 1 chance in
100 of developing this disorder in his or her
lifetime.

Historically, epidemiology has been most
closely associated with medical research designed
to help understand and control the major epidemic
diseases, such as cholera and yellow fever. The sim-
ple counting of cases is central to this research
method. The expectation is that analyzing the dis-
tribution of cases in a community or region and
uncovering the distinguishing characteristics of the
affected individuals or groups will teach us some-
thing about the causes of a particular disease and the
methods by which it spreads. Epidemiological
methods can also be quite important in identifying
groups of individuals who are at risk.

A well-known example of epidemiological
research is the study Smoking and Health (Surgeon
General, 1964). This study linked cigarette smoking
with lung cancer by the simple methods of count-
ing and correlating. Although there was great
debate as to whether smoking caused lung cancer,
there were definite relationships and associations
between smoking and lung cancer (e.g., about
90% of lung cancer in males was associated with

cigarette smoking, and the amount and duration
of smoking were positively correlated with the
probability of cancer). It is true that epidemiological
research frequently suggests the possibility of multi-
ple causation (several factors must be present before
the disease occurs, or the greater the number of
associated factors that are present, the greater the
risk of the disease). It is equally true that obtained
correlations suggest causes rather than definitively
prove causation. However, the entire story of cau-
sation need not be known before preventive steps
can be taken. Thus, we may not be sure that smok-
ing causes lung cancer, or we may believe that some
inherited predisposition interacts with smoking to
produce cancer. Nevertheless, we know that groups
of males who quit smoking reduce their risk of lung
cancer.

As another example, in the field of mental
illness, a number of studies have pointed out the
relationship between schizophrenia and either
socioeconomic class or factors of social disorganiza-
tion (Faris & Dunham, 1939; Hollingshead &
Redlich, 1958). Again, though such results hardly
convey the essence of schizophrenia, they do tell us
about major demographic factors that are associated
with its prevalence. Armed with this information,
clinicians can identify people whose potential vul-
nerability to schizophrenia is high. They can then
establish special programs that will provide early
diagnostic evidence of its onset in such people, or
they can establish treatment programs that will be
readily available to those at risk of developing
schizophrenia.

Much epidemiological research is based on sur-
veys or interviews. However, survey and interview
data present a number of issues and potential prob-
lems. For example, how do we define a mental
health problem, and having done so, where do
we locate cases for counting? Checking only clinics
and hospitals means ignoring other possible locales.
These difficulties are magnified when we become
interested in milder forms of dysfunction. In eftect,
we need objective methods of defining and mea-
suring a problem. Further, we need survey proce-
dures that will enable us to estimate the problem’s
true incidence or prevalence and not just to locate
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those cases that are already under treatment or that
have identified themselves by seeking treatment.
We need to sample residences (block by block or
area by area), not just clinics, hospitals, and agen-
cies. Another potential problem with survey data is
that respondents may get caught up in the need to
say “the right thing.” They may want to report
only socially desirable things and deny other, less
socially desirable experiences. For example, respon-
dents may be unwilling to admit to having experi-
enced serious symptoms of psychopathology (e.g.,
auditory hallucinations) because they may be
embarrassed.

In addition, some respondents may be asked to
remember things from several years ago. Such ret-
rospective data can be subject to all sorts of distor-
tions, omissions, or embellishments. For example,
one study (Henry, Moftitt, Caspi, Langley, &
Silva, 1994) found that 18-year-olds who had
been assessed on a regular basis from birth were
not particularly accurate in their retrospective
reports of certain types of childhood experiences
(e.g., family conflict, their own depressive or anx-
ious symptoms, or their own level of hyperactivity).
These findings are noteworthy because clinical psy-
chologists often request this type of retrospective
information from clients or research participants.
The point here is that we should attempt to assess
our clients and research participants at the time of
interest and not rely exclusively on retrospective
reports.

Recently, several large-scale, methodologically
sound epidemiological studies of mental disorder
have been conducted (e.g., the National Comorbid-
ity Study, Kessler 2005a, 2005b; the Great Smoky
Mountains Study of Youth, Costello et al., 1996).
For example, Kessler et al. (2005a, 2005b) adminis-
tered a structured diagnostic interview to a national
probability sample in the United States to obtain
estimates of the 12-month and lifetime prevalence
of a variety of mental disorders. Further, information
was obtained so that the typical age of onset for each
disorder could be estimated. Some of these results
appear in Table 4-1. Of particular interest are the
differences in age of onset among disorders. In par-
ticular, impulse-control and anxiety disorders had a

younger median age of onset (approximately 11
years old), whereas substance use disorders and
mood disorders typically occurred in late adolescence
or early adulthood (20 years old and 30 years old,
respectively). Although not presented in Table 4-1,
Kessler et al. (2005a, 2005b) reported that women
were at greater risk for developing both anxiety
and mood disorders, whereas men were at greater
risk for developing impulse-control and substance
use disorders. Therefore, being a man is a risk
factor for impulse-control and substance use disorders.
Risk factors need not be limited to gender but can
involve other sociodemographic features as well
(socioeconomic status, age, urban vs. rural residence,
etc.).

Correlational Methods

We have seen that epidemiology often relies on
correlational methods; that is, it assesses the corre-
lates (risk factors) of an illness or disorder. We now
focus more specifically on correlational methods.
These techniques enable us to determine whether
variable X is related to variable Y. For example, is a
certain pattern of scores on an intelligence test
related to specific psychiatric diagnostic categories?
Are particular patient characteristics related to ther-
apy outcomes? Is depression related to gender?

The Technique. To correlate two variables, we
first obtain two sets of observations. For example,
suppose we administer two tests to 10 study par-
ticipants. One test measures anxiety and the other
measures a belief in external (rather than internal)
control. These hypothetical data are shown in
Table 4-2. When these data are correlated, the
result is a correlation coefficient; in this case, it is
+.76, indicating a strong positive relationship. As
anxiety scores increase, so do scores on belief in
external control, which means that anxiety and
feelings of lack of control are positively related.
The Pearson product-moment correlation coeffi-
cient is a commonly used index to determine the
degree of relationship between two variables. This
is symbolized by r, which may vary anywhere from
—1.00 to +1.00. An r of +1.00 denotes that the two
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TABLE 4-1 Lifetime and 12-month Prevalence of DSM-IV Psychological Disorders

and Median Age of Onset

Lifetime 12-Month Age of Onset
Anxiety Disorders
Panic Disorder 47 2.7 24
Agoraphobia without panic 1.4 0.8 20
Specific Phobia 12.5 8.7 7
Social Phobia 12.1 6.8 13
Generalized Anxiety Disorder 5.7 3.1 31
Posttraumatic Stress Disorder 6.8 35 23
Obsessive-compulsive Disorder 1.6 1.0 19
Separation Anxiety Disorder 5.2 0.9 7
Any Anxiety Disorder 28.8 18.1 1
Mood Disorder
Major Depressive Disorder 16.6 6.7 32
Dysthymia 2.5 1.5 31
Bipolar | and Il disorders 3.9 2.6 25
Any Mood Disorder 20.8 9.5 30
Impulse-Control Disorders
Oppositional Defiant Disorder 8.5 1.0 13
Conduct Disorder 9.5 1.0 13
Attention-deficit/Hyperactivity Disorder 8.1 41 7
Intermittent Explosive Disorder 5.2 2.6 15
Any Impulse-Control Disorder 24.8 8.9 11
Substance Use Disorders
Alcohol Abuse 13.2 3.1 21
Alcohol Dependence 5.4 1.3 23
Drug Abuse 7.9 1.4 19
Drug Dependence 3.0 0.4 21
Any Substance Use Disorder 14.6 3.8 20
Any DSM-IV Disorder 46.4 26.2 14

SOURCE: Lifetime and 12-month rates represent the proportion of United States residents with the psychological disorder.

Adapted from: Kessler, Berglund et al. (2005); Kessler, Chiu et al. (2005).

variables are perfectly and positively related. An r of
—1.00 indicates a perfect negative relationship. The
rof +.76 from the data of Table 4-2 signifies a high
but less than perfect relationship.

A scatterplot of the data points for the two vari-
ables from Table 4-2 is shown in Figure 4-1. Each
data point corresponds to one participant’s scores on
both anxiety and control. For example, the data
point nearest the lower left corner represents Ralph’s
scores of 4 on anxiety and 2 on control. Figure 4-2
presents scatterplots for several correlations.

The more nearly perfect a relationship, the
closer to a straight line the data points will be. As
r approaches zero (no relationship), the data points
are scattered in a nearly random fashion throughout
the scatterplot.

The Question of Causality. As noted previously
in the case of epidemiological research, correla-
tional methods cannot answer the question of
cause and effect. No matter how logical it may
appear, we cannot, on the basis of a correlation
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TABLE 4-2 Hypothetical Data for the
Correlation Between Anxiety
and Control

Subject Anxiety Score Control Score
Ann 26 22
Jane 24 28
Tom 20 22
Juan 20 14
Esther 16 18
Indira 12 22
Roberto 12 6
Kevin 10 14
Jasmine 6 12
Ralph 4 2

alone, assert that one variable has caused another.
For example, suppose that an investigator discovers
a correlation between being diagnosed with schizo-
phrenia and indices suggesting high levels of the
neurotransmitter dopamine in the central nervous
system. Does this mean that schizophrenia is caused
by excessive levels of dopamine or, alternatively,
that the experience of an episode of schizophrenia
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FIGURE 4-1 Scatterplot of data from Table 4-2.

results in changes in dopamine levels? Maybe the
real culprit is a third variable. For example, many
patients with schizophrenia have a long history of
taking psychoactive drugs (e.g., amphetamines);
such long-term use could conceivably affect neuro-
transmitter levels. Therefore, the investigator must
avoid assuming that one variable causes the other
because there is always the possibility that a third
(unmeasured) variable is involved.

A classic example of the third-variable problem is
the observation that the number of crimes is sig-
nificantly correlated with the number of churches
and synagogues in a community. Does this mean
that religion causes crime? No. The third variable
that has been neglected in this example is popula-
tion. Both the crime rate and the number of
churches and synagogues are positively correlated
with population, and they are correlated with each
other because both increase as the population
increases.

Correlational methods can demonstrate that a
cause—effect hypothesis is not valid. If the expecta-
tion is that variable A causes variable B, we should
at least be able to show they are correlated. Failure
to find a significant relationship most certainly con-
tradicts the hypothesis. Also, although causal infer-
ences are not possible from correlation coefficients,
this is not to say that cause—eftect relationships do
not in fact exist.

However, such relationships must be demon-
strated through experimental methods (to be dis-
cussed later). There are research methods that can
help vitiate the causation problem, such as matching
participants on other variables that might be con-
tributing to the obtained relationship or using
longitudinal methods that study variables before a
given disorder develops. But these are often cum-
bersome and expensive procedures and thus are less
frequently employed.

Sometimes we are forced to use correlational
methods because we cannot either ethically or prac-
tically manipulate certain variables, such as age, sex,
marital status, or birth order. For example, we cannot
ethically train someone to abuse a child in order to
study the effects of maltreatment on PTSD. Certain
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FIGURE 4-2 Scatterplots showing several different magnitudes of relationships.

things can only be studied by observing their occur-
rences; creating them is not an acceptable alternative.

Factor Analysis. Derived from the correlational
strategy, factor analysis is a way of examining the
interrelationships among a number of variables at
the same time. This statistical method uses many
separate correlations to determine which variables
change in concert and, thus, can be considered

functionally related. The idea is that when variables
change together, they must have some element in
common that underlies their relationship.
Consider the following example. Suppose we
are trying to identify the basic elements of what is
called “clinical skill.” First, we ask a panel of judges
to select 100 clinicians who are known to have
excellent records in providing skilled services.
Then, we administer a large number of tests that
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are believed to assess a variety of clinical skills and
achievements. Let us suppose that we use the fol-
lowing seven tests:

A =1Q test

B = Mathematical achievement test
C = Test of spatial reasoning

D = Test of analytical reasoning

E = Measure of empathy

F = Measure of personal adjustment

G = Measure of altruism

Next, we correlate each of these tests with
every other test. This gives us a correlation matrix
in which the correlations between all possible
pairs of tests are displayed. Such a matrix, with
hypothetical correlations entered, is shown in
Table 4-3.

When we look at the correlation matrix, an
interesting pattern emerges. Measures A, B, C,
and D all show a strong positive relationship (cor-
relations range from .70 to .80). At the same time,
E, F, and G also correlate highly with one another
(correlations range from .75 to .85). But there is
virtually no relationship between the group E, F,
G and the group A, B, C, D (e.g., the correlation
between A and E is .15, between B and F is .10,
and between D and G is .12). These patterns indi-
cate that A, B, C, and D appear to be measuring a

TABLE 4-3 Hypothetical Correlation Matrix
for Seven Tests

Test A B C D E F G
A .70 .80 75 .15 .20 .10
B .75 .70 12 .10 .10
C .70 .18 .15 .11
D 12 14 12
E .80 .85
F 75

SOURCE: From Introduction to Personality, 3rd ed., by E. J. Phares. Copyright
© 1991 by HarperCollins. Reprinted by permission.

similar underlying dimension, or facfor. Similarly,
E, F, and G belong together, suggesting a second
underlying dimension. In effect, factor analysis
does statistically with large correlation matrices
what was done here by inspection with correla-
tions from seven measures. If we had 200 mea-
sures, simple inspection would have been an
impossible task.

From the previous example, it would appear
that two factors or dimensions are involved. Let us
call them Factor 1 (derived from the correlations
among A, B, C, and D) and Factor 2 (derived
from E, F, and G). Together, these two factors
account for the significant relationships in the
matrix. Usually, these factors are then named.
This is a highly inferential phase that can occa-
sionally lead to communication problems. Some-
times the names chosen convey information
different from what was intended. However, in
our example, where Factor 1 involves A, B, C,
and D, perhaps we could choose the name Intel-
lectual Ability. Factor 2 is more difficult to name
because it includes measures of empathy, adjust-
ment, and altruism. Perhaps Healthy Altruism
would be appropriate.

Factor analysis is an especially good way of
helping organize in a coherent fashion the relation-
ships that emerge from large arrays of data. As a way
of identifying the basic elements of clinical skill (as
in the example) or those of personality, factor anal-
ysis is not the ultimate answer. After all, what
emerges from a factor analysis is determined by
the nature of the measures included in the first
place. What was not included in the sample battery
of tests to study clinical skill could hardly be
expected to turn up as factors!

Cross-Sectional Versus Longitudinal
Approaches

Another way of classifying research studies is by
considering whether the studies are cross-sectional
or longitudinal in nature. A cross-sectional design is
one that evaluates or compares individuals, perhaps
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of different age groups, at the same point in time.
A longitudinal design follows the same subjects over
time. The basic format of these two approaches is
shown in Figure 4-3. In this example, row a illus-
trates the longitudinal design and column b shows
the cross-sectional design.

Cross-sectional approaches are correlational
because the investigator cannot manipulate age nor
can participants be assigned to different age groups.
Because there are different participants in each age
group, we cannot assume that the outcome of the
study reflects age changes; it only reflects differences
among the age groups employed. These differences
could be due to the eras in which participants were
raised rather than age per se. For example, a group
of 65-year-olds might show up as more frugal than a
group of 35-year-olds. Does this mean that advanc-
ing age promotes frugality? Perhaps. But it might
simply reflect the historical circumstance that the
65-year-olds were raised during a different time
when money was very hard to come by.

Longitudinal studies are those in which we col-
lect data on the same people over time. Such designs
allow us to gain insight into how behavior or mental
processes change with age. In the interpretive sense,
longitudinal studies enable investigators to better
speculate about time-order relationships among

factors that vary together. They also help reduce the
third-variable problem that so often arises in correla-
tional studies. For example, suppose we know that
states of depression come and go over the years. If
depression is responsible for the correlation between
significant weight loss and decreased self-confidence,
then both weight loss and decline in self-confidence
should vary along with depressive states.

There are, of course, many variations in cross-
sectional and longitudinal designs. In the case of lon-
gitudinal studies, however, the main problems are
practical ones. Such studies are costly to carry out,
and they require great patience and continuity of
leadership in the research program. Sometimes,
too, researchers must live with design mistakes
made years earlier or put up with outmoded research
and assessment methods. Finally, participants some-
times drop out of longitudinal studies, and one must
demonstrate that the retained participants are repre-
sentative of those that started the study.

The Experimental Method

To determine cause—effect relationships among
events, we must use experimental methods. Consider
the following hypothetical study, an expansion of a
pilot study by Naylor et al. (2007), that examined

Birth date Age

1890 65 70 P[75] 80 85
1895 60 65 70 75 80
1900 55 60 65 70 75
1905 50 55 60 65 70
1910 al 45 50 55 60 65
1915 40 45 50 55 60
1920 35 40 45 50 55
1925 30 35 40 45 50

Time of 1955 1960 1965 1970 1975
measurement

FIGURE 4-3 Cross-sectional and longitudinal designs.

SOURCE: From Woodruff-Pak, Psychology and Aging (p. 32). Copyright © 1988. Reprinted by permission of Diana S. Woodruff-Pak.
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whether the addition of bibliotherapy, reading edu-
cational books about psychological conditions, would
improve outcome in patients receiving medication
for depression. The design of the research illustrates
important features of the experimental method.

The study was carried out in a primary care
clinic with participants ranging in age from 21 to
50. The experimental group contained 50 participants
who within the last month had started taking an
antidepressant medication. In addition to taking
medication, the experimental group was instructed
to read a popular self-help book on depression,
Feeling Good (Burns, 1999). To ensure compliance,
those in the experimental group were instructed to
call in once per week to report which chapters of
the book they finished that week as well as their
medication compliance. The control group consisted
of 50 participants who, like the experimental
group, had started taking antidepressant medication
within the last month. Unlike the experimental
group, these participants did not receive a reading
assignment, but simply called in once a week to
report medication compliance.

The two groups were matched initially on several
variables, including level of depression before
medication, gender, age, socioeconomic level, and

overall level of emotional and physical distress.
However, their assignment into the bibliotherapy
or medication-only conditions was determined
randomly. The primary measure of interest was the
level of depression reported at baseline, after 1 month
onmedication, 2 months after starting medication (and
following bibliotherapy for the experimental group),
and at 3-month follow-up. Figure 4-4 shows the
findings for self-reports of depression for the two
groups. As can be seen, depression scores for the exper-
imental group were clearly lower following the biblio-
therapy intervention as well as at follow-up. These
results suggest that bibliotherapy may help alleviate
depression above and beyond the effects of antidepres-
sant medication.

This study illustrates several features of a typical
experimental study. The experimental hypothesis bib-
liotherapy may be a useful adjunct to antidepressant
medication in primary care settings was developed
both from observation of similar populations and
from prior published research. An independent vari-
able is one that is supposed to be under the control
of the investigator. It is expected to have a causal
effect on participants’ behavior, which is referred
to as the dependent variable. In this study, bibliother-
apy was the independent variable, and it was

—t— Medication Only
—— Medication + Bibliotherapy

Baseline One Month

Two Months

Three Months

FI1GURE 4-4 Depression scores at baseline, after starting medication
(one month), after intervention (two months), and at follow-up (three months).
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Box 4-3

Clinical Psychologist Perspective: Scott O. Lilienfeld, Ph.D.

Scott O. Lilienfeld is Professor of Psychology at Emory
University in Atlanta, where he has been a faculty
member since 1994. He received his B.A. in psychology
at Cornell University in 1982 and his Ph.D. in psychol-
ogy (clinical) from the University of Minnesota in 1990.
Dr. Lilienfeld is associate editor of the Journal of
Abnormal Psychology, past president of the Society for
a Science of Clinical Psychology, and president-elect of
the Society for the Scientific Study of Psychopathy. His
primary areas of study are psychopathic personality,
psychiatric classification and diagnosis, evidence-based
clinical practice, and the distinction between science
and pseudoscience in psychology. Dr. Lilienfeld's work
on psychological science and pseudoscience has been
featured in the New York Times, Los Angeles Times,
Wall Street Journal, Newsweek, Time, Boston Globe,
Washington Post, USA Today, New Yorker, U.S. News
and World Report, and Scientific American. In addition,
he has appeared on ABC's 20/20, CNN, the CBS Evening
News, and National Public Radio. In 1998, Dr. Lilienfeld
received the David Shakow Award for Outstanding
Early Career Contributions to Clinical Psychology from
APA Division 12, and in 2007 he was elected as a Fellow
of the Association for Psychological Science. He is also a
Fellow of the Committee for Skeptical Inquiry and the
Institute of Science in Medicine, and (along with Dr.
Hal Arkowitz) a regular columnist for Scientific Ameri-
can Mind magazine.

We asked Dr. Lilienfeld about his background,
areas of expertise, and his evaluation of the field of
clinical psychology.

What originally got you interested in the field of
clinical psychology?

In junior high school, | came upon a Time-Life book
with a simple title: The Mind. | read it and was imme-
diately hooked; after consuming it, | wanted to learn
everything | could about psychology. | was fascinated
by psychology’s unresolved mysteries: Why do we
dream? Why do we fall in love? Why do we misre-
member many things, yet remember other things so
well? Why do some people develop schizophrenia? But
it was not until my junior year in college, at Cornell
University, that | decided to go into clinical psychology.
Prior to that, | found the study of mental illness to be
utterly fascinating, yet | assumed that most of the field
was rather “mushy” and unscientific. But after |
enrolled in a course on advanced issues in experimental
psychopathology, taught by Bob Dworkin, | came to
realize just how mistaken | was. Dworkin’s course

(which in retrospect | wish | had appreciated more at
the time) taught me that one can approach the study
of psychopathology in a methodologically exacting
and rigorous way that allows one to address deeply
important questions about the causes of mental dis-
orders. From that point on, | have always found the
field of clinical psychology to be enormously stimulat-
ing intellectually; as | began to conduct clinical work
as an advanced undergraduate and especially as a
graduate student, | came to find it emotionally fulfill-
ing too.

Describe what activities you are involved in as a
clinical psychologist.

| conduct research, with a particular focus on the
assessment and causes of psychopathic personality
(psychopathy) and related personality disorders. | write
both empirical journal articles and conceptual/theoret-
ical articles on such topics as personality disorders,
psychiatric classification and diagnosis, evidence-based
practice in clinical psychology, the distinction between
science and pseudoscience in clinical psychology. | also
do a great deal of writing for the general public,
especially on correcting myths and misconceptions
about psychology. One of my other great passions is
teaching; | teach introductory psychology at the
undergraduate level and personality assessment and
psychiatric interviewing at the graduate level. From
time to time, | also teach an undergraduate seminar on
science and pseudoscience in psychology, which tends
to be a lot of fun. On occasion, | also conduct diag-
nostic interviews of psychiatric patients, partly because
| find it immensely rewarding to help patients, and
partly because | believe that it is important for clinical
psychologists not to lose touch with their subject
matter.

What are your particular areas of expertise or interest?
I love clinical psychology, so I've always found it chal-
lenging to pick only one or two areas of expertise. But
because there are only 24 hours in the day, I've found
it necessary to specialize. My major research focus is
psychopathic personality (psychopathy); in recent
years, I've become especially interested in the contro-
versial possibility that psychopathy may be associated
with successful or adaptive functioning in some inter-
personal domains, like leadership or heroism. | main-
tain several active secondary areas of research interest,
including dissociation and dissociative disorders,
psychiatric classification and the concept of mental
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disorder, and evidence-based practices in psychother-
apy and clinical assessment. In recent years, I've also
become quite interested in psychology education,
especially in the question of how best to teach scien-
tific thinking to nonscientists.

What are the future trends you see for clinical
psychology?
| see the field of clinical psychology as moving toward
more integration of diverse levels of vertical analysis,
spanning the molecular, physiological, psychological,
social, and cultural. | see that as a positive development,
as | suspect it will foster progress toward understanding
the causes and perhaps treatments of many mental dis-
orders. This trend will mean that clinical researchers and
practitioners will need to become well versed—or at
least broadly familiar—with levels of analysis other than
the strictly psychological. My one worry in this regard is
that the field has recently been moving toward an
undue emphasis on the “lower” (more biological) levels
of analysis in the hierarchy of explanation. In some
research areas, it's awfully hard nowadays to get one's
grant funded without a brain imaging component, and
many major psychology departments are insisting that
new faculty hires possess brain imaging experience.
Although | greatly value the biological level of analysis
and view brain imaging as an enormously helpful tool,
we need to be careful not to fall into the trap of “neu-
rocentrism”—regarding the brain as inherently the
most important, or the only important, level of expla-
nation for understanding human behavior. The other
levels matter too, and we must be careful not to lose
sight of the field of psychology in the process.

| also see a movement toward much greater empha-
sis on evidence-based practices in clinical psychology and
closely related fields. Some leaders in our field have criti-
cized the movement toward evidence-based practice or
raised serious questions about it. Although some of the
concerns raised have been constructive in pointing to
better ways of operationalizing evidence-based practice,
others suggest a preference for intuition and subjective
clinical experience over scientific evidence in selecting
treatments. Yet the histories of medicine and psychology
teach us that although intuition and subjective clinical
experience often have useful roles to play in generating
novel ideas for treatments, they can be quite flawed as a
means of evaluating the effectiveness of these treat-
ments. In the long run, our field will be better served by
the recognition that carefully collected scientific evidence

is our best ally against human error—and ultimately our
best hope of alleviating human suffering.

What advice would you give to students in the field
who want to go into clinical psychology?

Before you decide whether you want to attend a clinical
psychology graduate program, ask yourself two ques-
tions: (1) Do you enjoy working with people? (2) Do you
enjoy learning about science? If the answers to both
questions are “Yes,"” then the field of clinical psychology
may very well be for you. If the answer to either ques-
tion is “No,"” then clinical psychology is almost certainly
not for you. Successful clinical psychology graduate stu-
dents—and successful clinical psychologists—are both
(a) empathic, kind, and oriented toward people and (b)
good scientific thinkers who can apply rigorous critical
thinking skills to everything they do, whether it’s
research, clinical practice, teaching, or consultation.
Clinical psychology requires a distinctive mix of skills and
interests possessed by only a marked minority of under-
graduates. But students who possess this mix often find
the profession immensely gratifying and rewarding,
especially if they can find a graduate program that fos-
ters their passions and shapes their thinking.

Scott O. Lilienfeld

Scott O. Lilienfeld

109




110 CHAPTER 4

manipulated by the investigators—one group
received it, the other group did not. The dependent
variable was the participant’s self-reported levels of
depression. Good experimental procedure was also
followed by matching subjects on important variables
that might have affected the outcome of the
research (e.g., gender, age, preexisting levels of
depression). Also, participants must be assigned ran-
domly to experimental and control groups. The idea
is that the only significant feature different for the
two groups should be the experience of bibliother-
apy. Hence, the lower depression scores in the
experimental group can be assumed to be caused
by the addition of bibliotherapy to treatment.

Between- and Within-Group Designs. Our
depression treatment study just described is also an
example of the between-group design. In a between-
group design, we have two separate sets of partici-
pants, each of which receives a different kind of
treatment or intervention. Take, for example, a tra-
ditional study of therapy efficacy. The question to
be addressed is whether a particular form of therapy
is better than no treatment at all. In its simplest
form, an experimental group (receiving some
form of treatment) is compared to a control group
(receiving no treatment at all). Ideally, patients
would be randomly assigned to each group. Some
set of measures (e.g., level of anxiety, interview
impressions, or test data) is taken from all patients
in both groups prior to treatment (or no treatment),
after treatment, and perhaps at a follow-up point 6
months or 1 year after treatment is concluded. Any
differences between the two groups either at the
conclusion of treatment or during the follow-up
are assumed to be a function of the treatment that
was received by the experimental group.

In a within-group design, comparisons might be
made on the same patient at different points in
time. To illustrate how this procedure works, sup-
pose we are interested in the eftects (e.g., level of
distress) of being on a waiting list. We might decide
to place every patient on a 6-week waiting list but
carry out a variety of assessment procedures before
doing so (point A). Six weeks later, these patients
would be reassessed just prior to beginning

treatment (point B). At the conclusion of treatment
(point C), the patients would be assessed for a third
time, and they might also be followed up later
(point D). Any changes taking place between points
A and B (while on the waiting list) could be com-
pared to the changes that take place between point
B and point C or D. These more complex analyses
of changes would give us a better view of the effi-
cacy of treatment relative to merely being on a
waiting list.

There are many variations of the within-group
design. However, a major advantage is that it
requires fewer participants. Indeed, as we shall see
later in the case of single-subject designs, we can
determine whether or not a specific intervention
has an effect merely by observing one participant.

Internal Validity. Sometimes an experiment is
not internally valid. That is, we are not sure that
the obtained outcome is really attributable to our
manipulation of the independent variable. Some
studies do not even include a control group for
comparison with an experimental group. In this
case, any observed changes could be the result of
some other variable. For example, suppose we did
not have a control group in our study of the effects
of bibliotherapy on depression in addition to anti-
depressants. Even though the experimental group
showed decreases in depression, perhaps this was
not at all due to bibliotherapy. Maybe it was due
to being on an antidepressant for a longer period of
time. Or maybe it was due to talking to someone
on the phone (albeit briefly) once a week. Without
a control group that also experienced these other
events, one can never be sure. In short, when extra-
neous variables are not controlled or cannot be
shown to exist equally in experimental and control
groups, these variables may confound the results.
We shall see later that sometimes in studies of
therapy eftectiveness, one group of patients receives
a new form of therapy. A second group of patients
is matched with the therapy group (or patients are
randomly assigned to the two groups) and then
assigned to a waiting list. The assumption is that
the only difference between the waiting-list sub-
jects and the therapy subjects is that the latter
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Laboratory experiments often have high internal validity.

received therapy and the former did not. Therefore,
the study is internally valid. But is it really? Experi-
ence has shown that subjects who go on a waiting
list do not always fail to receive help. Instead, they
often seek help from a doctor, a minister, wise
counsel from a friend, or some other type of sup-
port. Thus, any improvement shown by the ther-
apy group may be confounded by the informal help
received outside therapy by subjects on the waiting
list. Therefore, the fact that the therapy group
improved no more than did the waiting-list group
does not necessarily mean that the therapy inter-
vention was ineffective. It may only mean that
both groups received some form of intervention.
Another factor that detracts from internal valid-
ity involves expectations. When either the investiga-
tor or the participant expects a certain outcome,
that very outcome may be produced. It is not the
experimental manipulation that causes the out-
come; it is the expectations. This phenomenon is
called a placebo effect. For example, people have been
known to behave in a drunken manner when they
believe that the situation calls for such behavior

copyright Robin Nelson/PhotoEdit

even when they have not been drinking alcohol
but only thought they were. Patients have been
known to report that therapy has helped them
when objectively they did not seem any better.
Because the therapist has devoted so much time
to them, they feel they must be better!

In other cases, experimenters have been known
to unwittingly produce the very responses they
expected to get. Perhaps they acted in subtle ways
that encouraged their patients to behave in the
“proper” fashion. This is especially likely to happen
when the experimenter knows who are the experi-
mental subjects and who are the control subjects.
Clinicians have been known on occasion to
“unconsciously” give a patient a little extra time
on a test item simply because they expected the
patient to do well.

To avoid the effects of experimenter or
participant expectations, studies commonly use a
double-blind procedure. Here, neither participant nor
experimenter knows what treatment or procedure
is being used. For example, if an investigator is
interested in studying the effects of two drugs, the
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person dispensing the drug does not know which is
which. Nor can the participant tell because the two
kinds of pills are identical in size, shape, color,
weight, texture, taste, and so on.

Matching, random assignment of participants
to experimental and control groups, use of control
groups, and double-blind procedures are all meth-
ods of helping ensure that experiments display some
degree of internal validity.

External Validity. When it is discovered that the
results of an experiment cannot be generalized
beyond the narrow and exact conditions of the
experiment, the research does not show external
validity. If our depression study results apply only to
that specific primary care clinic, there is a problem. In
fact, most experimental research is done with the
hope of generalizing the results beyond the confines
of the immediate setting. Actually, it can be very
difficult to determine the external validity of a
given study. All too often, results produced in the
laboratory cannot be reproduced in real-life settings.
The worst mistake is merely to assume that because
certain results were produced in situation A, they
will automatically occur in situation B. Although
laboratory experimental research usually allows bet-
ter control of variables, its “artificial” nature may
prevent wide generalization.

Analog Research. The question of generalization
of results is particularly salient for analog studies—
studies that are conducted in the laboratory,
where control is easier to exert, but whose condi-
tions are said to be “analogous” to real life. Most
often, they are used to highlight the nature of psy-
chopathology or therapy. For example, when
Watson and Rayner (1920) tried to show how Little
Albert could learn to be phobic for white rats, they
were constructing an analog of the way they
thought real-life phobias were acquired (see
Box 4-1). As another example, some researchers
study the correlates and effects of depression by
inducing depressive mood in non-depressed partici-
pants through the use of traditional mood induction
techniques (e.g., reading text that has been shown
to increase levels of dysphoria) or of slides and music

that induce certain mood states. These techniques
presumably create a depressive state analogous to
that seen in clinical depression.

In one sense, almost all experimental studies are
analog studies. But when severe practical or ethical
constraints prevent us from creating real-life condi-
tions, we must turn to analog situations. The
advantage of analog studies is that better internal
validity is possible because of the superior control
we can exert in the laboratory. The Achilles heel of
the method is the degree of similarity between the
analog and the real thing. For example, suppose we
decide to study the role of failure in creating
depression within adolescents. We do not want to
study adolescents with genuine depression for sev-
eral reasons. First, it is difficult to get a large-enough
sample who have similar backgrounds and who are
equally depressed. Second, would it really be ethical
to subject such adolescents to a strong, significant
failure experience and thereby risk plunging them
even deeper into depression? This, by the way,
illustrates a real dilemma with analog research. If
our experimental manipulations are truly effective,
they may be harmful (and therefore unethical). If
they are mild, the research becomes trivial and has
little external validity. Given the foregoing ethical
constraints and the fact that analog conditions will
allow us to control the degree and kind of failure,
the nature of the participants, and so on, the use of
analog studies can become an attractive alternative.

But when we use analog procedures, we may
pay a price. For example, in the previous hypothet-
ical experiment, how do we know that our parti-
cipants are really the same as participants
professionally diagnosed as depressed? Perhaps the
adolescents are recruits from a local school district
whose only claim to being depressed is a score
above some cutoft point on a questionnaire that
purports to measure depression. They are not dinical
cases of depression. In addition, we have no assur-
ance that an experience of failure on a problem in a
laboratory setting is at all the same as a “real” failure
in the everyday life of a person with depression.

Some have urged the use of animals for
research because they do not present some of the
methodological problems that exist in research with
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humans. We can exert nearly perfect control over
animals. We can control their diets, living condi-
tions, and even genetic background. We can be so
much more intrusive in the lives of animals. Because
animals generally have shorter life spans, phenom-
ena that may take years to study in humans can be
studied in a few months with, say, rats. Further,
there are a number of “naturally” occurring behav-
ior disorders (e.g., aggression, mood disorders,
hyperactivity, eating disorders) commonly seen in
veterinary practice that appear to be relevant to
the field of psychopathology (Aldelda & Joel,
2011). Some even argue for the relevance of animal
research to personality traits (e.g., Canli, 2006;
Pawlak, Ho, & Schwarting, 2008). But again,
exactly how similar is animal behavior to human
behavior? Perhaps similar enough in certain
instances, but in others, not at all.

In the final analysis, analog research is impor-
tant and can be quite enlightening. But we can
never afford to completely relinquish our skepti-
cism when we employ it.

A Closing Note. In closing this section on exper-
imental methods, it is important to note that not
everyone 1is enamored with these traditional
approaches. For example, many years ago, Cattell
(1965) critiqued the so-called bivariate research
strategy. This is a hallowed method, going all the
way back to Pavlov and Wundt, in which only two
variables are studied at once. The investigator
manipulates an independent variable and then
observes its effects on the dependent variable. For
example, the experimenter induces in participants
the belief that they lack personal control over the
onset of electric shock (independent variable). The
question is, what happens to the participant’s anxi-
ety level as measured by the galvanic skin response
(dependent variable)? If the focus is on anxiety, it
may become necessary to carry out thousands of
such bivariate studies to determine how people
become anxious. The experimenters must vary
measures of anxiety, the nature of the stimulus,
and the presence of preexisting personality traits
that may affect the nature of the participants’
responses. If experimenters vary one condition at

a time in study after study, they are left with a
piecemeal view of the human being. Putting the
results of all these bivariate studies together can be
worse than trying to put Humpty Dumpty together
again. And because the study is looking at anxiety
in isolation from other variables, such as compe-
tence and adjustment, the results offer no sense of
how these variables might affect anxiety.

As a consequence, some have advocated the
use of a multivariate strategy. Here, the experimen-
ters use a variety of measures on the same person
but do not exert much in the way of control. This
is a common approach in the study of child and
adolescent psychopathology. Researchers may use
questionnaire data, life records, observation, and
so on. Such data can be correlated and factor ana-
lyzed. Because the method can focus on naturally
occurring phenomena and can deal with numerous
variables simultaneously, many regard it as a super-
ior strategy. However, this method, like other cor-
relational approaches, also has its limitations (e.g.,
costs, time, and access to participants).

Single-Case Designs

Single-case designs are an outgrowth of behavioral and
operant approaches. They bear similarities to both
experimental and case study methods. For example,
an experimenter measures a subject’s behavior under
several conditions and in this sense is employing a
method akin to experimental techniques. But the
focus is on the responses of one participant only.
Such research usually begins by establishing a base-
line. Here, a record is made of the participant’s
behavior prior to any intervention—for example,
the number of anxiety attacks per week. After a reli-
able baseline has been established, an intervention is
introduced. The effects of this intervention are then
determined by comparing the baseline level of
behavior with the postintervention level. Single-
case designs are often used to study the effectiveness
of a therapeutic method.

Single-case studies allow the experimenter to
establish cause—eftect relationships. More than that,
they provide a method of studying clinical behavior
(especially therapy methods) that does not require the
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withholding of treatment by assigning certain partici-
pants to control groups or waiting lists. Some have
argued that studies that withhold treatment from
some clients, although representing good science,
are potentially unethical because they may deprive
people of hope for relief. Even though the therapy
to be used may be unproved—and even though
some assert that, in the interests of the ultimate good
of many people, science must deprive a few of the
possibility of improvement—the specter of ethics
still lurks in the background. Single-case designs, in
contrast, do include periods of treatment for all.
Another practical reason for using single-case
designs is that it is often extremely difficult in clinical
settings to find enough participants for matching or
random assignment to control groups. Single-case
studies reduce the numbers needed. Also, some
have argued that most research generalizes findings
based on mean scores. Consequently, the results may
not really apply to or characterize any one case.
Single-case designs sidestep such problems.

The ABAB Design. The ABAB design permits
measurement of a treatment’s effectiveness by sys-
tematic observation of changes in the participant’s
behavior as treatment and no-treatment conditions
alternate. It is called the ABAB design because the

initial baseline period (A) is followed by a treatment
period (B), a return to the baseline (A), and then a
second treatment period (B).

A good illustration of the ABAB single-case
approach is the study of Thomas, a 4-year-old
boy diagnosed with autism spectrum disorder
(Crozier & Tincani, 2007). The goal of this study
was to assess whether a particular intervention,
Social Stories, would help Thomas sit at the morn-
ing circle, attend to the teacher, and participate in
songs and stories each morning at his preschool.
Thomas was prone to roam around the classroom
and spend little time at the circle each morning. For
Thomas, the Social Story procedure involved a
researcher reading a tailored script to him while at
an empty table on the side of the room before circle
time. The script involved Thomas sitting at circle
time, attending to the teacher, and participating.
The target behavior that was coded was sitting
appropriately at the circle and not engaging in
activities that were not part of the circle time.

Figure 4-5 shows for each observation session
the percentage of time that Thomas exhibited the
desired target behavior. As can be seen, at the first
baseline before any intervention Thomas spent on
average only about 16% of the time sitting appro-
priately at the circle. Note that the sitting time for
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FIGURE 4-5 Thomas: Using Social Story intervention to improve sitting at circle time appropriately.

SOURCE: Crozier, S., & Tincani, M., “Effects of Social Stories on prosocial behavior of preschool children with autism spectrum disorders,”
Journal of Autism and Developmental Disorders, 37, (fig 1, p. 1809). Copyright © 2007 by Springer. Reprinted with permission.
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session six is very high (70%); this day Thomas was
taking an asthma medication that was sedating and
this likely influenced his behavior. During the first
treatment period (Social Story), we see that
Thomas’s time sitting at circle increased dramati-
cally. During the reversal period (the second base-
line period), his percentage of time sitting at circle
decreased dramatically. When treatment was rein-
troduced (Social Story), his behavior once again
improved. The reversal period was inserted
between the two treatment periods to enable the
investigators to demonstrate a causal relationship
between the intervention and Thomas’s behavior.

One difficulty with the ABAB procedure is
that withdrawing treatment could pose some
ethical problems. However, the seriousness of this
issue depends on the specific targeted behaviors
involved. For example, withdrawing a treatment
that markedly reduces serious self~-harm in a child
might be seen as unethical and unnecessary.

Multiple Baseline Designs. In some cases, it is
impossible to use a reversal period. As we have
noted, there may be ethical constraints. Also, in
clinical research settings, therapists may be unwill-
ing to have their clients reexperience situations that
could reinstate the very behaviors they are seeking
to eradicate. In such cases, investigators may use a
multiple baseline design. Here, two or more behaviors
are chosen for analysis. Perhaps an institutionalized
patient has severe problems behaving in a responsi-
ble manner. He does not take care of his room, fails
to follow good personal hygiene, or does not show
up on time for work assignments. Baseline data are
collected for his behavior in both personal and
work settings. Next, immediate rewards are intro-
duced whenever he behaves responsibly in personal
settings but not in work settings. Then, after a pre-
scribed period of time, measurements of behavior in
both settings are once again collected.

The last phase involves rewards for responsible
behavior in both settings. If responsible behavior
increases in the personal setting following reward
but not in the work setting when there is no
reward, it may be possible that some unknown
and uncontrolled factor other than reward is

operative. But if reward is then shown to enhance
responsible behavior in the work setting also, it
seems very unlikely that any factors other than
reward are involved. The use of dual baselines
gives investigators increased confidence in their
manipulations.

A study by Moras, Telfer, and Barlow (1993)
exemplifies a variant of the multiple baseline design.
Their study is noteworthy for several reasons. First,
they applied a single-case methodology to a treat-
ment that is not primarily behavioral (unlike most
applications of the single-case methodology).
Second, they targeted a clinical condition that is
common—coexisting generalized anxiety disorder
and major depression—yet complex because of
the myriad of presenting symptoms. Finally, they
were able to test the hypothesis that each form of
treatment used in the combined treatment (anxiety
control treatment and interpersonal psychotherapy
for depression) would affect specifically those
symptoms for which the treatment was originally
developed.

Box 4-4 presents Moras et al.’s (1993) descrip-
tions of Case 2, a man in his 30s suffering from both
generalized anxiety disorder and major depression,
as well as his weekly scores on self-report measures
of anxiety and depression throughout the treat-
ment. As can be seen, Case 2’s levels of anxiety
(BAI scores) and depression (BDI scores) were ele-
vated and clinically significant before treatment was
started (at baseline weeks 1 and 2). Anxiety control
treatment (ACT) was administered first for six ses-
sions, followed by an assessment interview (Asmt).
Next, interpersonal psychotherapy for depression
(IDT) was administered for six sessions, followed
by another assessment interview.

Several features of the results for Case 2 are
noteworthy. First, his anxiety scores did drop sig-
nificantly over the course of ACT. However, so did
his depression scores. Further, both depression and
anxiety scores appeared to drop (although not as
dramatically) during the IPT phase of treatment.
Moras et al. concluded that this combined form of
treatment (ACT and IPT) seems potentially effica-
clous for patients with generalized anxiety disorder
and major depression. However, contrary to the
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Box 4-4 Clinical Applications: The Treatment of Mixed Anxiety and Depression

Moras, Telfer, and Barlow (1993, p. 414) provided the
following description of Case 2:

The patient was a man in his mid-30s who had
three children (ranging in age from 4 to 12). He
worked full-time in a semiskilled position. His
complaints were “breaking down easy and cry-
ing a lot,” a “no care attitude,” feeling ner-
vous, and feeling like running from his job.
When asked about relationships in his life, he
said that he and his wife “seemed to be going
their own separate ways.” However, he then
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quickly negated the statement by saying
that they didn’t seem to be growing apart;
rather they seemed to be closer but more
independent.

The diagnosis based on two independent
structured diagnostic interviews was co-principal
Major Depression Episode (recurrent, moderate)
5 and GAD 5.

Following are the weekly scores produced by
Case 2 on the Beck Anxiety Inventory (BAI) and Beck
Depression Inventory (BDI).
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Weekly changes in Beck Anxiety Inventory (BAI; Beck, Epstein, & Brown, 1988) and Beck Depression Inventory (BDI;
Beck, Steer, & Garbin, 1988) scores for Case 2. (Ba1 = Baseline Week 1; Ba2 = Baseline Week 2; ACT = anxiety control
treatment; Asmt = assessment week; IPT = Interpersonal Psychotherapy of Depression treatment)

SOURCE: Moras, K., Telfer, L. A, & Barlow, D. H. (1993). Efficacy and specific effects data on new treatments: A case study strategy with mixed anxiety-
depression. Journal of Consulting and Clinical Psychology, 61, 412-420. Copyright © 1993 by the American Psychological Association. Reprinted with

permission.

original hypothesis, no evidence for differential and
specific impact of ACT on anxiety symptoms and
IPT on depressive symptoms was obtained.

This example is a good illustration of how the
single-subject design can be used to document the

efficacy of treatment (single or combined) for a
commonly occurring clinical condition. Further,
Moras et al., using a variant of the multiple baseline
design, were able to test a hypothesis regarding the
specificity of treatment effects.
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Of course, all these single-subject designs, by
definition, deal with one person. Can we generalize
what has been shown true of one person to an
entire population? As with case study methods,
the external validity of the results or attempts to
generalize about them can be problematic. But as
long as we are interested in one specific person or
are seeking evidence that will encourage us subse-
quently to initiate a full-blown traditional experi-
mental study, the method has great merit.

Mixed Designs

Experimental and correlational techniques are
sometimes combined into a mixed design. Here,
participants who can be divided into specific popu-
lations (e.g., schizophrenic vs. normal) are assigned
as groups to each experimental condition. In this
way, variables such as psychosis or normality are
not manipulated or induced by the investigator.
Instead, they are correlated with the experimental
condition.

Davison et al. (2004) provide an excellent
hypothetical example of how mixed designs work.
Suppose we decide to investigate the efficacy of
three forms of therapy (the experimental manipula-
tion). We do this by identifying psychiatric patients
who can be divided into two groups on the basis of
the severity of their illness (the classificatory vari-
able). Does effectiveness of treatment vary with
severity of illness? The results of this hypothetical
research are shown in Figure 4-6. Figure 4-6(b)
presents data obtained when the patients were
divided into two groups according to the severity
of their illness. Figure 4-6(a) shows how confused
we could become had patients not been divided
into two groups. When all patients are combined,
we find that treatment 3 produced the largest
improvement, and we are mistakenly led to believe
that this treatment is the best. But when we analyze
the data according to severity of illness, treatment 3
is not the preferred one for either group of patients.
Instead, as Figure 4-6(b) shows, for patients with
less severe problems, treatment 1 is desirable,
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FIGURE 4-6 Effects of three treatments on patients whose problems vary in degree of severity

SOURCE: From Abnormal Psychology, 7th ed., by G. C. Davidson and J. M. Neale, p. 117. Copyright © 1998 by John Wiley & Sons, Inc.

Reprinted by permission.
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whereas for those with more severe problems, treat-
ment 2 would be preferable.

Later in this book, it will become apparent that
there is no “best” therapy for all problems and all
people. There are only treatments that vary in their
effectiveness for different kinds of psychological
problems and different kinds of people. Mixed
designs can help us discern what is best for whom.
Of course, we must not forget that in mixed
designs, one of the factors (e.g., severity of illness)
is not manipulated, and this raises the kinds of
problems discussed earlier in the case of correla-
tional methods (Davison et al., 2004).

Strengths and Weaknesses of
Research Methods

As we have surveyed the various research methods
commonly used by clinical psychologists, a number
of strengths and weaknesses have been highlighted
for each. Table 4-4 summarizes major features of
these approaches, focusing on each method’s ability
to provide detailed information about a single case,
to exercise control over extraneous factors that
might influence the effect of interest (i.e., internal
validity), to generalize to other people or other
situations, and to make causal inferences. For exam-
ple, the experimental method, the single-case
design, and the mixed design all have high internal
validity. However, only the experimental method

and single-case design allow an investigator to make
causal inferences.

STATISTICAL VERSUS PRACTICAL
SIGNIFICANCE

After a statistic (e.g., a correlation coefficient) has
been calculated, it can be determined whether the
obtained number is significant. Traditionally, if it is
found that the obtained value (or a more extreme
value) could be expected to occur by chance alone
less than 5 times out of 100 (i.e., very rarely), it is
deemed statistically significant. Such an obtained
value is said to be significant at the .05 level, usually
written as p < .05. The larger the correlation, the
more likely it is to be significant. But when large
numbers of participants are involved, even relatively
small correlations can be significant. With 180 par-
ticipants, a correlation of .19 will be significant;
when only 30 participants are involved, a correlation
of .30 would fail to be significant.

Therefore, it is important to distinguish
between statistical significance and practical significance
when interpreting statistical results. The correlation
of .19 may be significant, but the magnitude of the
relationship is still quite modest. For example, it
might be true that in a study involving 5,000
second-year graduate students in clinical psychology

TABLE 44 Advantages and Limitations of Major Research Methods Used

in Clinical Psychology

Epidemiology/

Case Study Correlational Experimental Single-Case Mixed
Methods Methods Methods Designs Designs

Detailed +
information
Internally valid + + +
results
Externally valid + +
results
Can determine + +

causality
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gox 4-5 Graduate Student Perspective: Elizabeth A. Martin

Elizabeth A. Martin is a 5th-year, doctoral candidate in
clinical psychology at the University of Missouri. She
received her B.A. from the College of New Jersey and
M.A. degrees from the University of Pennsylvania and
the University of Missouri. Liz studies emotional and
cognitive processing in schizophrenia-spectrum disor-
ders and currently has a fellowship that funds her
investigation of controlled affective processing in this
population. After graduation, she hopes to earn a
tenure-track position at a research-focused academic
institution.

She provided the following insights regarding her
graduate school experience.

What has graduate school in clinical psychology been
for you?

| didn’t think time could move more quickly than it did
in undergraduate school until | experienced graduate
school. Days are so full of varied experiences—
research, classes, clinical work, teaching—that there is
no time to be bored!

What things have you least expected about graduate
school?

| did not expect that extremely busy, well-known,
respected professors would devote as much time into
cultivating my research career as they have. | have a
supportive group of mentors who have helped me with
everything from developing study ideas and running
participants to analyzing data and writing manuscripts.
I am very grateful to all of these people!

Has graduate school changed you? If yes, how so?
Graduate school has really made me a more critical
thinker. Now, | try to avoid taking most things at face
value. Also, my clinical experiences have made me
more aware of the difficulties that people face every
day and more empathetic to these plights.

Are your professional or research interests similar or
different now than they were when you started
graduate school?

Although the population and general subject matter
has remained the same, my research interests have
become refined as | have gone through graduate
school. From extensively reading the literature and
conducting studies of my own, | have developed a
program of research aimed at understanding a con-
struct | was actually unaware of when | started gradu-
ate school.

Looking back, what activities or experiences were the
most important for you in your graduate school
program?

Academically, statistics courses have been vitally
important. Without the skills needed to organize,
analyze, and interpret data, the graduate school pro-
cess would have been even more difficult. Personally,
shared social experiences with fellow students have
helped me to survive exceptionally stressful periods of
graduate school.

Any additional hints for those trying to make it
through graduate school in clinical psychology?

| think that a successful graduate student is one who is
proactive in pursuing his or her professional goals from
the first day in the program. If a student is unsure of
his or her professional goals, | suggest actively seeking
out opportunities that may help to refine these goals.
Waiting around for things to happen or for people to
do things for you is not a successful strategy or one
that will make others, including yourself, happy.

Elizabeth Martin

Elizabeth Martin
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across the nation, there is a correlation of .15
between their GRE scores and faculty ratings of aca-
demic competence. Even though the relationship is
not a chance one, the actual importance is rather
small. Most of the variance in faculty ratings is due
to factors other than GRE scores. In some cases, a
correlation of .15 may be judged important, but in
many instances, it is not. At the same time, we
should remember that accepting significance levels
of .05 as non-chance represents a kind of scientific
tradition, but it is not sacred. Other information
may persuade us, in certain cases, that significance
levels of .07 or .09, for example, should be taken
seriously.

RESEARCH AND ETHICS

In Chapter 3, we discussed some of the ethical issues
involved in the practice of clinical psychology.
Research also involves important ethical considera-
tions. Like patients, research participants have rights,
and investigators have responsibilities to them. In
2002, the American Psychological Association
published an expanded and updated set of ethical
standards for research with human participants
(American Psychological Association, 2002; and an
amended version in 2010). We ofter only a briet over-
view here. These standards require that investigators:

1. Plan and conduct research according to rec-
ognized standards of scientific competence and
ethical principles. Psychologists must gain
approval, if required by institutions, before
conducting research.

2. Obtain informed consent from participants in
research. Inform them of the research proce-
dures, their right to withdraw, potential risks or
discomforts, possible benefits, limits to confi-
dentiality, incentives for participation, and
whom to contact for questions about partici-
pation and participants’ rights.

3. Use deception as part of their procedures only
when it is not possible to use alternative
methods.

4. Take great care, in offering inducements for
research participation, that the nature of the
compensation (such as professional services) is
made clear and that financial or other types of
inducements are not so excessive as to coerce
participation.

5. Do not fabricate data and give proper credit to
others for their contributions. Discuss publica-
tion authorship early in the research process,
and base authorship on the relative contribu-
tions of the individuals involved.

6. Inform research participants of the anticipated
use of the data and of the possibility of sharing
the data with other investigators or any unan-
ticipated future uses.

7. Provide participants with information at the
close of the research to erase any misconcep-
tions that may have arisen.

8. Treat animal subjects humanely and in accor-
dance with federal, state, and local laws as well
as with professional standards.

Several of these points warrant further comment.

Informed Consent. Good ethical practice and
legal requirements demand that participants give
their formal informed consent (usually in writing)
prior to their participation in research. Researchers
inform the participants of any risks, discomforts, or
limitations on confidentiality. Further, researchers
inform the participants of any compensation for
their participation. In the process, the researcher
agrees to guarantee the participant’s privacy, safety,
and freedom to withdraw. Unless participants know
the general purpose of the research and the proce-
dures that will be used, they cannot fully exercise
their rights. Box 4-7 presents an example of a con-
sent form that was used in one of the author’s
research projects. Different consent forms from
other investigators and institutions will vary in the
language that is used and, possibly, the points that
are emphasized. However, most consent forms
would be expected to contain the basic features in
this example.
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Box 4-6 Who Should Be Studied?

For some time, clinical psychologists conducting
research have been criticized for primarily using sam-
ples of convenience. Typically, the criticism has focused
on the use of college undergraduates in analog
research. However, over the past few decades, a great
deal of concern has been expressed over the relative
lack of research using women, youth, and/or ethnic
minority participants. Specifically, some feel that too
many studies use samples composed predominantly of
adult White males. Some feel that the conclusions
reached regarding psychological problems and their
treatment may not be valid for women, youth, or for
people of color.

Not only have these concerns heightened clinical
scientists’ awareness of these issues but more formal

requirements for those studies supported by U.S.
government funds are now in place. The National
Institutes of Health (NIH) now has a policy regarding
the inclusion of women, youth, and members of
minority groups in all studies involving human
participants.

Specifically, these groups must be represented
in NIH-supported projects unless a clear and com-
pelling rationale establishes that inclusion is inap-
propriate with respect to participants’ health or to
the purpose of the study. In this way, major research
projects can address whether the general conclusions
reached for men, adults, or for White participants
also hold for women, youth, and for members of
minority groups.

Confidentiality. Participants’ individual data and
responses should be confidential and guarded from
public scrutiny. Instead of names, code numbers are
typically used to protect anonymity. While the
results of the research are usually open to the pub-
lic, they are presented in such a way that no one
can identify a specific participant’s data. Finally,
clinical psychologists must obtain consent before
disclosing any confidential or personally identifiable
information in the psychologist’s writings, lectures,
or presentations in any other public media (e.g., a
television interview).

Deception. Sometimes the purpose of the
research or the meaning of a participant’s responses
is withheld. Such deception should be used only
when the research is important and there is no
alternative to the deception (i.e., when study infor-
mation beforehand might compromise participants’
data). Deception should never be used lightly.
When it is used, extreme care must be taken that
participants do not leave the research setting feeling
exploited or disillusioned. It is important that care-
ful debriefing be undertaken so that participants are
told exactly why the deception was necessary. We
do not want participants’ levels of interpersonal
trust to be shaken. Clearly, it is very important

how we obtain informed consent when deception
is involved.

An example of the need for deception in a
study might be an experiment in which it is pre-
dicted that the viewing of gun magazines (or other
materials associated with potential violence) will
lead to increased scores on a questionnaire measur-
ing hostility. All participants are told that the exper-
iment is one focusing on short-term memory, and
they will be completing a memory task on two
occasions separated by a 15-minute waiting period
during which they will be reading magazine arti-
cles. All participants first complete baseline measures
(including the hostility questionnaire). Next, all
participants complete a computer-administered
memory task. During the waiting period, the
experimental group is told to read selections from
a gun magazine that is made available in the lab; the
control group is told to read selections from a
nature magazine (neutral with regard to violent
imagery). All participants later complete the
computer-administered memory task again. Finally,
all participants complete the battery of self-report
instruments a second time.

We are not so much interested in the viability
of this hypothesis as we are in the need for some
deception in the experiment. As you can see, to tell
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Box 4-7 Sample Consent Form

Development of Personality Features
Consent Form
Code

Consent to Serve as a Participant in Research Study

| consent to participate in the study “Development of Personality Features” sponsored by the Psychology
Department at the University of Missouri and conducted under the direction of Timothy J. Trull, Ph.D. This
research project is aimed at assessing how personality features develop in young adults.

| understand that the study will involve the following procedures: (1) At Time 1 (study entry), | will be asked
a number of questions, some of which may be extremely sensitive or upsetting, concerning various personal
problems that | might have experienced as well as personal problems my biological parents may have experienced
(e.g., depression, suicidal feelings, child abuse). | understand that | will also complete a computerized interview
and will be given two interview questionnaires that allow the researcher to develop a psychological profile. |
understand that these interviews will be audiotaped. Only project staff will have access to these audiotapes, and
these tapes will be erased at the end of the project. For my participation at Time 1, which should take a total of
about 4 hours, | will be compensated $35.00 for my time and efforts.

(2) At Time 2 (2 years later), | will be asked a number of questions, some of which may be extremely sensitive
or upsetting, concerning various personal problems that | might have experienced as well as personal problems
my biological parents may have experienced. | understand that | will also complete a computerized interview and
will be given two interview questionnaires that allow the researcher to develop a psychological profile. For my
participation at Time 2, which should take a total of about 4 hours, | will be compensated $35.00 for my time and
efforts. Therefore, if | participate in all aspects of this study (i.e., at Time 1 and at Time 2), | will receive a total of
$70.00. | also understand that | may be contacted at some point in the future and asked to provide follow-up
information. | understand that | am under no obligation to participate at that time and | may at any time
withdraw and request that | not be asked to participate in the future.

| understand that all possible steps have been taken to assure my privacy. | understand that the project staff
will code the results of this research in such a manner that my identity will not be attached physically to the
information | contribute. The key listing my identity and participant code number will be kept separate from the
information in a locked file accessible only to the project staff. This key will be destroyed at the conclusion of the
research project. Although the researchers do not know at this point when additional follow-ups may be
attempted, the project will be concluded within 15 years' time. | also understand that these identifiers will be
preserved for the duration of the project unless | request otherwise. | understand that | may contact the project
director at any time and request that all identifiers that link my identity to the information | have contributed be
destroyed. If requested, all data | have contributed and all identifying information will be destroyed by the
project director (Dr. Trull).

| realize that the purpose of this project is to examine the relations between certain variables in groups of
individuals and not to evaluate the responses of a particular individual. | also understand that responding to
some of the questions about personal problems, feelings, and behavior as well as about problems my biological
parents may have experienced may cause discomfort because of their sensitive nature.

| understand that in the unlikely event that | am found to be suicidal or an imminent threat to someone
else, the appropriate authorities will be contacted. Also, if | divulge information indicating that | am aware of
possible ongoing child abuse or information raising the suspicion of ongoing child abuse, appropriate authorities
will have to be notified. | understand that, although remote, it is possible that the information | contribute may
be subject to subpoena.

I understand that participation is voluntary, that there is no penalty for refusal to participate, and that | am
free to withdraw my consent and discontinue my participation before | complete the session. | also understand
that | may refuse to answer any individual questions without penalty. In the event that | elect to discontinue
participation, | understand that | will not receive any compensation and that any information | have contributed
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Name (Print)

at any time to the study that is linked to me individually in any way will be destroyed. My name or any other
identifiers also will be removed completely from the records.

If at any time | have questions about any procedures in this project, | understand that | may contact the
project director, Timothy J. Trull, Ph.D., at 123-456-7890. For additional information regarding human participa-
tion in research, please feel free to contact the Campus IRB office at (123) 098-7654.

Signature

Student Number

Date

the participants the real purpose of the experiment
would likely influence their responses to the ques-
tionnaires (especially to the one measuring hostil-
ity). Therefore, the investigator might need to
introduce the experiment as one that is focusing on
short-term memory.

Debriefing. Because participants have a right to
know why researchers are interested in studying
their behavior, a debriefing at the end of the research
is mandatory. It should be explained to participants
why the research is being carried out, why it is impor-
tant, and what the results have been. In some cases, it
is not possible to discuss results because the research is
still in progress. But subjects can be told what kinds of
results are expected and that they may return at a later
date for a complete briefing if they wish.

Fraudulent Data. It hardly seems necessary to
mention that investigators are under the strictest
standards of honesty in reporting their data.
Under no circumstances may they alter obtained
data in any way. To do so can bring charges of
fraud and create enormous legal, professional, and
ethical problems for the investigator. Although the
frequency of fraud in psychological research has so
far been minimal, we must be on guard. There is no
quicker way to lose the trust of the public than
through fraudulent practices.

The complete APA Ethical Principles and
Code of Conduct (2002), including the principles
relevant to conducting research, can be accessed
through Web site 4-1 at the end of this chapter.

CHAPTER SUMMARY

Clinical psychologists use a wide variety of research
methods to test theoretical propositions about
human behavior. Research also leads to modifica-
tion of theories in a type of feedback-loop system.
Observational methods range from unsystematic
and naturalistic observation, where little if any situ-
ational control can be exerted by the scientist, to

more controlled forms of observation in which the
researcher controls to some degree the situation in
which the target behavior will be observed.

The case study method is a form of controlled
observation that involves the intensive study and
description of one person in treatment. Case studies
document rare or unusual conditions or events, help
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disconfirm theories or explanations believed to apply
to everyone, and facilitate the generation of hypoth-
eses. However, case study methods typically do not
result in universal laws or principles applicable to all
and cannot lead to cause—effect conclusions.

Epidemiological methods are used to estimate
the prevalence and incidence of a disorder or con-
dition in the population. These methods also enable
us to identify risk factors.

Correlational methods assess and quantify the
relations between variables; this may stimulate
ideas or theories about causal relations among vari-
ables. However, correlation is a necessary but not
sufficient indicator of causation, which can only be
established through experimental methods.

Cross-sectional designs involve an examination
of participants at one point in time, whereas longitu-
dinal designs evaluate the same participants over a
period of time. Longitudinal studies allow scientists
to evaluate time-order relationships among factors
that vary together and help address third-variable
explanations of observed relations. Unfortunately,
longitudinal studies are time-intensive and expensive
and are conducted less frequently than cross-
sectional studies.

The experimental method is powerful because it
enables scientists to evaluate cause—effect questions
and to exert control over a number of potentially
important factors that affect the behavior in question.
Internal validity refers to the degree to which, based
on the design of the experiment, we can be confi-
dent that the manipulation of the independent
variable affected the dependent variable. External
validity refers to the extent to which the results of
the experiment are generalizable to other, preferably
“real-world,” conditions. In some instances, for
practical or ethical reasons, it is not possible to con-
duct experiments on real-life problems. In these
cases, analog studies may be used.

An important variant of the experimental and
case study methods is the single-case design (e.g.,
ABAB design, multiple baseline design). The
mixed design combines features of the correlational
and experimental methods and helps us evaluate
which interventions are best for whom. Finally, a
number of ethical considerations are involved in
conducting research, including obtaining informed
consent, assuring confidentiality, using deception
appropriately, providing debriefing information,
and protecting against fraud.

KEY TERMS

ABAB designs Single-case designs that observe
systematic changes in the participant’s behavior as
the treatment and no-treatment conditions alter-
nate. The initial baseline period is followed by a
treatment period, a treatment reversal period, and
a second treatment period.

analog study A study conducted in the laboratory
under conditions that are purportedly analogous to
real life.

between-group designs Designs in which two
or more separate groups of participants each
receive a different kind of treatment.

case study method A research method consisting

of the intensive description or study of one person
(usually a client or patient who is in treatment).

confidentiality In research on human subjects,
the principle of protecting individual participants’
data from public scrutiny.

confound A situation in which extraneous
variables are not controlled or cannot be shown to
exist equally in one’s experimental and control
groups. When there is a confound, one cannot
attribute changes in the dependent variable to the
manipulation of the independent variable.

control group The group in an experimental
design that does not receive the treatment of
interest. In the perfect experimental design, the
experimental and control groups are similar on all
variables except the treatment variable.
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controlled observation A research method
similar to naturalistic observation in which care-
fully planned observations are made in real-life
settings, except that the investigator exerts a
degree of control over the events being observed.

correlation coefficient A statistic (usually sym-
bolized by ) that describes the relationship between
two variables. rranges between —1.00 and +1.00; its
sign indicates the direction of the association, and its
absolute value indicates the strength.

correlation matrix An array that displays the
correlations between all possible pairs of variables
in the array.

correlational methods Statistical methods that
allow us to determine whether one variable is
related to another. In general, correlational
methods do not allow us to draw inferences about
cause and effect.

cross-sectional design A research design that
compares different groups of individuals at one
point in time.

debriefing In research on human subjects, the
legal requirement that researchers explain to
participants the purpose, importance, and results of
the research following their participation.

deception Deception is sometimes used in
research when knowing the true purpose of a
study would change the participants’ responses or
produce non-veridical data.

dependent variable The variable in an experi-
mental design that is measured by the investigator.

double-blind procedure A procedure for cir-
cumventing the effects of experimenter or parti-
cipant expectations. In a double-blind study,
neither the participant nor the experimenter
knows what treatment the participant is receiving
until the very end of the study.

epidemiology The study of the incidence,
prevalence, and distribution of illness or disease in
a given population.

expectations What the investigator or the
research participant anticipates about the experi-
mental outcome.

experimental group The group in an experi-
mental design that receives the treatment of
interest.

experimental hypothesis The theory or propo-
sal on which an experimental study is based.
Often, the hypothesis predicts the effects of the
treatment administered.

experimental method A research strategy that
allows the researcher to determine cause-
and-eftect relationships between variables or
events.

external validity An experiment is considered
externally valid to the extent that its results are
generalizable beyond the narrow conditions of the
study.

factor The hypothesized dimension underlying an
interrelated set of variables.

factor analysis A statistical method for examining
the interrelationships among a number of variables
at the same time. This method uses many separate
correlations to determine which variables change
together and thus may have some underlying
dimension in common.

fraudulent data Data that are fabricated, altered,
or otherwise falsified by the experimenter.

incidence The rate of new cases of a disease or
disorder that develop within a given period of
time. Incidence figures allow us to determine
whether the rate of new cases is stable or changing
from one time period to the next.

independent variable The variable in an
experimental design that is manipulated by the
investigator.

informed consent In research on human sub-
jects, the legal requirement that researchers
inform potential participants about the general
purpose of the study, the procedures that will be
used, any risks, discomforts, or limitations on
confidentiality, any compensation for participa-
tion, and their freedom to withdraw from the
study at any point.

internally valid An experiment is considered
internally valid to the extent that the change in the



126 CHAPTER 4

dependent variable is attributable to the manip-
ulation of the independent variable.

longitudinal design A research design that
compares the same group of individuals at two or
more points in time.

matching A term used when research participants
in the experimental and control groups are
“matched” or are similar on variables (e.g., age,
sex) that may affect the outcome of the research.

mixed designs Research designs that combine
both experimental and correlational methods. In
this design, participants from naturally occurring
groups of interest (e.g., people with panic disorder
and people with social phobia) are assigned to each
experimental treatment, allowing the experimen-
ter to determine whether the eftectiveness of the
treatments varies by group classification.

multiple baseline designs Designs used when it is
not possible or ethical to employ a treatment reversal
period. In this design, baselines are established for two
(or more) behaviors, treatment is introduced for one
behavior, and then treatment is introduced for the
second behavior as well. By observing changes in each
behavior from period to period, one may draw
conclusions about the effectiveness of the treatments.

naturalistic observation A research method in
which carefully planned observations are made in
real-life settings.

placebo effect The case where the expectations
for the experimental manipulation cause the
outcome rather than (or in addition to) the
manipulation itself.

prevalence The overall rate of cases (new or old)
within a given period of time. Prevalence figures

allow us to estimate what percentage of the target
population is affected by the illness or disorder.

retrospective data Data based upon people’s
reports of past experiences and events.

risk factor A variable (e.g., demographic, envi-
ronmental) that increases a person’s risk of
experiencing a particular disease or disorder over
his or her lifetime.

scatterplot A visual representation of the relation-
ship between two variables. The scatterplot consists of
an x-axis (labeled to reflect one variable), a y-axis
(labeled to reflect the other variable), and a number of
data points, each corresponding to one person’s scores
on both variables.

single-case designs Designs that focus on the
responses of only one participant. Usually, an
intervention is introduced after a reliable baseline
is established, and the effects of the intervention
are determined by comparing the baseline and
postintervention levels of behavior.

statistical significance Statistical values that would
not be expected to occur solely on the basis of chance.
By convention, a value is considered statistically
significant if it would be expected to occur by chance
alone fewer than 5 times out of 100.

third-variable problem The possibility that a
correlation between variables A and B is due to the
influence of an unknown third variable rather than
to a causal relationship between A and B.

within-group designs Designs in which the
same group of participants is compared at different
points in time (say, before and after a treatment is
administered).

WEB SITES OF INTEREST

To visit any of the following Web sites, go to
www.wadsworth.com and click Links.

4-1 APA Ethical Principles and Code of Conduct
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4-2 Research with Non-human Animals in
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Diagnosis and Classification
of Psychological Problems

FOCUS QUESTIONS

1. What are the advantages and disadvantages of
the three major definitions of abnormal behavior?

2. What is mental illness or mental disorder? Why
are mental disorder diagnoses important?

3. How was DSM-/V developed? Describe the five
diagnostic axes used for a DSM-IV diagnostic
formulation.
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Disability, Dysfunction, or Impairment
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4. How are diagnostic classification systems
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5. What is the diathesis-stress model of
psychopathology?
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Early Classification Systems
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The Case of Michelle M.
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The Value of Classification
CHAPTER SUMMARY

C linical psychology is usually thought of as an
applied science. Clinicians attempt to apply
empirically supported psychological principles to
problems of adjustment and abnormal behavior.
Typically, this involves finding successful ways of
changing the behavior, thoughts, and feelings of
clients. In this way, clinical psychologists reduce
their clients’ maladjustment or dysfunction or in-
crease their levels of adjustment.

Before clinicians can formulate and administer
they must first assess

interventions, however,

their clients’ symptoms of psychopathology and levels

=1

KEY TERMS
WEB SITES OF INTEREST

of dystunction or impairment. Interestingly, the pre-
cise definitions of these and related terms can be elu-
sive. Further, the manner in which the terms are
applied to clients is sometimes quite unsystematic.
Clinical psychology has moved beyond the prim-
itive views that defined mental illness as possession by
demons or spirits. Maladjustment is no longer consid-
ered a state of sin. The 18th and 19th centuries ushered
in the notion that “insane” individuals are sick and
require humane treatment. Even then, however,
mental health practices could be bizarre, to say the
least (see Figure 5-1). Clearly, clinical psychologists’

© Bettman/Corbis

FIGURE 5-1

In the 19th century, people were treated for depression by spinning them in a rotating chair.
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contemporary views are considerably more sophisti-
cated than those of their forebears. Yet many view
current treatments such as electroconvulsive therapy
(ECT) or transcranial magnetic brain stimulation
(TMS) with some skepticism and concern. Still others
may see the popularity of treatments using psychotro-
pic medications (e.g., antipsychotic, antidepressant,
antimanic, or antianxiety medications) as less than
enlightened. Finally, many forms of “psychological
treatment” (e.g., primal scream therapy, age regression
therapy) are questionable at best. All of these treatment
approaches and views are linked to the ways clinical
psychologists decide who needs assessment, treatment,
or intervention as well as the rationale for providing
these services. These judgments are influenced by the
labels or diagnoses often applied to people. In this
chapter, we take a critical look at some of clinical psy-
chology’s definitions and labels. In this way, perhaps
we can clarify some of the issues involved in their use.

To give you a better idea of the activities of
clinical psychologists who specialize in abnormal
behavior or psychopathology, we present a specific
example in Box 5-1. This profile describes the
work of a psychopathologist, a scientist who studies
the causes of mental disorders as well as the factors

that influence the development of mental disorders.

WHAT IS ABNORMAL BEHAVIOR?

Ask 10 different people for a definition of abnormal
behavior and you may get 10 different answers.
Some of the reasons that abnormal behavior is so
difficult to define are (a) no single descriptive feature
is shared by all forms of abnormal behavior, and
no one criterion for “abnormality” is sufficient; and
(b) no discrete boundary exists between normal
and abnormal behavior. Many myths about abnor-
mal behavior survive and flourish even in this age of
enlightenment. For example, many individuals still
equate abnormal behavior with (a) bizarre behavior,
(b) dangerous behavior, or (c) shameful behavior.

In this section, we examine in some detail three
proposed definitions of abnormal behavior: (a) sta-
tistical infrequency or violation of social norms, (b)
the experience of subjective distress, and (c) disabil-
ity, dysfunction, or impairment. We discuss the
pros and cons of each definition. Although each
of these three definitions highlights an important
part of our understanding of abnormal behavior,
each definition by itself is incomplete.

Statistical Infrequency or Violation
of Social Norms
When a person’s behavior tends to conform to pre-

vailing social norms or when this particular behavior is
frequently observed in other people, the individual is

The Case of Dmitri A.

Dmitri is now in the second grade. He is of average
height and weight and manifests no physical prob-
lems. He is somewhat aggressive and tends to bully
children smaller than himself. His birth was a normal
one, and although he was a bit slow in learning to
walk and talk, the deficit was not marked. The first
grade was difficult for Dmitri, and his progress was
slow. By the end of the school year, he was consid-
erably behind the rest of the class. However, the
school officials decided to promote him anyway.
They reasoned that he was merely a bit slow in
maturing and would “come around” shortly. They
noted that his status as an only child, a pair of
doting parents, a short attention span, and

aggressiveness were all factors that combined to
produce his poor school performance.

At the beginning of the second grade, Dmitri was
administered a routine achievement test on which he
did very poorly. As a matter of school policy, he was
referred to the school psychologist for individual test-
ing and evaluation. Based on the results of an intelli-
gence test, a test of adaptive functioning, a review of
his school records, and a social history taken from the
parents, the psychologist concluded that Dmitri suf-
fered from mental retardation. His IQ was 64 based on
a standard intelligence test. Further, a social maturity
index derived from parental reports of his social
behavior was quite low.
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not likely to come to the attention of mental health
professionals. However, when a person’s behavior
becomes patently deviant, outrageous, or otherwise
nonconforming, then he orshe is more likely to be cate-
gorized as “abnormal.” Let us consider some examples.

Both of these cases are examples of individuals
commonly seen by clinical psychologists for evalua-
tion or treatment. The feature that immediately char-
acterizes both cases is that Dmitri’s and Juanita’s
behaviors violate norms. Dmitri may be considered
abnormal because his IQ and school performance
depart considerably from the mean. This aspect of
deviance from the norm is very clear in Dmitri’s case
because it can be described statistically and with num-
bers. Once this numerical categorization is accom-
plished, Dmitri’s assignment to the deviant category
is assured. Juanita also came to people’s attention
because she is different. Her clothes, appearance, and
interests do not conform to the norms typical of girls
or women in her culture.

Advantages of This Definition. The definition of
abnormality in terms of statistical infrequency or viola-
tion of social norms is attractive for at least two reasons.

1. Cutoff Points: The statistical infrequency approach
is appealing because it establishes cutoff points that
are quantitative in nature. If the cutoft point on a
scale is 80 and an individual scores 75, the decision
to label that individual’s behavior as abnormal is
relatively straightforward. This principle of

statistical deviance is frequently used in the inter-
pretation of psychological test scores. The test

authors designate a cutoff point in the test manual,
often based on statistical deviance from the mean
score obtained by a “normal” sample of test-takers,
and scores at or beyond the cutoff are considered
“clinically significant” (i.e., abnormal or deviant).

2. Intuitive Appeal: It may seem obvious that those
behaviors we ourselves consider abnormal would
be evaluated similarly by others. The struggle to
define exactly what abnormal behavior is does
not tend to bother us because, as a U.S. Supreme
Court justice once said about pornography, we
believe that we know it when we see it.

Problems with This Definition. Conformity
criteria seem to play a subtle yet important role in
our judgments of others. However, although we must
systematically seek the determinants of the individual’s
nonconformity or deviance, we should resist the
reflexive tendency to categorize every nonconformist
behavior as evidence of mental health problems. Con-

formity criteria in fact have a number of problems.

1. Choice of Cutoff Points: Conformity-oriented
definitions are limited by the difficulty of estab-
lishing agreed-upon cutoft points. As noted pre-
viously, a cutoff is very easy to use once it is
established. However, very few guidelines are
available for choosing the cutoft point. For

The Case of Juanita L.

Martha seemed to have a normal childhood. She made
adequate progress in school and caused few problems
for her teachers or parents. Although she never made
friends easily, she could not be described as withdrawn.
Her medical history did not reveal any obvious signs of
physical problems. When Juanita entered high school,
changes began. She combed her hair in a very severe,
plain style. She chose clothing that was quite ill-fitting
and almost like that worn 50 years ago. She wore nei-
ther makeup nor jewelry of any kind. Although she
would have been hard to distinguish from the other
girls in her class earlier, she now stood out.

Juanita’s schoolwork began to slip. She spent
hours alone in her room reading the Bible. She also
began slipping notes to other girls that commented on

their immorality when she observed them holding
hands with boys, giggling, dancing, and so on. She
attended religious services constantly; sometimes on
Sundays she went to services at five or six separate
churches. She fasted frequently and decorated her
walls at home with countless pictures of Christ, reli-
gious quotations, and crucifixes.

When Juanita finally told her parents that she was
going to join an obscure religious sect and travel about
the country (in a state of poverty) to bring people
Christ’s message, they became concerned and took her
to a psychiatrist. Shortly afterward, she was hospital-
ized. Her diagnosis varied, but it included such terms as
schizophrenia, paranoid type; schizoid personality; and
schizophrenia, undifferentiated type.
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BOX 5-1

Clinical Psychologist Perspective: Kenneth J. Sher, Ph.D.

A psychopathologist is a scientist who studies how
mental disorders develop, as well as the causes (etiol-
ogy) of mental disorders. A relatively small, but very
productive, proportion of clinical psychologists who
conduct research call themselves psychopathologists.
Kenneth J. Sher is a prominent psychopathologist
whose research focuses on the etiology and develop-
ment of alcohol use disorders.

Dr. Sher is Curators' Professor of Psychological
Sciences at the University of Missouri—-Columbia. He has
well over 200 publications on issues related to alcohol
use disorders, methodology in psychopathology
research, and personality-psychopathology relations.
Dr. Sher has received multiple federal grants to support
his research, and he has received numerous awards
that acknowledge his scientific contributions.

Dr. Sher’s empirical work has evaluated many the-
ories of alcohol use (for example, tension reduction, self-
awareness), as well as factors that influence the devel-
opment of alcohol use disorders in “at-risk” subjects
(biological offspring of fathers diagnosed with alcohol-
ism). Dr. Sher is currently conducting two major pro-
spective studies. One assesses “at-risk” subjects at
regular intervals during their collegiate and young adult
years. For example, one of the studies from this large
project found that children of alcoholics (COAs) reported
a greater number of alcohol and drug problems, stron-
ger alcohol expectancies, greater behavioral undercon-
trol, and lower academic achievement than control
subjects who did not have a family history of alcoholism
(Sher, Walitzer, Wood, & Brent, 1991). Data from the
prospective phase of Dr. Sher’s study have been used to
evaluate a variety of theoretical models for how alcohol
problems and other forms of psychopathology develop
in children of alcoholics (e.g., Jackson & Sher, 2003). The
study has also been extremely informative in estimating
the degree that drinking during the college years is
related to drinking later in adulthood (Bartholow, Sher,
& Krull, 2003). A more recent prospective study has been
examining how individual difference variables like per-
sonality interact with environmental factors in deter-
mining the course of drinking in college. In addition, this
study explores how personality influences the types of
environments that individuals seek out and how, in turn,

these environments influence individuals with respect to
future drinking.

Dr. Sher responded to several questions we posed
concerning his background and interests, as well as his
predictions about future trends for clinical psychology
and psychopathology research.

What originally got you interested in the field

of clinical psychology?

I'm not really sure. Clinical psychology was the fourth
and final focus of my undergraduate studies. | arrived
at college with an interest in becoming a marine biol-
ogist. If the college had had any relevant courses when
| arrived (it was in the middle of Ohio), I'd probably be
a marine biologist today. After a brief stint as a com-
munications major (focusing on broadcast media),

| became a psychology major. At first, | was interested
in becoming a cognitive psychologist because nothing
seemed as fundamental a question as “What is
thought?” and “How do we think?” However, | found
the cognitive psychology of the time (early 1970s) to be
overly behavioral and philosophically barren (a far cry
from the current state of cognitive science).

My interest in clinical psychology gelled while
working as a research assistant for Mardi Horowitz, an
academic psychiatrist in San Francisco. There, | became
convinced that much can be learned about human
nature from an integrated research program including
clinical studies (which help to describe phenomena),
epidemiological investigations (which serve to establish
the extent and course of phenomena in the popula-
tion), and laboratory research (which can help test
specific hypotheses about underlying mechanisms).
Horowitz told me that going into clinical psychology
“would be the biggest mistake of my life”; he thought
I should go to medical school, and my mother, of
course, agreed. However, I've never once regretted my
choice—although having a lab on a marine research
vessel would have been nice too.

Describe what activities you are involved in as a clini-
cal psychologist, as well as your areas of expertise.

I am primarily a researcher. | conduct both laboratory
research on individual differences in alcohol effects and
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field studies of the course of substance use disorders in
young adults. | am particularly interested in the inter-
play of the person and the environment and how risk
for and protection from various “bad” outcomes unfold
over time in the developing human. Much of my time is
spent supervising graduate student research, analyzing
data, writing, and peer review (both scholarly articles
and grant reviews). I'd say my main expertise is in clini-
cal research methods, alcoholism, anxiety, and comor-
bidity research. | am also involved in a fair amount of
administrative activities in the Psychology Department
here and nationally. I've been very involved in profes-
sional societies such the American Psychological Associ-
ation, where | serve on the governing body (the Council
of Representatives) and accrediting body (the Commis-
sion on Accreditation); the Association for Psychological
Science, where I've chaired the committee that orga-
nizes their annual scientific meeting; and specialized
research societies like the Research Society on Alcohol-
ism. These outside service activities complement the
more academic responsibilities | hold at my university.

What are the future trends you see for clinical
psychology?

It is always hazardous to guess the future, but it is clear
that the role of the clinical psychologist as an indepen-
dent health care provider is diminishing as a function of
an oversupply of psychologists, competition from other
mental health providers, and managed care. However,
with challenges also come opportunities, and the
changing mental health scene could provide opportu-
nities for clinical psychologists to have great influence in
devising new treatment protocols, supervising treat-
ment staff, and developing behavioral health policies.
On the research front, clinical psychologists are uniquely
trained to bridge multiple disciplines and can serve as
leaders or important collaborators on a variety of
research initiatives in basic research in psychopathology
and health and in evaluating treatment outcomes.

What are the most promising areas for psychopathol-
ogy research?

Psychopathology is poised to have a number of impor-
tant new discoveries because of basic advances in allied

disciplines. For example, recent developments in neuro-
imaging (e.g., PET, fMRI) provide the tools to better
understand brain mechanisms underlying certain forms
of abnormal thought and behavior. The molecular
genetic revolution will permit us to discover genes that
contribute to various behavior disorders and, by helping
us understand how they work in the context of the
environment, should tell us much about the underlying
molecular biology as well as key environmental pro-
cesses. At present, many psychologists are defensive
about genetic research, fearing that it will trivialize or
marginalize basic research on behavior. | hold the
opposite view: Advances in genetics will permit us to
refine our notions about the role of non-genetic influ-
ences on behavior as well as the close interplay between
genes and environment. Also, advances in statistical
methodology and increased use of prospective data
(collected on individuals over long observation periods)
and ecological data (collected in the course of normal,
day-to-day activities) will help us to better understand
psychopathology in environmental and developmental
contexts.

© Psychology Dept., Univ. of Missouri at Columbia

Kenneth J. Sher
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PhotoDisc

Appearance or dress may violate social norms but does
not necessarily indicate abnormality or psychopathology.

example, in the case of Dmitri, is there some-
thing magical about an IQ of 64? Traditional
practice sets the cutoft point at 70. Get an IQ
score below 70 and you may be diagnosed with
mental retardation. But is a score of 69 all that
different from a score of 72? Rationally justifying
such arbitrary IQ cutoft points is difficult. This
problem is equally salient in Juanita’s case. Are
five crucifixes on the wall too many? Is atten-
dance at three church services per day acceptable?

2. The Number of Deviations: Another difficulty
with nonconformity standards is the number of
behaviors that one must evidence to earn the
label “deviant.” In Juanita’s case, was it just the
crucifixes, or was it the total behavioral config-
uration—crucifixes, clothes, no makeup or
jewelry, withdrawal, fasting, and so on? Had
Juanita manifest only three categories of unusual
behavior, would we still classify her as deviant?

3. Cultural and Developmental Relativity: Juanita’s
case, in particular, illustrates an additional point.
Her behavior was not deviant in some absolute
sense. Had she been a member of an excep-
tionally religious family that subscribed to radical
religious beliefs and practices, she might never
have been classified as maladjusted. In short,
what is deviant for one group is not necessarily
so for another. Thus, the notion of cultural rela-
tivity is important. Likewise, judgments can vary
depending on whether family, school officials,
or peers are making them. Such variability may
contribute to considerable diagnostic unreliabil-
ity because even clinicians’ judgments may be
relative to those of the group or groups to
which they belong. In addition, some behaviors
that may seem appropriate at one developmental
stage may appear inappropriate at another
developmental stage. When considering the
presence of psychopathology among youth, it is
important to consider whether a child’s behavior
is inappropriate as compared to same-aged peers,
or as compared to all peers.

Two other points about cultural and develop-
mental relativity are also relevant. First, carrying cul-
tural relativity notions to the extreme can place
nearly every reference group beyond reproach. Cul-
tures can be reduced to subcultures and subcultures
to minicultures. If we are not careful, this reduction
process can result in our judging nearly every behav-
ior as healthy. Second, the elevation of conformity
to a position of preeminence can be alarming. One is
reminded that so-called nonconformists have made
some of the most beneficial social contributions. It
can also become very easy to remove those whose
different or unusual behavior bothers society. Some
years ago in Russia, political dissidents were often
placed in mental hospitals. In America, it sometimes
happens that 70-year-old Uncle Arthur’s family is
successful in hospitalizing him largely to obtain his
power of attorney. His deviation is that, at age 70, he
is spending too much of the money that otherwise
will be eventually inherited by the family. Finally, if
all these points are not enough, excessive conformity
has itself sometimes been the basis for judging per-
sons abnormal!
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The Case of Cynthia S.

Cynthia has been married for 23 years. Her husband is a
highly successful civil engineer. They have two children,
one in high school and the other in college. There is
nothing in Cynthia’s history to suggest psychological
problems. She is above average in intelligence, and she
completed two years of college before marrying. Her
friends all characterize her as devoted to her family. Of all
her features, those that seem to describe her best include
her strong sense of responsibility and a capacity to get
things done. She has always been a “coper.” She can con-
tinue to function effectively despite a great deal of per-
sonal stress and anxiety. She is a warm person, yet not one
to wear her feelings or her troubles on her sleeve.

She recently enrolled in a night course at the local
community college. In that course, the students were

|u

asked to write an “existential” account of their inner-
most selves. The psychologist who taught the course
was surprised to find the following excerpts in
Cynthia’s account:

“In the morning, | often feel as if | cannot make it
through the day. | frequently experience headaches
and feel that | am getting sick. | am terribly frightened
when | have to meet new people or serve as a hostess
at a party. At times | feel a tremendous sense of sad-
ness; whether this is because of my lack of personal
identity, | don't know.”

What surprised the instructor was that none of
these expressed feelings were apparent from Cynthia’s
overt behavior. She appeared confident, reasonably
assertive, competent, in good spirits, and outgoing.

Subjective Distress

We now shift the focus from the perceptions of the
observer to the perceptions of the aftected individual.
Here the basic data are not observable deviations of
behavior, but the subjective feelings and sense of
well-being of the individual. Whether a person
feels happy or sad, tranquil or troubled, and fulfilled
or barren are the crucial considerations. If the person
is anxiety-ridden, then he or she is maladjusted
regardless of whether the anxiety seems to produce
overt behaviors that are deviant in some way.
Cynthia and Kwame are obviously two very
different kinds of people. Cynthia’s behavior is, in

a sense, quite conforming. Her ability to cope would
be cause for admiration by many. Yet she is unhappy
and conflicted, and she experiences much anxiety. A
clinical psychologist might not be surprised if she
turned up in the consulting room. Her friends, how-
ever, would likely be shocked were they to learmn
that she had sought psychological help.

In contrast, many of Kwame’s friends, associates,
and family members would be gratified if he were to
seek help because most of them have, at one time or
another, described him as sick. But Kwame is not at
odds with himself. He sees nothing wrong with
himself, and he would probably react negatively to

The Case of Kwame G.

In the course of a routine screening report for a
promotion, Kwame was interviewed by the per-
sonnel analyst in the accounting company for
which he worked. A number of Kwame’s peers in
the office were also questioned about him. In the
course of these interviews, several things were
established.

Kwame was a very self-confident person. He
seemed very sure of his goals and what he needed to
do to achieve them. Although hardly a happy-
go-lucky person, he was certainly content with his
progress so far. He never expressed the anxieties and
uncertainty that seemed typical of so many of his
peers. There was nothing to suggest any internal

distress. Even his enemies conceded that Kwame really
“had it together.”

These enemies started to become quite visible as
the screening process moved along. Not many people in
the office liked Kwame. He tended to use people and
was not above stepping on them now and then to keep
his career moving. He was usually inconsiderate and
frequently downright cruel. He was particularly insensi-
tive to those below him. He loved ethnic humor and
seemed to revel in his prejudices toward minority groups
and those women who intruded into a “man’s world.”
Even at home, his wife and son could have reported that
they were kept in constant turmoil because of his
insensitive demands for their attention and services.
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BOX 5-2

Focus on Professional Issues: Culture and Diagnosis

Culture has a significant impact on our thoughts
and the way we view ourselves and the world
around us, our experience and expression of emo-
tions, and our behavior. Therefore, culture should
be taken into account when a person is being eval-
uated for psychological problems, and mental
health professionals should be aware of their own
cultural biases as they evaluate those from other
cultures. What may be labeled as unusual or deviant
in one culture may not be considered as such in
another culture.

Consider the following case of Gusti A., a
34-year-old Indonesian man:

As a student he was often sick and he pondered
on life and why one suffered sickness and death.
He was puzzled as to the meaning of life and
death. He spent a lot of his time alone in his room
trying to solve these problems. Then he found he
could not sleep and his condition got worse, to
the point that he rarely went to classes or tried to
study or even bothered to look after himself
properly. His friends became concerned about his
condition and wondered if he was going mad.
Then one of his friends found him talking to
himself and thought he had finally gone crazy. His
friend took him home because he was frightened
something would happen to him if he were left
alone. His condition continued for over six
months, until he felt he really was mad. Then he
began to have strange experiences. One day he

was walking with a friend who suddenly collapsed
unconscious in front of him. Feeling a strong
desire to help his friend, Gusti A. reached out his
hand and placed it on the unconscious man’s head
and tried to transfer his energy to him. He then
instructed his friend to wake up, and he did.
Although he was not sure if his friend had recov-
ered as a result of his action or not, he tried to
test his ability to heal others. He also had various
premonitions which proved accurate, such as see-
ing in his mind an accident in front of the univer-
sity before it happened, and feeling worried
about his grandmother and shortly afterwards
discovering that she was seriously ill. As a result of
several such experiences he was finally convinced
that he did in fact possess special powers; fur-
thermore he knew that his grandfather, father
and his cousin had similar abilities. He began to
learn from books ... about spiritual healing and
then began to use his inner power ... to heal
people. (Stephen & Suryani, 2000, p. 19).

To those of us from other cultures, Gusti A.’s
beliefs and behaviors may seem quite unusual or even
evidence of a serious mental disorder like schizophre-
nia. However, individuals like Gusti A. are viewed as
traditional healers (the balian) in Bali, Indonesia.
Many anthropologists and cross-cultural psychiatrists
and psychologists argue that the states of conscious-
ness, beliefs, and behaviors of these traditional hea-
lers are distinct from those that characterize mental

any suggestion that he should seek therapy. Further-
more, his lack of motivation for therapy would
probably make it an unprofitable venture.

Advantages of This Definition. Defining abnor-
mal behavior in terms of subjective distress has some
appeal. It seems reasonable to expect that adults
and some children can assess whether they are
experiencing emotional or behavioral problems
and can share this information when asked to do
so. Indeed, many methods of clinical assessment
(e.g., self-report inventories, clinical interviews)
assume that the respondent is aware of his or her
internal state and will respond to inquiries about
personal distress in an honest manner. In some

ways, this relieves the clinician of the burden of
making an absolute judgment as to the respondent’s
degree of maladjustment. Of course, younger chil-
dren are often incapable of reflecting upon or
reporting their subjective distress, rendering this
index of maladjustment moot.

Problems with This Definition. The question is
whether Cynthia, Kwame, or both are maladjusted.
The judgment will depend on one’s criteria or
values. From a strict standpoint of subjective report,
Cynthia qualifies but Kwame does not. This exam-
ple suggests that labeling someone maladjusted is not
very meaningful unless the basis for the judgment is
specified and the behavioral manifestations are stated.
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ilinesses like schizophrenia or dissociative disorder.
Stephen and Suryani (2000) note that this case might
be mistakenly diagnosed as one of mental illness by
diagnosticians who are not culturally informed. Gusti
A. successfully completed his university studies, his
own personal distress ceased once he realized that he
had these special abilities to heal others, and he is a
respected and well-functioning member of the com-
munity. Stephen and Suryani (2000) suggest that the
conversion to becoming a balian is like a religious
conversion rather than a sign of serious psychosis or
dissociation associated with DSM-/V defined mental
illness.

So, does the DSM-IV-TR (APA, 2000) adequately
address the issue of culture and the diagnosis of
mental illness? Although most acknowledge that
the latest edition of the diagnostic manual does a
better job of attending to cultural issues than its
predecessors, Kleinman (1996) believes that the
diagnostic manual is too narrow in its perspective
and offers a few suggestions for future diagnostic
manuals:

= Provide instruction on culturally sensitive diag-
nostic interviewing and culturally valid translation
and application of DSM-based diagnostic tests and
research instruments.

m  Provide a Cultural Axis that assesses the person’s
cultural identity and degree of acculturation and
the likelihood for cultural obstacles.

. Provide more information on cultural issues in
diagnosis like culturally relevant features as well
as a discussion of cultural influence on risk factors,
symptoms, and course of the disorder.

= Finally, common cultural terms for distress and
culture-bound syndromes should be integrated
into the main text of the diagnostic manual (as
opposed to being placed in an appendix) so that
mental health professionals will be more aware of
the variations.

The Associated Press

Not everyone whom we consider to be “disor-
dered” reports subjective distress. For example, clin-
icians sometimes encounter individuals who may
have little contact with reality yet profess inner tran-
quility. Nonetheless, these individuals are institution-
alized. Such examples remind us that subjective
reports must yield at times to other criteria. Another
problem concerns the amount of subjective distress
necessary to be considered abnormal. All of us
become aware of our own anxieties from time to
time, so the total absence of such feelings cannot
be the sole criterion of adjustment. How much anx-
iety is allowed, and for how long, before we acquire
a label? Many would assert that the very fact of being
alive and in an environment that can never wholly

satisfy us will inevitably bring anxieties. Thus, as in
the case of other criteria, using phenomenological
reports is subject to limitations. There is a certain
charm to the idea that if we want to know whether
a person is maladjusted, we should ask that person,
but there are obvious pitfalls in doing so.

Disability, Dysfunction, or Impairment

A third definition of abnormal behavior invokes the
concepts of disability, dysfunction, or impairment. For
behavior to be considered abnormal, it must create
some degree of social (interpersonal) or occupational
(or educational) problems for the individual. Dysfunc-
tion in these two spheres is often quite apparent to
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The Case of Richard Z.

Richard was convinced by his wife to consult with a
clinical psychologist. Previous contacts with psychia-
trists had on one occasion resulted in a diagnosis of
"hypochondriacal neurosis” and, on another, a diag-
nosis of “passive aggressive personality.” Richard has
not worked in several years, even though he has a
bachelor’s degree in library science. He claims that he is
unable to find employment because of his health. He
reports a variety of physical symptoms, including diz-
ziness, breathlessness, weakness, and “funny” sensa-
tions in the abdominal area. Making the rounds from
physician to physician has enabled him to build an

impressive stock of pills that he takes incessantly. None
of his physicians, however, has been able to find any-
thing physically wrong with him.

As a child, Richard was the apple of his mother’s
eye. She doted on him, praised him constantly, and
generally reinforced the notion that he was someone
special. His father disappeared about 18 months after
Richard was born. His mother died 6 years ago, and he
married shortly after that. Since then, his wife has
supported both of them, thus enabling him to finish
college. Only recently has she begun to accept the fact
that something may be wrong with Richard.

The Case of Phyllis H.

Phyllis is a college student. She is in her sixth year of
undergraduate study but has not yet obtained a degree.
She has changed majors at least four times and has also
had to withdraw from school on four occasions.

Her withdrawals from school have been associated
with her drug habit. In two instances, her family placed
her in a mental hospital; on two other occasions, she

served short jail sentences following convictions on
shoplifting charges. From time to time, Phyllis engages in
prostitution to support her drug habit. Usually, she can
secure the money from her parents, who seem to have an
uncanny knack for accepting her outrageous justifica-
tions. She has been diagnosed with “antisocial personality
disorder” and with “drug dependence (cocaine).”

both the individual and the clinician. For example, a
lack of friendships or of relationships because of a lack
of interpersonal contact would be considered indica-
tive of social dysfunction, whereas the loss of one’s job
or failing grades because of emotional problems (e.g.,
depression) would suggest occupational dystunction.
According to the disability/dysfunction/
impairment definition, both of these cases would
suggest the presence of abnormal behavior. Richard
is completely dependent on his wife (social dystunc-
tion), and this, coupled with his litany of somatic
complaints and his inability to cope with stress, has
left him unemployed (occupational dysfunction).
Phyllis’s drug habit has interfered with her
occupational (in this case, school) functioning.

Advantages of This Definition. Perhaps the
greatest advantage to adopting this definition of
abnormal behavior is that relatively little inference
is required. Problems in both the social and occu-
pational sphere often prompt individuals to seek out
treatment. It is often the case that individuals come
to realize the extent of their emotional problems

when these problems affect their family or social
relationships as well as significantly affect their per-
formance at either work or school.

Problems with This Definition. Who should
establish the standards for social or occupational dys-
function? The patient, the therapist, parents, teachers,
friends, or an employer? In some ways, judgments
regarding both social and occupational functioning are
relative—not absolute—and involve a value-oriented
standard. Although most of us may agree that having
relationships and contributing to society as an employee
or student are valuable characteristics, it is harder to
agree on what specifically constitutes an adequate
level of functioning in these spheres. In short, achieving
a reliable consensus about the nature of an individual’s
social relationships and contributions as a worker or
student may be difficult. Recognizing this problem,
psychopathologists have developed self-report invento-
ries and special interviews to assess social and occupa-
tional functioning in a systematic and reliable way.

To summarize, several criteria are used to
define abnormal behavior. Each criterion has its
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advantages and disadvantages, and no one criterion
can be used as a gold standard. Some subjectivity is
involved in applying any of these criteria.

Where Does This Leave Us?

As the previous discussion points out, all definitions of
abnormal behavior have their strengths and weak-
nesses. These definitions can readily incorporate cer-
tain examples of abnormal behavior, but exceptions
that do not fit these definitions are easy to provide. For
example, all of us can think of an “abnormal behavior”
that would not be classified as such if we adopted the
subjective distress criterion (e.g., spending sprees in
mania), and we can think of a behavior that might
be classified incorrectly as abnormal if we adopted the
violation of norms definition (e.g., an NFL all-star’s
athletic prowess).

It is also important to note that abnormal behavior
does not necessarily indicate mental illness. Rather, the term
mental illness refers to a large class of frequently observed
syndromes that are comprised of certain abnormal
behaviors or features. These abnormal behaviors/
features tend to covary or occur together such that
they often are present in the same individual. For
example, major depression is a widely recognized
mental illness whose features (e.g., depressed mood,
sleep disturbance, appetite disturbance, and suicidal
ideation) tend to co-occur in the same individual.
However, an individual who manifested only one or
two of these features of major depression would not
receive this diagnosis and might not be considered
mentally ill. One can exhibit a wide variety of abnor-
mal behaviors (as judged by any definition) and yet not
receive a mental disorder diagnosis.

MENTAL ILLNESS

Like abnormal behavior, the term mental illness or
mental disorder is difficult to define. For any defini-
tion, exceptions come to mind. Nevertheless, it
seems important to actually define mental illness
rather than to assume that we all share the same
implicit idea of what mental illness is.

The text revision of the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders

(American Psychiatric Association, 2000), known as
DSM-1V-TR, is the official diagnostic system for
mental disorders in the United States. It states that
a mental disorder

is conceptualized as a clinically significant
behavioral or psychological syndrome or
pattern that occurs in an individual and
that is associated with present distress (e.g.,
a painful symptom) or disability (i.e.,
impairment in one or more important
areas of functioning) or with a significantly
increased risk of suffering, death, pain,
disability, or an important loss of freedom.
In addition, this syndrome or pattern must
not be merely an expectable and culturally
sanctioned response to a particular event,
for example, the death of a loved one.
‘Whatever its original cause, it must cur-
rently be considered a manifestation of a
behavioral, psychological, or biological
dysfunction in the individual. Neither
deviant behavior (e.g., religious, political,
or sexual) nor conflicts that are primarily
between the individual and society are
mental disorders unless the deviance or
conflict is a symptom of the dysfunction in
the individual as described above. (p. xxxi)

Several aspects of this definition are important
to note: (a) The syndrome (cluster of abnormal beha-
viors) must be associated with distress, disability, or
increased risk of problems; (b) a mental disorder is
considered to represent a dysfunction within an indi-
vidual; and (c) not all deviant behaviors or conflicts
with society are signs of mental disorder.

The astute reader has probably noticed that the
DSM-IV-TR definition of mental disorder incorpo-
rates the three definitions of abnormal behavior
presented earlier in this chapter. On the one hand,
the DSM-IV-TR definition is more comprehensive
than any one of the three individual definitions of
abnormal behavior presented earlier. On the other
hand, the DSM-IV-TR definition is more restrictive
because it focuses on syndromes, or clusters of
abnormal behaviors, that are associated with distress,
disability, or an increased risk for problems.
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Box 5-3

Clinical Psychologist Perspective: Elaine Walker, Ph.D.

Elaine Walker is Samuel Candler Dobbs Professor of
Psychology and Neuroscience in the Department of
Psychology at Emory University. She leads a research
laboratory that is funded by the National Institutes of
Mental Health to study risk factors for major mental
illness. Her research is focused on child and adolescent
development and the brain changes that are associ-
ated with adolescence. She has published over 200 sci-
entific articles and six books dealing with mental
health and neuroscience. Dr. Walker also teaches
graduate and undergraduate courses at Emory.

Dr. Walker graduated from Washington Univer-
sity in St. Louis and received her Ph.D. in Clinical Psy-
chology from the University of Missouri in 1979. In
1978-1979, she was a postdoctoral research fellow at
the University of Southern California, and in 1980 she
joined the faculty of Cornell University, where she was
assistant then associate professor. In 1985, Dr. Walker
accepted a faculty position in the Department of Psy-
chology at Emory University. Dr. Walker is the recipient
of awards for her research, including a WT Grant Fac-
ulty/Scholar Award, two Career Development awards
from the National Institutes of Mental Health, the
Zubin Memorial Award from the New York Psychiatric
Institute, the Gralnick Award from the American Psy-
chological Society, the Cattell Foundation Award, the
Joseph Zubin Award for lifetime achievement in
research, and the Scholar-Teacher Award from Emory
University.

We asked Dr. Walker about her background and
interests, as well as her predictions about future trends
for clinical psychology and psychopathology research.

What originally got you interested in the field of
clinical psychology?

As an undergraduate student, | worked part-time in a
psychiatric hospital, and my experiences with the
patients stimulated my interest in mental ilness, espe-
cially the psychoses. | was already fascinated by science
and human behavior, so the combination of these fac-
tors had a major influence on my career path. | decided
to major in psychology by the end of my freshman
year, and by the time | was a sophomore made the
decision to pursue a career in clinical psychology.

Describe what activities you are involved in as a
clinical psychologist.

I am a full-time faculty member at Emory University in
the Department of Psychology and in the graduate and
undergraduate programs in neuroscience. My primary

activities are research, teaching, and service to the
field. The main focus of my research is childhood and
adolescent risk factors for serious mental illness. In
collaboration with graduate students, undergraduate
students, postdoctoral fellows, and investigators from
other universities, | conduct studies, publish papers,
and attend scientific meetings where research findings
are presented.

Because my research deals with clinical popula-
tions, a considerable amount of my time is spent in
diagnostic evaluation of patients and in the supervision
of psychological assessments and treatment. | am often
asked to consult on diagnostic evaluations of patients
and to assess their need for intervention. A typical
question is whether the individual is manifesting signs
of risk for psychosis.

My teaching on both the graduate and under-
graduate levels is primarily in the area of psychopa-
thology. On the undergraduate level, | teach a course
in abnormal psychology and advanced seminars on
psychosis. On the graduate level, | teach an advanced
course in psychopathology and also supervise students
who are conducting research for their master’s and
dissertation projects. Working with students at various
stages of their education is a very rewarding
experience.

Like most research faculty, | serve on the editorial
boards of journals, and | am the editor of one journal,
Psychological Science in the Public Interest. Thus, some
of my time is spent reviewing papers submitted for
publication by other researchers in my field. Doing so
provides the opportunity to keep up with advances in
the field.

Over the years, | have also been in various
administrative roles, including serving as director of
the Graduate Program in Clinical Psychology and chair
of the Department of Psychology.

There is no doubt that this diversity of profes-
sional activities—teaching, research, clinical work and
administration—makes my professional life very inter-
esting and gratifying. This is one of the benefits of the
field of clinical psychology; it provides opportunities
for involvement in a range of activities. It is difficult for
me to imagine a more fulfilling career.

What are your particular areas of expertise or interest?
We study manifestations of risk for psychotic disorders
in the domains of motor and cognitive functions,

as well as biological indicators. Psychotic illnesses,
especially schizophrenia, can be very severe and
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debilitating. They typically have their onset in late
adolescence or early adulthood, and thereby limit the
individual’s opportunities for achieving independence.
The fact that psychotic disorders tend to have their
onset during a specific developmental stage is now
assumed to reflect the role of brain maturation pro-
cesses in the genesis of these illnesses. Our main
research objectives are to enhance the prediction of
risk for psychosis in youth and to shed light on the
neural mechanisms that are involved in the emergence
of psychoses. In particular, we are interested in the way
that normative brain changes in adolescence may go
awry in youth at risk for psychosis. We are pursuing the
hypothesis that hormones, especially stress hormones,
may be playing an important role in these processes.

In recent years we have expanded our research on
the biological response to stress and are pursuing a line
of investigation aimed at elucidating the role of bio-
logical stress response systems, particularly the
hypothalamic-pituitary-adrenal (HPA) axis. This system
governs the release of stress hormones, including cor-
tisol in primates, and has pervasive effects on brain
function. It appears that the adolescent/early adult
period is a critical stage in the development of the HPA
axis, and this may be playing a role in triggering the
manifestation of vulnerability for psychosis during this
period.

What are the future trends you see for clinical
psychology?

Since | entered the field in the 1970s, psychology in
general has broadened its focus to encompass the com-
plex interactions between behavioral and biological
factors. The same trend is apparent in clinical psychol-
ogy. As research findings in psychology and neurosci-
ence have accumulated, it has become increasingly
apparent that we cannot separate biology and psychol-
ogy. The notion that biological factors (e g., genetics,
hormones etc.) influence psychological functioning has
been widely accepted by both the general public and
behavioral scientists. But the pervasive role of psycho-
logical factors in altering biological processes, most
notably brain function, has only been recognized by
scientists in the past few decades. Numerous studies of
both animals and humans have demonstrated that psy-
chosocial factors alter brain processes, sometimes trig-
gering permanent changes. This has led us to a more
complex and accurate view of the intricate interactions
between psychological and biological factors in deter-
mining the course of human development. Thus,

university training in clinical psychology now includes a
greater emphasis on the interface among behavioral
science, neuroscience, and genetics. The knowledge
generated in all of these fields is important for research
progress in the field of mental health.

How wiill the field evolve as our ability to assess
neurodevelopmental factors increases in sophistication?
As our scientific understanding of normal brain devel-
opment increases, so will our opportunities to identify
the neurodevelopmental processes involved in mental
disorders. | expect that training in clinical psychology
will be keep pace with advances in the field, and future
generations of clinical psychology researchers will be
equipped to make significant contributions to research
on the causes and treatment, and perhaps even pre-
vention, of mental disorders.

Elaine Walker

Elaine Walker
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The Importance of Diagnosis

Before uncritically accepting this definition or taking
for granted the utility of diagnosing and classifying
individuals, we need to answer a basic question:
Why should we use mental disorder diagnoses?
Diagnosis is a type of expert-level categorization.

Categorization 1is essential to our survival
because it allows us to make important distinctions
(e.g., a mild cold vs. viral pneumonia, a malignant
vs. a benign tumor). The diagnosis of mental dis-
orders is an expert level of categorization used by
mental health professionals that enables us to make
important distinctions (e.g., schizophrenia vs. bipo-
lar disorder with psychotic features).

There are at least four major advantages of
diagnosis. First, and perhaps most important, a pri-
mary function of diagnosis is communication. A
wealth of information can be conveyed in a single
diagnostic term. For example, a patient with a
diagnosis of paranoid schizophrenia was referred
to one of the authors by a colleague in New
York City. Immediately, without knowing any-
thing else about the patient, a symptom pattern
came to mind (delusions, auditory hallucinations,
severe social/occupational dysfunction, continu-
ous signs of the illness for at least 6 months).
Diagnosis can be thought of as “verbal shorthand”
for representing features of a particular mental
disorder. Using standardized diagnostic criteria
(e.g., those that appear in the DSM-IV) ensures
some degree of comparability with regard to men-
tal disorder features among patients diagnosed
in California, Missouri, North Carolina, Texas,
Manhattan, New York, or Manhattan, Kansas.

Diagnostic systems for mental disorders are
especially useful for communication because
these classificatory systems are largely descriptive.
That is, behaviors and symptoms that are charac-
teristic of the various disorders are presented with-
out any reference to theories regarding their
causes. As a result, a diagnostician of nearly any
theoretical persuasion can use them. If every
psychologist used a difterent, theoretically based
system of classification, a great number of commu-
nication problems would likely result.

Second, the use of diagnoses enables and pro-
motes empirical research in psychopathology. Clinical
psychologists define experimental groups in terms of
individuals” diagnostic features, thus allowing com-
parisons between groups with regard to personality
features, psychological test performance, or perfor-
mance on an experimental task. Further, the way
diagnostic constructs are defined and described will
stimulate research on the disorders’ individual criteria,
on alternative criteria sets, and on the comorbidity
(co-occurrence) between disorders.

Third, and in a related vein, research into the
etiology, or causes, of abnormal behavior would be
almost impossible to conduct without a standardized
diagnostic system. To investigate the importance of
potential etiological factors for a given psychopathologi-
cal syndrome, we must first assign subjects to groups
whose members share diagnostic features. For exam-
ple, several years ago, it was hypothesized that the
experience of childhood sexual abuse may predispose
individuals to develop features of borderline personal-
ity disorder (BPD). The first empirical attempts to
evaluate the veracity of this hypothesis involved assess-
ing the prevalence of childhood sexual abuse in well-
defined groups of subjects with borderline personality
disorder as well as in non-borderline psychiatric con-
trols. These initial studies indicated that childhood
sexual abuse does occur quite frequently in BPD indi-
viduals and that these rates are significantly higher than
those found in patients with other (non-BPD) mental
disorder diagnoses. Thus, it is worth investigating
whether it is an important etiological factor in BPD.
Before we could reach these types of conclusions,
there had to be a reliable and systematic method of
assigning subjects to the BPD category.

Finally, diagnoses are important because, at
least in theory, they may suggest which mode of
treatment is most likely to be effective. Indeed,
this is a general goal of a classification system for
mental disorders (Blashfield & Draguns, 1976). As
Blashfield and Draguns (1976) stated, “The final
decision on the value of a psychiatric classification
for prediction rests on an empirical evaluation of
the utility of classification for treatment decisions”
(p- 148). For example, a diagnosis of schizophrenia
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suggests to us that the administration of an antipsy-
chotic medication is more likely to be eftective than
is a course of psychoanalytic psychotherapy. How-
ever, it is important to note one thing in passing.
Although, in theory, the linkage between diagnosis
and treatment would seem to justify the time
involved in diagnostic assessment, often several
treatments appear to be equally effective for an
individual disorder.

In summary, diagnosis and classification of
psychopathology serve many useful functions.
Whether they are researchers or practitioners, con-
temporary clinical psychologists use some form of
diagnostic system in their work. At this point, we
turn to a brief description of classification systems
that have been used to diagnose mental disorders
over the years, and then we examine in more detail
the features of the diagnostic classification system
used most frequently in the United States, the
DSM-1V-TR.

Early Classification Systems

Classification systems for mental disorders have pro-
liferated for many years. For example, the earliest
reference to a depressive syndrome appeared as far
back as 2600 B.c. (Menninger, 1963). Since that
time, both the number and breadth of classification
systems have increased. To bring some measure of
order out of this chaos, the Congress of Mental
Science adopted a single classification system in
1889 in Paris. More recent attempts can be traced
to the World Health Organization and its 1948
I